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My  best  of  wishes  for  your  merry 
Christmases  and  your  happy  New 
Years,  your  long  lives  and  your  true 
prosperities.  Worth  twenty  poimd  good 
if  they  are  delivered  as  I send  them. 
Remember?  Here's  a final  prescription 
added,  "To  be  taken  for  life." 

Dickens:  Doctor  Marigold's  Prescriptions 

(1865). 
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Chloromycetin* 

(chloramphenicol) 


PARKE-DAVIS 


fARKe.  DAVIS  A COMPAMY,  Dtiroil,  Miehigtn  4KS7 


Complete  information  for  usage 
available  to  physicians  upon  request. 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  tjT)ewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
(8V^  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shown  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author's 
name,  its  number  and  an  indication  of  its 
“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  Journal's 
address. 

Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 
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tablets  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  L-iCtct obuc illu s acidophilus 
and  L.  hulgarkus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^*^’'’® 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


References:  (1)  Siver,  R.  H.:  CMD,  2i:  109,  September 
1954.  (2)  Frykman,  H,  H.:  Minn.  Med.,  38: 19-27, 
January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
51;  16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
Florida  Acad.  Gen.  Prac.,  15:15-16,  October  1965.  (5) 
Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.;  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
,md  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
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at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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Medicinews 

Nebraska’s  Centennial  Health  Fair: 

April  29  Through  May  5,  1967 — 

“Closed  circuit  television  of  actual  animal 
operations  is  one  of  the  attractions  planned 
for  the  Nebraska  Centennial  Health  Fair  by 
the  Nebraska  ^"eterinary  Medical  Associa- 
tion,” John  Aiken.  D.\hM.,  told  fellow  veteri- 
narians at  their  annual  meeting  in  Lincoln 
last  month. 

Dr.  Aiken,  a member  of  the  veterinary 
science  department  at  the  University  of  Ne- 
braska, is  the  Centennial  Health  Fair  exhibit 
chairman  for  his  association.  He  disclosed 
jilans  to  exhibit  a steer  with  a plastic  window 
inserted  in  the  abdominal  wall,  which  dis- 
closes the  interior  of  the  steer’s  stomach. 
The  veterinarians  also  plan  to  demonstrate 
pig  litters  reared  in  isolation  to  prevent  con- 
tamination and  disease.  The  piglets  are 
l)art  of  the  University  of  Nebraska’s  Spe- 
cific Pathogen  Free  Project  which  has  re- 
ceived national  recognition.  Plans  call  for 
two  surgical  operations  daily  during  the 
week-long  Fair,  which  will  be  held  in  Lin- 
coln’s Pershing  Auditorium.  “We  hope  to 


schedule  Caesarian  delivery  of  pigs  and 
smaller  animals  as  well  as  spaying  opera- 
tions on  dogs,”  Dr.  Aiken  added.  “Fair  vis- 
itors may  view  the  actual  operating  proce- 
dures from  a balcony  vantage  point,  which 
looks  down  into  the  operating  room,  or  over 
the  closed  circuit  television  receivers  which 
will  be  placed  throughout  the  auditorium. 
The  Nebraska  State  Veterinary  Medical  As- 
sociation will  supply  a surgical  team  of  three 
doctors  for  each  operation.  The  N.V.M.A. 
also  gave  approval  to  other  Health  Fair  ex- 
hibits ranging  from  microscopic  comparison 
of  tissue  samples  to  the  display  of  a mod- 
ern veterinarian’s  station  wagon  type  operat- 
ing room  which  can  carry  modern  treatment 
facilities  to  the  ranch  or  farm.  Dr.  Aiken 
emphasized  that  state  veterinarians  will  be 
on  duty  at  each  exhibit  site  to  answer  ques- 
tions of  fairgoers  and  to  counsel  interested 
students. 

Miss  Cora  Mae  Briggs,  executive  secre- 
tary of  the  Nebraska  Pharmaceutical  Asso- 
ciation, announced  last  week  that  one  of  the 
N.P.A.’s  featured  attractions  at  the  Ne- 

(Continued  on  page  11-A) 
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Gilmour- Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  1701  South  17th  Street 
Phone  432- 1 246  Phone  423-2329 
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Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 


Nebraska’s  Centennial  Health  Fair: 

April  29  Through  May  5,  1967 — 

(Continued  from  page  10- A) 

braska  Centennial  Health  Fair  will  be  a 
$1,000,000  art  exhibit  depicting  the  “His- 
tory of  Pharmacy.”  This  exhibit  will  be 
on  loan  from  the  Parke,  Davis  Company  and 
will  show  40  life-like  oil  paintings  by  artist 
Robert  Thom. 

“First  conceived  by  George  A.  Bender, 
who  presently  serves  as  an  executive  with 
the  company,  the  famed  series  show  pharma- 
ceutical milestones  from  before  the  dawn  of 
civilization  to  the  present  day,”  she  said. 

Nearly  one  million  persons  already  have 
seen  the  paintings,  which  have  been  ex- 
hibited at  the  Smithsonian  Institute  in  Wash- 
ington, D.C. ; national  conventions  of  both 
the  American  and  Canadian  Pharmaceutical 
Associations,  various  state  and  provincial 
pharmacists’  conventions  throughout  the 
United  States  and  Canada,  and  the  Detroit 
Historical  Museum,  Miss  Briggs  pointed  out. 
The  Smithsonian  Institute  showing  alone  at- 
tracted more  than  350,000  persons. 

Because  the  project  combined  a graphic 


presentation  with  historical  sketches,  tedi- 
ous editorial  and  art  research  was  needed 
to  authenticate  even  the  smallest  details,  ac- 
cording to  the  drug  company  representative. 

Bender  and  Thom,  the  editor-artist  team, 
estimate  they  traveled  more  than  a quarter- 
million  miles  in  the  various  research  mis- 
sions. “Approximately  ten  years  of  intensive 
research  and  study  and  consultation  with  ex- 
pert advisors  in  many  countries,  contributed 
to  the  accuracy  and  authenticity  of  these 
stories  and  paintings,”  Miss  Briggs  stated. 

Art  critics  and  pharmaceutical  author- 
ities have  hailed  the  “History  of  Pharmacy 
in  Pictures”  as  the  most  authentic,  exten- 
sive and  comprehensive  series  ever  under- 
taken and  completed  in  behalf  of  their  pro- 
fession. 

The  Nebraska  Pharmaceutical  Association 
is  one  of  the  seven  organizations  sponsoring 
the  regional  health  fair  next  spring. 

Registered  as  an  official  Centennial  event, 
“the  fair  will  emphasize  all  aspects  of  health 
education,  including  career  selection  and 
counseling,”  Gordon  G.  Pejsar,  D.D.S.,  Chair- 
man of  Program  & Exhibit  Committee,  said. 
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How  long  will  it  take  him 
to  recover  from  the  flu 
if  he  just  doesn’t  care? 


Editor's  Awards 


Use  of  Single-Dose  Intravenous  Iron-Dextran 
in  Children  — 0.  P.  Thaman  and  K.  N. 
Dogra  (Medical  College,  Amritsar,  India) 
Lancet  2:412-414  (Aug  20)  1966. 

One  hundred  six  children,  aged  2'/2  months 
to  14  years,  having  iron  deficiency  anemia 
with  initial  hemoglobin  ranging  from  2.5  to 
9.5  gm/100  ml,  were  given  iron  dextran 
complex  (Imferon).  The  incidence  of  serious 
systemic  reactions  was  less  than  1 % ; other 
complications  were  short-lived  and  easily  con- 
trollable. The  average  daily  rise  in  hemo- 
globin was  0.18  gm/100  ml  and  0.12  gm  in 
the  first  two  and  four  weeks,  respectively. 
In  15.4%  of  cases,  the  response  was  delayed 
and  occurred  after  two  weeks.  Hemoglobin 
continued  to  rise  during  the  follow-up  period 
in  spite  of  intercurrent  infections  in  a sig- 
nificant number  of  patients.  At  the  end  of 
five  months,  the  hemoglobin  attained  by  most 
of  the  patients  was  quite  satisfactory. 


Late  Results  of  Medical  and  Surgical  Treat- 
ment of  Bleeding  Peptic  Ulcer  — H.  A. 

Serebro  and  A.  I.  Mendeloff  (Sinai  Hosp, 
Baltimore).  Lancet  2:505-508  (Sept  3) 
1966. 

Of  176  patients  admitted  with  a diagnosis 
of  hemorrhage  from  peptic  ulcer,  164  left 
the  hospital  alive.  Since  12  of  these  patients 
had  undergone  vagotomy  with  a drainage 
procedure — a technique  not  under  study  in 
this  report — they  were  excluded  from  the 
data.  Efforts  were  successful  in  identifying 
the  subsequent  course  of  126  of  the  remain- 
ing 152  patients  (84%).  Initially,  34  pa- 
tients were  treated  surgically  and  11  of  these 
bled  again  during  the  period  of  follow-up.  Of 
the  26  patients  who  were  operated  on  subse- 
quently during  repeated  admissions  to  the 
hospital,  seven  bled  again.  The  remaining 
66  patients  were  treated  only  medically  and 
33  of  these  bled  repeatedly.  Thus,  51  pa- 
tients (40%)  showed  a tendency  to  bleed 
again  after  any  kind  of  treatment. 


DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  AV.AILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 

Literalure  and  samples  available. 

WM.  P.  POYTHRE.SS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 

Manufacturers  uf  ethical  pharmaceuticals  since  1856 
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Look  how  many  ways 

Thorazine* 

brand  of 

chlorpromazine 

can  help 


Tranauilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

# 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

'Thorazine'  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SKiF  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fevsr;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SKiF  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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Photo  professionally  posed 


Mike  expects  a penicillin  inlection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen'Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications;  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  J-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms, 
history  of  penicillin  sensitivity 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg„  (400,000 
units):  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


(potassium  phenoxymethyl  penicillin) 
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MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Medicinews 

Motion  Pictures^ — 

A new,  revised  edition  of  “Medical  and 
surgical  motion  pictures”  will  be  available 
January  2,  1967 ; there  are  now  more  than 

4.000  film  listings.  Copies  of  the  catalog 
will  be  available  without  charge  from  the 
Medical  Motion  Picture  Section,  Department 
of  Postgraduate  Programs,  AMA,  535  N. 
Dearborn  Street,  Chicago,  Illinois  60610. 

American  .Medical  Education — 

1.  Total  enrollment  is  at  a new  high  in 
U.S.  medical  schools ; it  is  32,835.  Last 
year’s  was  32,428. 

2.  Sixteen  new  medical  schools  are  con- 
tinuing their  development  programs,  and 
within  ten  years  should  graduate  more  than 

1.000  medical  students  each  year. 

3.  By  1975,  it  is  expected  that  10,000 
U.S.  medical  students  will  graduate  annually. 

4.  The  number  graduated  from  U.S. 
medical  schools  last  year  was  7,574,  an  all- 


time high,  and  163  more  than  the  preceding 
year. 

5.  The  number  of  internship  and  resi- 
dency positions  offered  in  U.S.  hospitals 
(54,866)  has  increased  almost  two  per  cent 
in  the  past  year. 

6.  There  has  been  a 47  per  cent  increase 
this  year  in  hospitals  with  a major  medical 
school  affiliation;  275  hospitals  now  have 
such  an  affiliation. 

An  Interesting  Table — 


Bills  introduced 

Bills 

concerning 

medical 

per 

That’s 

one 

Congress 

introduced 

care 

cent 

in 

87th 

20,000 

494 

2.47 

40.5 

88th 

18,000 

836 

4.64 

21.5 

89th 

24,000 

1,440 

6.00 

16.7 

THE  FIGMENT 
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Medicinews 

Title  19  (Medicaid) — 

New  York:  A family  of  four  with  income 
of  $6,000  is  to  be  eligible  for  medical  care, 
unless  “liquid  assets”  make  it  ineligible;  to 
cost  $217  million  the  first  year.  Two  million 
people,  or  13%  of  the  population  will  receive 
medical  care  under  the  plan. 

Vermont:  will  care  for  14,000,  or  3%  of 
the  population. 

Michigan : sets  income  at  $3,540  per  year ; 
will  care  for  330,00-0,  or  4%  of  the  popula- 
tion. 

Maine:  only  when  the  recipient  is  receiv- 
ing public  assistance  money;  will  care  for 

45.000,  or  3%  of  the  population. 

New  Mexico:  only  if  receiving  welfare 

money;  14,000,  or  3%  of  the  population. 

Virgin  Islands:  sets  income  at  $3,630  for 
a family  of  four,  and  expects  to  care  for 

11.000. 

Note:  The  federal  government  will  pay 

50%  of  New  York’s  costs. 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley  medic^i 

SUPPLY  COMPANY 

2415  "O"  St.,  Uneelnl,  Ncbroika 
AUTHORIZED  CONTRACT  AGENT 
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Now,  now,  Mrs.  Forsythe,  we^ve  never  lost  a cold  patient  yet. 

When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  vyill  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemicai  Company,  Indianapolis 


FLP 


For  relief  of  nasal  congestion. 
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CXXXXXXXXX^/OOOOOOOOOOOOOCXXXXXXXXXXXJO 

REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  exists  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 

600000000000000000000000000000000000 


“I’m  a little  concerned  about  him,  Doctor. 
He  used  up  all  his  vacation  and  now  he’s  start- 
ing on  his  sick  leave.” 
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Double 

Standards? 


Recently  several  physicians  have  said  to  us, 
“Blue  Shield  is  getting  so  expensive  that 
people  can’t  afford  it.  Why  don’t  you  sell 
them  something  they  can  afford?’’  On  the 
surface,  this  appeared  to  be  a pretty  rea- 
sonable request,  so  we  took  a good  long 
look  at  it. 

First  of  all,  we  recognize  that  Nebraska  Phy- 
sicians do  not  give  “Second  Class’’  medical 
care  to  those  who  cannot  afford  “First  Class’’ 
medical  care.  If  they  did  and  only  charged 
half  as  much,  we  assume  we  could  issue 
membership  agreements  that  only  cost  half 
as  much.  We  are  grateful  that  Nebraska 
Physicians  give  “First  Class’’  medical  care 
to  everyone,  regardless  of  economic  status, 
so  that  approach  is  out. 

Secondly,  we  recognized  that  Nebraska  Phy- 
sicians have  for  years  voluntarily  reduced 
their  charges  to  those  whose  ability  to  pay 
was  doubtful.  Our  “Service  Benefits  Pro- 
gram’’ recognizes  this  in  that  it  says  in  ef- 
fect: “If  your  income  is  limited,  the  Partici- 
pating Physician  agrees  to  accept  this  pay- 
ment as  payment  in  full.’’  We  know  there 
are  inequities  and  abuses  of  this  program, 
but  we  feel  that  by  and  large  this  permits 
the  people  of  limited  financial  means  to  re- 
tain their  self-respect  and  feel  that  they  are 
paying  their  own  way  rather  than  giving  up 
and  looking  to  a benevolent  government  or 
a welfare  agency  to  take  care  of  their  med- 
ical expenses. 

Thirdly,  we  wondered  about  offering  an 
agreement  to  those  who  could  pay,  that  would 
only  pay  about  one-half  of  their  bills,  but  that 
would  sell  for  about  one-half  of  the  present 


price.  This  could  be  packaged  in  such  a way 
as  to  make  it  very  appealing  and  at  that  price, 
it  should  sell  very  well.  The  member  would  be 
very  happy  with  this  product  until  he  had  a 
chance  to  use  it.  Frankly,  we  know  if  we  of- 
fered such  a program,  we  could  make  a lot 
of  sales  and  many  people  who  bought  it  would 
be  very  happy  for  a time  because  they  might 
not  need  benefits  for  two  or  three  years.  If 
we  were  only  interested  in  sales,  this  might 
be  a good  approach.  The  competition  has 
used  it  for  years. 

However,  let’s  examine  the  reaction  of  a per- 
son who  has  a policy  of  this  type.  At  the 
time  he  has  occasion  to  use  the  policy  and 
it  pays  only  one-half  the  bill,  he  has  one  of 
several  reactions: 

1.  “I  carry  this  insurance  and  still  have  to  lay 
out  all  this  cash.  I wonder  if  the  Doctor  added 
on  more  just  because  I have  insurance?’’ 

2.  “I  carry  insurance  and  still  have  to  lay  out 
all  this  cash.  This  is  just  too  darn  much.  The 
government  better  take  this  over.’’ 

If  the  patient  has  to  make  monthly  payments 
to  you  on  the  unpaid  balance,  these  thoughts 
will  go  through  his  mind  every  month  as  he 
writes  you  out  a check. 

We  feel  that  in  the  long  haul,  it  is  a lot  easier 
for  your  patient  to  set  aside  a given  amount 
each  month  or  quarter  to  buy  good  protec- 
tion (even  if  it  is  expensive)  than  to  set  aside 
a lesser  amount  for  inadequate  coverage  and 
then  have  to  produce  an  additional  amount 
(probably  a substantial  amount)  when  he 
has  a claim. 

It  all  seems  to  boil  down  to  this: 

1.  Nebraska  Physicians  don’t  practice  “cut- 
rate”  medicine,  so  we  can’t  sell  “cut-rate” 
prepayment. 

2.  In  those  cases  where  the  Physician  would 
probably  reduce  the  charge  for  his  services 
anyway,  because  of  the  income  of  the  pa- 
tient, we  have  provided  Service  Benefits  and 
reduced  the  cost  (and  hopefully  left  the  pa- 
tient with  his  self-respect  and  a sense  of 
self-reliance). 

3.  For  those  who  can  pay,  we  feel  it  is  better 
to  set  aside  a sufficient  amount  (perhaps  a 
sizable  amount)  each  month  in  a prepayment 
plan  that  will  take  care  of  the  bill  rather 
than  to  set  aside  a lesser  amount  and  have 
to  “tap”  an  established  budget  for  a siz- 
able additional  sum  when  it  is  found  the  less- 
er amount  just  didn’t  provide  the  needed 
protection. 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 


BOARD  OF  TRUSTEES 


Dan  A.  Nye  Kearney  President 

Robert  J.  Morgran.  Alliance  President-Elect 

C.  B.  Dorwart,  Sidney  Vice  President 

Horace  V.  Munger.  Lincoln  Secretary-Treasurer 

Kenneth  Neff.  Lincoln  Executive  Secretary 


C.  N.  Sorensen.  Chm.  Scottsbluff 

R.  Russell  Best  Omaha 

Horace  V.  Hunger  Lincoln 

H.  V.  Nuss  Sutton 

George  B.  Salter Norfolk 


Delegates  — Earl  Leininger,  McCook  : J.  R.  Schenken,  Omaha 
Alternates  — W.  C.  Kenner.  Nebraska  City;  H.  S.  Morgan,  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


Paul  M.  Bancroft.  Chm.  Lincoln 

A.  A.  Ashby  Geneva 

Walter  Benthack  Wayne 

Leo  T.  Heywood  Omaha 

C.  B.  Dorwart  Sidney 

STANDING  COMMITTEES 
Advisory  to  Auxiliary 
E.  G.  Brillhart,  Chm.  Columbus 

G.  Kenneth  Muehlig Omaha 

Clinton  B.  Dorwart  Sidney 

Otis  Miller  Ord 

J.  Whitney  Kelley  Omaha 

John  A.  Brown  III  Lincoln 

Allied  Professions 

R.  Pitsch,  Chm.  Seward 

Kenneth  R.  Dalton  Genoa 

E.  G.  Brillhart  Columbus 

Wallace  E.  Engdahl  Omaha 

Wm.  T.  Griffin  Lincoln 

Wm.  Doering  Franklin 

Blood  and  Blood  Products 

Harlan  Papenfuss.  Chm. Lincoln 

Theodore  Perrin Omaha 

Donald  P.  Skoog  Omaha 

W.  O.  Brown  Scottsbluff 

Arthur  Larsen  Omaha 

Harold  Dahlheim  Norfolk 

Cancer 

Wm.  V.  Glenn,  Chm. Falls  City 

Michael  Sorrell  Tecumseh 

Henry  M.  Lemon  Omaha 

S.  M.  Rathbun  Beatrice 

Howard  Hunt  Omaha 

Leo  T.  Heywood  Omaha 

Civil  Defense  and  Disaster 

George  N.  Johnson.  Chm.  Omaha 

J.  P.  Heinke  Scottsbluff 

John  G.  Wiedman  Lincoln 

I.  M.  French  Wahoo 

Max  M,  Raines  North  Platte 

R.  E.  Penry  Hebron 

Constitution  and  By-Laws 

H.  D.  Kuper,  Chm.  Columbus 

William  Gentry  Gering 

Samuel  Moessner  Lincoln 

Houtz  Steenburg  Aurora 

R.  L.  Cassell  Fairbury 

Barney  Rees  Omaha 

Continuing  Committee  on 
Medical  Practice 

W.  R.  Miller,  Chm.  Columbus 

Guy  Matson  Lincoln 

Robert  W.  Herpolsheimer  Seward 

Bryce  Shopp  Imperial 

Richard  DeMay  Grand  Island 

W.  P.  Jensen  Omaha 

Diabetes 

Morris  Margolin.  Chm.  Omaha 

Wm.  J.  Reedy  Omaha 

Chas.  Carignan.  Jr.  Ravenna 

J.  Wm.  Hervert  Lincoln 

John  Bengtson  Lincoln 

Willard  G.  Seng  Oshkosh 

Health  Education  in  Schools 
and  Colleges 

S.  I.  Fuenning,  Chm.  Lincoln 

Paul  Bancroft  Lincoln 

H.  V.  Smith Kearney 

H.  W.  Shreck Hastings 

S.  M.  Rathbun Beatrice 

R.  C.  Rosenlof  Kearney 

Interim : 

Ray  Hill  Seward 

J.  P.  Heinke  .Scottsbluff 

Warren  Bosley Grand  Island 

Robert  Wigton  Omaha 

B.  N.  Greenberg York 

HovSpital  and  Professional 

Relations 

Russell  Brauer,  Chm.  Lincoln 

John  Brush  Omaha 

L.  H.  Hoevet  Chadron 

Howard  Yo.st  Fremont 

E.  J.  Loeffel  ... Mitchell 

Leslie  I.  Grace  Blair 


Insurance 

Frank  Cole.  Chm.  Lincoln 

James  Thayer  Sidney 

Fay  Smith  Omaha 

Paul  Maxwell  Lincoln 

Paul  Scott  Auburn 

E.  M.  Walsh  Omaha 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen  Lincoln 

L.  R.  Smith  Kearnej* 

J.  A.  McMillan  Hastings 

Theo.  Koefoot  Broken  Bow 

William  Rumbolz Omaha 

Interim : 

Harold  S.  Morgan  Lincoln 

Robert  F.  Getty North  Platte 

Robert  Benthack  Wayne 

Medical  Education 

Robert  C.  Rosenlof,  Chm. Kearney 

R.  F.  Sievers  Blair 

Chas.  McLaughlin  Omaha 

Frank  Tanner  Lincoln 

J.  G.  Yost  Hastings 

Earl  F.  Leininger McCook 

Interim : 

Richard  Egan  Omaha 

Cecil  Wittoon  Omaha 

Harold  Morgan  Lincoln 

Fay  Smith  Omaha 

Joseph  Holthaus  Omaha 

Medical  Service 

Louis  Gogela,  Chm. Lincoln 

John  D.  Hartigan  Omaha 

Merle  M.  Musselman  Omaha 

Dwight  Burney,  Jr.  Omaha 

E.  B.  Reed  Lincoln 
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Yon  canY  set  her  free. 
But  yon  can  help  her 
feel  less  aiixions. 

You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fail  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Sem' 

(oxazepam) 


Wyeth  Laboratories 


Philadelphia,  Pa. 


Medicinews 

Cardiovascular  Disease  in  Civil  Aviation — 

Nebraska  doctors  interested  in  aviation 
will  be  interested  in  the  proposed  modifica- 
tion of  existing  examination  requirements 
which  have  been  proposed  by  the  Federal 
Aviation  Agency  and  which  will  be  discussed 
at  a public  hearing  at  10  a.m.,  Wednesday, 
February  15,  1967,  at  the  Federal  Building, 
800  Independence  Avenue  SW,  Washington, 
D.C.  The  proposals  concern  applicants  for, 
and  holders  of,  first-class  (airline  transport 
pilots)  and  second-class  (commercial  pilots) 
medical  certificates.  They  are  not  applicable 
to  applicants  for,  or  holders  of,  third-class 
(private  pilots)  medical  certificates. 

Concern  for  the  possibility  that  an  air- 
man’s heart  condition  might  have  been  a 
factor  in  an  accident  sharply  focused  at- 
tention and  interest  on  the  current  proce- 
dures for  examination  of  airline  transport 
and  commercial  pilots  by  the  F.A.A.  In  ad- 
dition, the  F.A.A.  is  aware  of  eight  reported 
air  carrier  pilot  deaths  occurring  immediate- 
ly before  or  after  flight  since  1956. 


Contemplated  changes  to  be  discussed 
will  include  the  following: 

a.  the  requirement  for  an  initial  or  base- 
line electrocardiographic  examination 
at  rest,  with  an  accompanying  Double 
Masters’  Exercise  Tolerance  Test  for 
each  applicant  for  a first-class  medical 
certificate  regardless  of  age. 

b.  repetition  of  the  above  tests  annually 
after  the  30th  birthday  of  the  appli- 
cant. 

c.  the  requirement  for  a two-hour  post- 
prandial blood  sugar  test  annually 
after  the  applicant’s  40th  birthday  (in 
view  of  the  known  relationship  between 
diabetes  mellitus  and  coronary  heart 
disease). 

Cardiovascular  examination  procedures 
similar  or  identical  to  those  for  a first-class 
medical  certificate  may  be  desirable  in  the 
case  of  commercial  pilots,  and  other  flight 
crew-members  (flight  navigators  and  flight 
engineers)  requiring  second  - class  medical 
certificates. 


lO-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Gilmour-Danielson 

DRUG  COMPANY 

142  South  I 3th  Street  1701  South  1 7th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A”  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablished  1927 


Medi 


icinews 

The  Nebraska  Centennial  Health 
Fair  . . . Progress  Report — 

Remember  the  dates!  April  29  through 
May  5,  1967. 


met  with  representatives  of  the  groups  plan- 
ning displays  and  exhibits.  Plans  were  made 
for  the  construction  of  many  of  the  physical 
“props”  and  background  displays  needed  for 
The  Fair. 


Momentum  is  rapidly  building  toward 
what  promises  to  be  the  finest  health  fair 
ever  assembled  and  the  first  health  fair 
ever  held  that  has  been  sponsored  by  the 
entire  medical  family  of  doctors,  dentists, 
pharmacists,  veterinarians,  nurses,  hospitals, 
and  paramedical  groups. 

The  Nebraska  Jaycees  have  voted  to  make 
The  Nebraska  Centennial  Health  Fair  one  of 
their  major  projects  for  1967.  Mr.  Robert 
Peterson  of  Lincoln,  former  State  President 
of  the  Nebraska  Jaycees,  has  been  meeting 
with  the  Health  Fair  Policy  Committee,  and 
is  coordinating  the  efforts  of  the  93  Nebras- 
ka chapters  and  their  6,000  members. 

Early  in  January,  Doctor  Gordon  Pejsar 
(D.D.S.)  and  three  top  executives  of  Free- 
man Decorators  held  a two  day  workshop  at 
the  Cornhusker  Hotel  in  Lincoln  where  they 


On  Friday,  January  20,  there  was  a meet- 
ing of  the  full  Board  of  Directors  and  their 
wives.  In  addition,  there  were  representa- 
tives from  the  various  auxiliaries,  the  Ne- 
braska State  Centennial  Commission,  the 
Nebraska  Jaycees,  and  many  organizations 
too  numerous  to  list. 

Harry  J.  Wiener,  Visual  Information  Of- 
ficer for  the  Bureau  of  Medical  Services  of 
the  U.  S.  Public  Health  Service  in  Washing- 
ton, D.C.,  has  made  several  trips  to  Lincoln 
to  assist  in  the  planning  of  The  Fair.  He 
states  that  representatives  of  the  various 
federal  health  agencies  have  reacted  with 
enthusiasm  when  informed  of  the  plans  for 
The  Nebraska  Centennial  Health  Fair,  and 
are  planning  to  lease  space  in  the  lower  ex- 
hibit hall  of  the  John  J.  Pershing  Audi- 
torium. 
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How  long  will  it  take  him 
to  recover  from  the  flu 
if  he  just  doesn’t  care? 


Togetherness 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 

serious  organic  disorders.  ^ l.  Bradley,  J.  E„  et  al.-.  J.  Pediat.  SSAI  (Jan.)  1951. 

^ '^2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
&Gynec.  65:311  (Feb.)  1953. 


R 

O 

RORER 

R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


Medicinews 

American  Medical  Writers’  Association  Meeting — 

Doctor  Keith  Sehnert,  President  of  the 
Nebraska  Chapter  of  the  American  Medical 
Writers’  Association,  has  issued  an  invitation 
to  all  Nebraska  doctors  to  attend  the  Third 
Annual  Distinguished  Medical  Writers’  Ban- 
quet which  will  be  held  at  the  Cornhusker 
Hotel  in  Lincoln,  Nebraska  on  Saturday,  Feb- 
ruary 25.  The  guest  speaker  will  be  Arthur 
Bernstein,  M.D.,  of  Maplewood,  New  Jersey. 
Dr.  Bernstein  is  a nationally  prominent  lec- 
turer and  writer.  The  subject  of  his  talk  will 
be  “Communicating  with  the  Physician.’’  In 
addition,  Doctor  Bernstein  will  present  Dis- 
tinguished Writers’  Awards  to  one  or  two 
prominent  Nebraska  medical  writers.  Previ- 
ous recipients  of  these  awards  have  been 
Doctor  Frank  Cole,  the  editor  of  this  Journal 
and  the  author  of  “Milestones  in  Anesthesia,” 
the  late  Doctor  George  Covey,  who  edited 
this  Journal  for  many  years  prior  to  his 
death  last  September,  and  Drs.  Carl  Pothoff 
and  Donal  Magee. 

The  social  hour  will  begin  at  6:30  p.m., 


the  address  will  be  given  at  7:15  p.m,  and 
dinner  will  be  served  at  8:00  p.m.  Wives  are 
invited  as  are  others  who  are  interested  in 
medical  writing. 


Some  Notes  Concerning  Medical  Costs — 

1.  The  average  annual  increase  in  room 
rates  has  been  7%  recently,  and  it  is  ex- 
pected that  this  will  double  or  triple. 

2.  A typical  daily  rate  at  an  eastern  hos- 
pital will  be  $45  for  a ward  bed. 

3.  Approximately  70%  of  hospital  main- 
tenance costs  are  represented  by  salaries. 

4.  The  number  of  employees  per  bed  has 
risen  from  1.4  in  1941  to  2.7  in  1962,  and  is 
6 per  bed  in  a teaching  hospital. 

5.  Doctors’  bills  represent  one  fourth  of 
health  costs. 


And  then  they  died,  continued — 
Thomas  Jefferson 


John  Adams 


Is  it  the  fourth? 
Jefferson  still  lives. 
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INVEST  IN  AN  E6G  FACT0R1 

As  Solid  as  a Blue  Chip  Portfolio.... 
with  Better  Yields! 


Modern  egg  production  has  become  a predictable,  high-yielding  invest- 
ment. Year-in,  year-out,  investors  like  yourself  receive  returns  averaging 
above  11%  — without  going  near  the  laying  house. 

Constant  research  on  breeding,  feeding,  egg  handling  and  marketing  has 
resulted  in  "packaged”  laying  units  which  bring  consistently  high  returns. 

This  is  no  "pie  in  the  sky”  proposition.  It  is  sponsored  by  Roscoe  Hill 
Hatchery,  Lincoln,  Nebraska,  and  by  Hy-Line  Poultry  Farms  of  Des 
Moines,  Iowa.  The  solidness  of  such  an  investment  can  be  documented  to 
the  "nth”  degree.  Your  participation  in  the  operation  of  your  egg  factory 
can  be  as  active  or  as  passive  as  you  wish. 

What  is  needed  — and  needed  now  in  Nebraska  — is  additional  investment 
in  egg  producing  facilities  to  fill  demands  for  quality  eggs  which  cannot 
presently  be  met. 
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Typical  Midwest  Caged  Layer  House. 


FIVE  IMPORTANT  FACTORS  combine  to  make  egg  production  an  unusually  sound 
investment.  They  are: 

1 . The  perpetual  growth  in  the  market  for  high  quality  eggs. 

2.  The  high  degree  of  efficiency  bred  into  Hy-Line  layers. 

3.  The  low  production  costs  which  are  possible  with  the  “packaged”  Mid-West 
Cage  Laying  Unit. 

4.  The  total  management  support  in  production  and  marketing  provided  by  Hill  Hatchery 
and  Hy-Line  Poultry  Farms. 

5.  World-wide  need  for  protein  in  human  diet,  resulting  in  growing  demand  for  eggs 
and  egg  products  here  and  abroad. 

HOW  YOU  START  depends  on  the  size  of  the  investment  you  wish  to  make.  A 10,000  bird  cage  unit 
costs  approximately  $35,000.00.  As  sole  owner  you  would  need  about  one-third  of  this  amount  for 
your  original  investment.  With  partners,  or  as  a stockholder  in  a corporation  the  investment 
could  be  considerably  less.  In  any  case,  you  will  have  the  total  support  of  Hill  Hatchery  and 
Hy-Line  Poultry  Farms,  year-round,  to  help  insure  the  success  of  your  investment. 

TAKE  30  MINUTES  — Discuss  this  idea  with  Dick  Earl,  General  Manager  of  Hill  Hatchery.  Learn 
firsthand  how  others  like  you  are  earning  substantial  dividends  by  investing  in  efficient  egg  produc- 
tion facilities.  Phone  or  write  Dick  Earl  today.  His  number  in  Lincoln  is  434-7494  (area  code  402) 


ROSCOE  HILL  HATCHERY 


6000  NORTH  56TH  STREET 
LINCOLN,  NEBRASKA  68529 


Hii-Line 


» CHICKS 


AUTHORIZED  DISTRIBUTOR 
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DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with 


rri  • - ® 

Irocmate 

BRAND  THIPHENAMIL  HCl 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Si.x- 
teen  years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  .\V.ML.-\BLE  I.N  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUG.AR-CO.ATED  T.^BLETS 

Literaliire  and  samples  available. 
\VM.  P.  POVIHRESS  & CO.,  IXC. 

RICHMOND,  VIRGI.NIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Medicinews 

Polarizing  Treatment  for  Cardiovascular 
Disorders — 

Several  hospitals  in  Nebraska  have  insti- 
tuted the  use  of  polarizing  solutions  as  part 
of  the  initial  treatment  for  all  patients  ad- 
mitted with  the  diagnosis  of  an  acute  myo- 
cardial infarction. 

The  polarizing  treatment  is  a relatively 
recent  therapeutic  approach  oriented  toward 
the  protection  of  the  myocardial  fiber.  This 
treatment  attempts  to  prevent,  or  correct, 
the  following  changes  which  occur  when  the 
heart  muscle  is  damaged: 

1.  Loss  of  the  intracellular  potassium 
with  increase  of  the  sodium  ion. 

2.  Depolarization,  or  diminution  of  the 
transmembrane  action  potential. 

3.  Electrocardiogi’aphic  alterations : ex- 

trasystoles, atrial  and  ventricular 
tachycardias,  atrial  fibrillation,  atrio- 
ventricular conduction  defects,  etc. 

4.  Alterations  in  cellular  metabolism  with 
diminution  in  the  formation  of  high- 
energy  phosphate  compounds. 

5.  Diminution  in  the  force  of  myocardial 
contraction  and  cardiac  indufficiency. 


6.  Vicious  cycles  between  the  previous 
steps.  For  example,  as  the  adenosine 
triphosphate  is  diminished,  the  alter- 
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•TABLETS 


Equagesic 

(meprobamate  and 
ethoheptazine  citrate  with 


aspirin) 


Precautions:  Keep  out  of  reach  of  children.  Care- 
p,.  fully  supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  In  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
. tions  including  epileptiform  seizures.  Warn  patients 
T of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
, ataxia  or  visual  disturbances  occur,  reduce  dose.  It 
(Symptoms  persist,  caution  patients  against  operat- 
iing  machinery  or  driving.  Give  cautiously  to  patients 
(With  suicidal  tendencies.  Treat  attempted  suicide 
|with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 


1 


'4.' 


Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized 'oy  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia, A tew  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 


Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  MS 
mind, 
too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


He  leaves  to  make 
an  urgent  call 

But  doesn’t  use 

the  phone  at  all 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa 


Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 


ogy can  be  determined.  In  some  cases,  Parepec- 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) d.O  dram)  3.7  ml. 

Contains  opium  (V4  grain)  15  mg.  per  fluid 
ounce. 

■warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Polarizing  Treatment  for  Cardiovascular 
Disorders^ — 

(Continued  from  page  18-A) 
ations  of  the  potassium  arui  sodium 
ions  are  further  increased ; another 
example  would  be  that  as  the  force  of 
contraction  is  reduced  the  coronary 
flow  would  be  lessened,  thus  causing 
a greater  degree  of  cellular  depolariza- 
tion. 

7.  Cellular  death. 

Basically,  the  polarizing  treatment  consists 
of  a low-sodium,  high-potassium,  high-water 
diet  with  supplemental  oral  potassium  in 
the  milder  cases  and  of  intravenous  infusions 
of  solutions  of  glucose,  potassium,  and  insu- 
lin in  more  severe  cases.  A polarizing  solu- 
tion commonly  used  is  one  liter  of  10%  glu- 
cose in  w'ater  to  which  is  added  40  mEq.  of 
potassium  chloride,  20  units  of  regular  in- 
sulin, and  10  mg.  of  heparin.  This  solution 
is  often  given  at  a rate  of  40  drops  per  min- 
ute, intravenously. 

Credit  for  the  early  work  in  this  area 
(Continued  on  page  23- A) 


“I’m  actually  stumped  at  this  moment  as  to 
what  is  causing  it  — but  I’ll  get  to  the  bottom 
of  your  trouble  if  it  takes  a post-mortem!” 
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rolariziiiK  Treatment  for  Cardiovascular 
Disorders — • 

(Continued  from  page  22-A) 
of  treatment  must  be  given  to  Hans  Selye 
whose  investigations,  published  as  early  as 
1958,  demonstrated  that  the  association  of 
sodium  chloride  with  corticosteroids  sensi- 
tized rats  to  that  myocardial  necrosis  de- 
veloped on  the  administration  of  certain 
fats,  for  example  corn  oil,  in  quantities  that 
given  alone  did  not  affect  the  animals.  He 
also  demonstrated  that  a high  ingestion  of 
sodium  salts  and  corticosteroids  caused  a 
cardiac  necrosis  which  could  be  prevented  by 
the  administration  of  potassium  and  mag- 
nesium salts.  In  January,  1960  Selye  and 
Bajusz  published  a study  which  may  change 
the  entire  concept  that  we  have  of  myocardial 
infarction.  Experimenting  in  rats,  they  dem- 
onstrated that  the  oral  administration  of  po- 
tassium chloride  and  magnesium  chloride  af- 
forded a considerable  protection  against  the 
myocardial  necrosis  that  follows  the  ligature 
of  a coronary  vessel. 


“And  how  is  oui’  bellyacher  this  morning?” 


FEELING 

BEAT? 

FLY  AWAY  TO  YUMA  where 
the  sun  is  brighter,  the  air 
is  cleaner,  fish  are  bigger, 
fruit  is  juicier.  It’s  great  for 
relaxing,  and  a natural 
pepper-upper! 


Attractive  places  to  stay,  eat  and  enjoy  yourself. 
Many  new  motels.  Plenty  to  do  — Colorado  River 
runs  right  by  town;  2 golf  courses;  within  easy 
drive  are  Lake  Martinez,  Lake  Havasu,  Mexico, 
Gulf  of  California,  historic  sites  like  the  Yuma 
Territorial  Prison,  desert  trails,  sand  dunes  where 
Sahara  movies  are  filmed.  Palm  Canyon  and  ruins 
of  famous  King  of  Arizona  Mine  in  the  Kofa  Mtns. 
Silver  Spur  Rodeo  Feb.  10-12.  Greyhound  Racing 
Wed.  thru  Sun.,  Jan.  7 - Apr.  3. 


YUMA 

ARIZOIMA 


Send  tor  illustrated  booklet; 

Yuma  County  Chamber  of  Commerce, 

P.O.  Box  230,  YUMA,  ARIZONA,  Dept.  12 

NAME 

ADDRESS 

CITY  STATE 

Zip  CODE 

Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


HoiVLEY  MEDlCi 

SUPPLY  CDMPAIVY 


2415  "O"  S»..  Lliicoliil.  Ncbrasha 
AUTHOIIZiD  CONTRACT  AOENT 
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Med  icinews 

Babies  Born  in  the  U.S. — 

1950  — 3,600,000 
1957  — 4,334,000 

1964  — 4,027,490 

1965  — 3,759,000 

1966  — 3,600,000  predicted 


Fire,  Death,  and  Property — 

In  the  U.S.,  fire  killed: 

1954  — 12,100 

1965  — 12,000 

1966  — 12,100 

In  the  U.S.,  property  destroyed  by  fire: 
1963  — $1,788,000,000 

1965  — $1,741,300,000 

1966  — $1,800,000,000  (preliminary 

estimates) 


Myocardial  Infarction — 

Rates  for  first  infarction,  in  number  of 


attacks  per  1,000  men: 

Inactive  nonsmokers  7.39 

Active  smokers  5.38 

Least  active  nonsmokers  5.24 

Active  nonsmokers  2.52 


“Some  guy  wanted  you  to  call  him  when  you 
got  home,  but  I told  him  you  don’t  make  house 
calls!” 


Whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 


Medical  Arts  Building 
in  So.  17th  Street 
Omaha,  Nebraska 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 
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! I fluocinolone  acetomde  — an  original  steroid  from 

SYNTEXffl 

I laboratories  INC  . PALO  ALTO.  CALIF.  ! 

~ I 
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HWiD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2NQ 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON.  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


Worldwide 
clinica 
experience 
coniirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  apphcation. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

N eurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  £ind  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fimgal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
preginant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  he  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encoimtered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.;  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  ateroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalac 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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Mid-West— 

Dr.  Henry  J.  Lehnhoff,  Jr.,  has  assumed 
office  as  President  of  Omaha  Mid-West  Clin- 
ical Society.  Dr.  Lehnhoff  is  Professor  of 
Internal  Medicine,  University  of  Nebraska 
College  of  Medicine,  and  Governor  (Nebras- 
ka) American  College  of  Physicians. 

The  society’s  annual  dinner-business  meet- 
ing was  held  at  Schimmel  Indian  Hills  Inn, 
Omaha,  the  evening  of  January  16,  1967. 
Member  elections  to  the  society’s  executive 
committee  are ; 

From  Creighton  University  School  of  Medi- 
cine— 

Dr.  Amold  W.  Lempka,  Associate  Clini- 
cal Professor  of  Surgery,  to  office  of 
President  Elect. 

Dr.  Richard  B.  Svehla,  Clinical  Instruc- 
tor in  Surgery,  to  office  of  Assistant 
Director  of  Clinics. 

From  University  of  Nebraska  College  of 

IMedicine — 

Dr.  Ralph  Moore,  Professor  of  Radiol- 
ogy, as  current  president  of  the  Omaha- 
Douglas  County  Medical  Society. 

Dr.  Henry  Kammandel,  Associate  Pro- 
fessor of  Urology,  as  member  at  large. 

Continuing  terms  of  office  on  Mid-West’s 
executive  committee: 

From  Creighton  University  School  of  Medi- 
cine— 

Dr.  Harry  H.  McCarthy,  Clinical  Pro- 
fessor of  Surgery,  and  immediate  Past 
President  of  Society. 

Dr.  William  J.  Reedy,  Associate  Clinical 
Professor  of  Medicine,  as  Secretary- 
Treasurer. 

From  University  of  Nebraska  College  of 

Medicine — 

Dr.  John  D.  Coe,  Assistant  Professor  of 
Surgery,  as  Director  of  Clinics. 
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rcir  375 

(tetracycline  HCI  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initiaily  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO  , INC. 

235  EAST  42nd  STREET 
NEW  YORK,  N.Y,  10017 


Togetherness.... 


^ If  _ . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff ects^’^  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  35:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 


CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 
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Films — 

A total  of  14,064  medical  and  health 
films  were  lent  to  physicians,  hospitals, 
medical  schools  or  other  professional  groups 
by  the  American  Medical  Association  Film 
Library  during  1966. 

The  number  of  bookings  was  the  greatest 
ever  recorded  at  the  library,  increasing  21 
per  cent  over  1965.  Total  bookings  have 
increased  each  year  since  1955  when  3,007 
were  recorded. 

A new  and  revised  edition  of  “Medical  and 
Surgical  IMotion  Pictures,”  the  American 
Medical  Association’s  catalog  of  selected 
medical  and  health  films,  is  now  available. 
More  than  1,000  new  film  titles  have  been 
added  in  the  new  edition  of  the  catalog, 
bringing  the  total  film  listings  to  more  than 
4,000.  Copies  of  the  catalog  are  available 
without  charge  from  the  Medical  Motion 
Picture  Section,  Department  of  Postgradu- 
ate Programs,  American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago,  111.  60610. 
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I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons — as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias — 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications;  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 
A quality  controlled  product  of 
Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (V4  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2V2  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose;  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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New  hospital  addition  at  Osmond  is  saluted — 

Hundreds  of  northeast  Nebraskans  poured 
into  Osmond  recently  to  salute  one  of  this 
area’s  finest  new  medical  facilities,  the 
$400,000  addition  to  the  Osmond  General 
Hospital.  The  ultra-modern  addition  is  com- 
plete with  X ray  and  other  facilities,  and  adds 
29  beds  for  area  use.  This,  added  to  the  ad- 
joining old  30  bed  facility,  gives  the  com- 
munity 59  hospital  beds. 

Officials  said  that  it  was  the  faith,  hard 
work,  and  efforts  of  many  citizens  from 
surrounding  towns,  as  well  as  the  work  of 
the  dedicated  citizens  of  Osmond,  that  made 
the  new  hospital  addition  possible.  Cer- 
tainly among  the  proudest  were  the  Sisters 
of  Dominic  who  operate  the  hospital.  Ken- 
neth Dawson,  chairman  of  the  Osmond  Hos- 
pital Corporation,  and  Duane  Reed,  chair- 
man of  the  Osmond  Community  Corporation, 
proudly  stressed  that  the  new  hospital  is 
being  financed  through  gifts  and  private 
loans,  without  resorting  to  Hill-Burton  or 
other  government  funds.  The  loans  were 
furnished  by  area  residents.  Dr.  R.  L.  Tol- 
lefson  of  Wausa,  chairman  of  a seven-mem- 
ber medical  staff,  and  Dr.  Alfred  IMailliard 
of  Osmond,  staff  secretary,  said  that  the  new 
facility  erases  the  need  for  patients  to  go 
to  major  medical  centers.  Following  the  open 
house,  a foiTnal  dedication  program  was 
held.  Speakers  included  Mayor  C.  J.  Theisen, 
Nebraska  Governor  Norbert  Tiemann,  and 
Dr.  Fay  Smith  who  represented  the  Ne- 
braska State  Medical  Association. 


Cedar  Bluffs  sets  up  city  ambulance  service — 

Cedar  Bluffs  has  become  one  of  the  latest 
Nebraska  communities  to  inaugurate  a 
municipal  ambulance  service.  Rev.  Henry 
Guinott  has  agreed  to  serve  as  captain  of 
the  rescue  and  ambulance  service.  He  states 
that  more  than  $1,100  has  been  spent  for 
new  equipment  and  plans  are  now  being 
made  to  acquire  a two-way  radio  hook-up. 

Ambulance  service  sponsored  by  smaller 
communities  has  been  prompted  by  the  re- 
cent wage  and  hour  legislation  which  makes 
it  impractical  for  many  funeral  homes  to 
provide  such  a service  at  a reasonable  fee. 
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The  answer  may  be  yes ...  if  they’re  not  on 
Hygroton.  For  instance,  a therapeutic  dose 
of  a short-acting  diuretic  may  cost  3 times  as 
much  as  an  equivalent  dose  of  Hygroton.  With 
Hygroton,  in  fact,  you  can  usually  do  the  job 
with  just  one  tablet  a day  or  one  every  other 
day.  It’s  no  wonder  that  the  trend  has  been 
away  from  short-acting,  multiple-dose,  high- 
cost  diuretics. 

You  may  hear  that  a short-acting  diuretic  was 
more  effective  in  a 400  mg.  (ten-tablet)  dose 
than  Hygroton  in  a 200  mg.  (two-tablet)  dose. 


If  one  considers  maximum  recommended 
doses  for  each  product,  tablet  for  tablet 
Hygroton  was  clearly  superior.  Two  tablets 
of  Hygroton  were  found  to  produce  almost 
40%  more  natruresis  and  20%  more  weight 
loss  than  five  tablets  of  the  other  diuretic.* 
Note  that  these  are  maximum  recommended 
doses! 

For  effectiveness,  economy,  and  conven- 
ience, therefore,  Hygroton  is  the  diuretic  to 
choose  to  start  with  and  the  one  to  stay  with. 

*Brest,  A.  N„  et  al.:  J.  New  Drugs  5:329, 1965. 


Natruresis  above  control  values  after 
maximum  recommended  doses 
(mEq./24  hours)  in  “normal"  patients 
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5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 

48-hour  weight  loss  after  maximum  recommended  doses 
in  edematous  patients  with  congestive  heart  failure 
due  to  arteriosclerotic  or  rheumatic  heart  disease 

1.84  lbs.  2.2  lbs. 

5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 

Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 

Warning:  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electrolyte 
imbalance  and  potassium  depletion  may  occur;  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving  corticosteroids,  ACTH. 


Hygroton® 

chlorthalidone 


or  digitalis.  Salt  restriction  is  not  recommended. 

Side  Effects:  Dizziness,  weakness,  nausea,  vomiting, 
hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria 
and  purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 

Average  Dosage:  One  tablet  (100  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  100  mg.  in  bottles  of  100  and  1000. 
For  full  details,  see  the  complete  prescribing  information. 
6524-V(B) 
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Geigy  Pharmaceuticals  ^ 

Division  of  ~ 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
you  never 
get  tired  of. 


Medicinews 

At  76,  Battle  Creek  physician  is 
“slowing  down” — 

After  47  years  of  full-time  medical  prac- 
tice in  Nebraska,  Doctor  F.  X.  Rudloff  has 
announced  that  he  will  limit  his  practice  to 
six  hours  a day  instead  of  the  usual  sixteen. 
This  is  for  the  purpose  of  devoting  a little 
more  time  to  cat-fishing,  which  is  the  doc- 
tor’s favorite  hobby.  A native  of  Iowa,  Doc- 
tor Rudloff  graduated  from  the  University 
of  Nebraska  College  of  Medicine  in  1920. 
He  first  started  practice  in  Norfolk  and  then 
moved  to  Battle  Creek  when  that  commun- 
ity voiced  a need  for  a general  practitioner. 

‘T  had  intended  to  specialize,”  disclosed 
the  white  - haired,  bespectacled  physician, 
“but  times  got  hard,  my  office  burned  out, 
and  I ran  short  of  money.  I intend  to  con- 
tinue to  practice  medicine  as  long  as  I feel 
as  well  as  I do.  I just  can’t  do  anything 
else.  Fishing  is  fun  for  part  of  the  day, 
and  those  big  catfish  in  the  Elkhorn  River 
are  a temptation,  but  I just  couldn’t  fish 
all  day  long.” 


As  “Doc”  tapers  off  his  work  a bit,  his 
adopted  home  town  is  at  work  trying  to  lo- 
cate another  doctor.  Prize  money  from  win- 
ning Nebraska’s  First  Community  Better- 
ment Contest’s  Grand  Award  has  been  ear- 
marked by  the  Battle  Creek  Community  Bet- 
terment Council  for  the  search  for  another 
doctor.  Doctor  Rudloff  is  in  full  support  of 
the  drive  and  states  that  he  will  have  a 
welcome  handshake  for  the  new  physician. 

Nebraska  Heart  Association:  Congenital 
cardiac  disease  in  children — 

Channel  26:  Tuesday,  March  14  — 9:05  to 
10:00  p.m. 

Channel  12:  Wednesday,  March  15  — 

10:35  to  11:30  p.m.  Sunday,  March  19 
— 1:30  to  2:25  p.m. 

Shorter  hours,  as  they  say — 

An  eastern  group  has  just  demanded,  in 
addition  to  a 20%  pay  increase,  a cost  of 
living  clause,  and  other  benefits,  a 28  hour 
week,  and  we  have  elsewhere  heard  of  25. 
We  know  of  24,  but  we  did  that  in  a day. 
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Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help.,. 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Available  Only  On  Prescription 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

(The  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in;  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  6-7907 


^Merrell^ 


TTuMncme 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming. . . 21  mg. 

Ephedrine  HCI 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophyllinc-ephcdrine- 

phcnobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOS.UGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

ML'DR.XNE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

ML’DR.^NE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

W.M.  P.  POYTHRESS  & CO.,  INC. 

RICHMO.ND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 
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Deshler  pays  tribute  to  Doctor  Paul  A.  Reed 

The  doctor  with  the  state’s  smallest  hos- 
pital came  in  for  a king-sized  tribute  on 
January  29,  1967.  A dinner,  a plaque,  sev- 
eral gifts,  and  the  hand-shaking  gratitude 
of  over  500  persons  comprised  the  recogni- 
tion for  this  community’s  doctor  with  over 
40  years  of  community  service.  Sharing  the 
plaudits  was  the  nurse  who  also  keeps  the 
six-bed  Reed  Hospital  humming.  Doctor 
Reed’s  wife,  Adriene. 

This  couple  chose  to  practice  in  Deshler 
in  1926,  partly  because  the  new'  University 
of  Nebraska  College  of  Medicine  graduate 
had  grown  up  in  neighboring  Guide  Rock, 
where  his  father.  Doctor  Hugh  Reed,  had 
practiced. 

Five  local  organizations  sponsored  the 
dinner  which  included  patients  from  the 
entire  state.  Many  of  the  more  than  2,000 
babies  that  Doctor  Reed  had  delivered  were 
in  attendance.  Present  also  were  the 
couple’s  own  children,  Stephen,  a sales  rep- 
resentative in  San  Rafael,  California,  and 
(Continued  on  page  32- A) 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Deshler  pays  tribute  to  Doctor  Paul  A.  Reed — 
(Continued  from  28-A) 

Mrs.  Fritz  Simpson,  wife  of  the  editor  of  the 
Atlantic  News-Telegraph  in  Atlantic,  Iowa. 

Planning  to  leave  for  a short  vacation  in 
Arizona,  Doctor  Reed  and  his  wife  stated, 
“After  this  tribute  I’m  not  sure  that  we 
even  want  to  take  a vacation.  We  have  no 
plans  for  retirement.  Being  associated  with 
such  fine  people  makes  work  a pleasure.” 

Obstetrician  takes  charge  of  $16  million 
N.U.  birth — 

Appropriately,  it  was  an  obstetrician  who 
took  charge  at  the  recent  “birth”  of  a $16 
million-dollar  building  program  at  the  Uni- 
versity College  of  Aledicine.  Dr.  Warren 
Pearse,  assistant  dean  and  head  of  the  ob- 
stetrics department,  introduced  the  speakers 
as  ground  was  broken  for  two  projects:  a 
189  bed  addition  to  the  University  Hospital, 
and  a new  basic  sciences  building. 

Two  retired  staff  members  turned  the 
first  shovel  of  earth.  They  were  Ralph 
Wilson,  chief  engineer  of  the  heating  plant 
for  over  38  years,  and  Dr.  John  C.  Latta, 
who  taught  anatomy  and  embryology  for  over 
45  years. 


“This  chaige  for  an  anesthetic  — I don’t 
recall  anything  about  having  an  anesthetic!” 


Medicinews 

Retiring  Randolph  physician  receives  salute — 

On  February  5,  1967  an  open  house,  spon- 
sored by  the  Randolph  Community  Club, 
honored  G.  E.  Peters,  M.D.,  age  82,  who  has 
recently  retired  after  serving  Randolph  and 
the  surrounding  community  for  over  48 
years.  He  was  active  in  the  practice  of  medi- 
cine for  more  than  56  years. 

Following  his  graduation  from  Creighton 
Medical  School  he  started  practice  in  Bloom- 
field where  he  remained  until  entering  the 
Army  in  World  War  1,  after  which  he  prac- 
ticed in  Randolph.  Doctor  Peters  served  as 
mayor  of  Randolph  for  nine  years,  and  also 
served  as  president  of  the  Highway  20  As- 
sociation. In  1961  he  was  honored  by  the 
Nebraska  State  Medical  Association  for  over 
50  years  in  the  active  practice  of  medicine. 
Doctor  and  Mrs.  Peters  have  resided  in  Ran- 
dolph all  of  their  married  life. 

And  then  they  died,  continued — 

God  will  pardon  me.  It  is  His  trade. 

— Heine. 

We  are  all  going  to  heaven,  and  Vandyke 
is  of  the  company. 


“Wait!  Anywhere  but  here!  My  mother- 
in-law  is  head  nurse.” 
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Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

# 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

f 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

H iccu  ps— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine'  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine’  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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Extended  care  facilities — 

January  11,  1967: 

Institutions  qualified  to 

participate  2,607 

Nursing  beds,  total  .188,998 

Skilled  nursing  homes  1,968 

“Distinct  parts”  of  hospitals  351 

Special  sections  of  custodial 

institutions  139 

Facilities  within  established  re- 
habilitation centers  — 9 

Other  categories  110 

Proprietary  institutions  1,593 

Nonproprietary  661 

Operated  by  state  or  local 

government  239 

“Other”  114 


Suggested  fee  schedule — 

^^’e  have  heard  of  charging  by  time,  and 
of  charging  on  a procedural  basis,  and  we 
know  of  stories  of  doctors  who  charged  by 
the  stitch.  But  we  have  encountered  too 
many  250  pounders  lately ; the  work  is  hard- 
er and  the  risk  is  greater,  and  so  we  are 
thinking  (we  are  not  serious,  of  course)  of 
charging  by  the  pound. 


“.  . . and  so  thoughtful!  How  many  doc- 
tors do  you  know  who  bother  to  warm  their 
stethoscopes  first?” 


Tandearil* 

oxyphenbutazone 


Therapeutic  Effects:  JanPearU  is  a nonhormonal  corri 
which  may  rapidly  resolve  inflammation  and  help  res 
normal  joint  function.  Its  action  does  not  affect  pituit| 
adrenal  function  or  impair  immune  responses.  Its  v 
in  osteoarthritis  is  especially  noteworthy  because  t 
disorder  responds  inconsistently  to  steroids  and 
often  resistant  to  salicylates.  Further,  indomethacin 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyi| 
butazone  is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decor) 
sation;  history  or  symptoms  of  peptic  ulcer;  renal, h | 
or  cardiac  damage;  history  of  drug  allergy;  history (| 
dyscrasia.  The  drug  should  not  be  given  when  the  p.^ 
is  senile  or  when  other  potent  drugs  are  given  cone) 

Warning:  If  coumarin-type  anticoagulants  are  given  i 
taneously,  watch  for  excessive  increase  in  prothrorjl 
time.  Pyrazole  compounds  may  potentiate  the  phaii 
logic  action  of  sulfonylurea,  sulfonamide-type  age  . 
insulin.  Carefully  observe  patients  receiving  suchth| 
Use  with  great  caution  in  the  first  trimester  of  prei* 

I 

Precautions:  Obtain  a detailed  history  and  a comp  ; j 
physical  and  laboratory  examination,  including  a In 
count.  The  patient  should  be  closely  supervised  anc»| 
be  warned  to  report  immediately  fever,  sore  throat 'i 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sucjft! 
weight  gain  (water  retention);  skin  reactions;  black  i« 
stools  or  other  evidence  of  intestinal  hemorrhage,  ikl 
regular  blood  counts.  Discontinue  the  drug  and  in  oti 
countermeasures  if  the  white  count  changes  signif  lrl| 
granulocytes  decrease,  or  immaturu  forms  appear.  .» 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea  Jei 
and  drug  rash.  The  drug  has  been  associated  with 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Inf 
quently,  agranulocytosis,  or  a generalized  allergic  rptil 
may  occur  and  require  withdrawal  of  medication.  Sna- 
titis.  salivary  gland  enlargement,  vomiting,  vertigofidi 
languor  may  occur.  Leukemia  and  leukemoid  reaiort 
have  been  reported  but  cannot  definitely  be  attribtdl 
the  drug.  Thrombocytopenic  purpura  and  aplastic 'iet( 
may  occur.  Confusional  states,  agitation,  headac 
blurred  vision,  optic  neuritis  and  transient  hearing® 
have  been  reported,  as  have  hyperglycemia,  hep;,is 
jaundice,  and  several  cases  of  anuria  and  hematurMW 
long-term  use.  reversible  thyroid  hyperplasia  may  cls 
infrequently.  Moderate  lowering  of  the  red  cell  C'H 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  acJ 
is  300-600  mg.  in  divided  daily  doses.  When  improvne" 
occurs,  dosage  should  be  decreased  to  the  minirni 
effective  level;  this  should  not  exceed  400  mg.  da  2’ 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  presemg 
information.  6562-VI)P 

Availability:  Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York 
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BROMSULPHALEIN® 
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complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
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Worldwide 
clinica 
experience 
coniirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  apphcation. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fEypressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Creaun  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  efiect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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Nebraska’s  Centennial  Health  Fair; 

Progress  report — 

“The  financial  success  of  the  Health  Fair 
seems  assured  since  we  have  solid  pledges 
for  well  over  $30,000  from  sponsors  and 
contributors  with  another  $10,000  to  come 
from  exhibitors,”  reported  Keith  Sehnert, 
iM.D.,  Chairman  of  the  Finance  Committee, 
at  a recent  meeting  of  the  Board  of  Direc- 
tors of  the  Nebraska  Centennial  Health 
Fair,  Inc.  Exhibitors  include  the  following: 

a.  The  Nebraska  Multiple  Sclerosis  So- 
ciety 

b.  The  Nebraska  Society  of  Medical  Tech- 
nologists 

c.  The  Nebraska  Chapter  of  the  National 
Cystic  Fibrosis  Research  Foundation 

d.  The  Nebraska  Dietetic  Association 

e.  The  Nebraska  Heart  Association 

f.  The  Nebraska  Society  of  Radiology 
Technicians 

g.  The  Nebraska  Diabetes  Association 

h.  The  Nebraska  Association  for  Retard- 
ed Children 


i.  The  Nebraska  Lions  Sight  Conserva- 
tion Foundation 

j.  The  Nebraska  Division  of  the  Ameri- 
can Cancer  Society 

k.  The  Nebraska  Division  of  the  National 
Foundation,  Inc. 

l.  The  National  Aeronautics  and  Space 
Administration 

m.  The  Nebraska  Blue  Cross  and  Blue 
Shield 

n.  The  Nebraska  Chapter  of  the  Ameri- 
can Academy  of  General  Practice 

. . . and  the  above  list  is  not  a com- 
plete listing  of  exhibitors. 

Desmond  Gibson,  Dean  of  the  University 
of  Nebraska  College  of  Pharmacy,  and  Chair- 
man of  the  Schools  and  Colleges  Committee, 
has  announced  that  his  committee  will  con- 
tact administrators  of  schools  and  colleges 
throughout  Nebraska  to  help  them  plan  for 
sending  their  students  to  Lincoln  to  attend 
the  Health  Fair.  Science  teachers  and  ca- 
reer guidance  teachers  in  high  schools  will 
also  be  briefed  by  members  of  Dr.  Gibson’s 
committee. 
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TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. ; W.  Virginia  Med. 
J.  5^:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K.  :Am.  Pract.&  Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


TTuidiicme 


/ 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


/ 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

.•\minophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 


FEDER.AL  L.AlW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephcdrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 


i)osa(;e 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 
Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDR.ANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolatc 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MLDR.ANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

\VM.  P.  POVTHRE.SS  & CO.,  INC. 

RICH.MOND,  VIRGINI.X  23217 
.Manufacturers  of  elhicat  pharmaceulicats  since  1856 
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I)r.  Ro.se  reappointed  to  two  AMA  committees — 
Kenneth  D.  Rose,  M.D.,  of  Lincoln,  has 
been  reappointed  a member  of  the  AMA 
committee  on  medical  aspects  of  sports,  and 
the  AMA  committee  on  exercise  and  physical 
fitness.  The  first  committee  advises  ath- 
letic personnel  on  the  various  phases  of  the 
health  supervision  of  sports,  disseminates 
information  to  interested  physicians  on  the 
application  of  medical  skills  in  the  athletic 
setting,  and  works  with  allied  national  or- 
ganizations to  implement  desirable  pro- 
grams. The  second  makes  recommendations 
on  activities  relating  to  physical  fitness,  the 
relationship  of  exercise  to  health,  and  AMA 
physical  fitness  activities  with  respect  to 
those  of  other  private  and  public  agencies 
interested  in  fitness. 


Causes  of  death — 

In  the  process  of  gathering  old  records 
and  photographing  them  for  compact  stor- 
age, a new  records  management  agency 
found  the  following  “causes  of  death”  en- 
tered on  the  death  certificates: 

a.  “Went  to  bed  feeling  well,  but  woke 
up  dead.” 

b.  “Died  suddenly.  Nothing  serious.” 

c.  “Don’t  know.  Died  without  the  aid  of 
a physician.” 

d.  “Had  never  been  fatally  ill  before.” 

e.  “Cause  of  death  — Blow  on  head  with 
an  ax. 

Contributing  cause  — Another  man’s 
wife.” 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS; 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO-AWPHETAMINE  sulfate  |15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Coniroindications:  Dextro-amphetomine  sullote:  in 
hyperexcitabilify  and  in  agitated  prepsychotic 
stotes.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobomate. 

Precautions.-  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  diseose,  or  ore  severely 
hypertensive. 

Dextro-amphetamine  sulfate;  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quontities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  os  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetomine  sulfate:  Insomnia,  excitability, 
and  increased  mator  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate;  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  lever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermotitis,  following 
administration  of  meprobamate  and  prednisolone, 
hos  been  reported.  Hypersensitivity  has  produced 
lever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomotifis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplostic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxio,  coma,  shock,  voso- 
motor  and  respiratory  collopse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanomid  Company, 
Pearl  River,  New  York 
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Togetherness . . . . 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity'  or  side  effects"''  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  35:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Cmnden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
&Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Medicinews 

.Midwinter  session  at  Kearney — 

The  midwinter  session  of  the  Board  of 
Councilors  and  the  House  of  Delegates  was 
held  at  the  Holiday  Inn  in  Kearney,  Ne- 
braska, March  17-19,  1967.  It  was  a busy 
meeting:  medicare,  university  finances, 

osteopathic  schools,  and  AMPAC  were  dis- 
cussed, along  with  m a ny  other  things. 
Highlight  of  the  dinner  (between  the  two 
sessions  of  the  House  of  Delegates)  was  the 
presentation  of  a plaque,  which  came,  we  are 
quite  sure,  as  a complete  surprise  to  the  re- 
cipient, and  on  which  the  following  words 
are  engraved:  “Award  to  News  Printing 

Company,  Dave  Powell,  General  Manager, 
in  recognition  of  50  years  service  as  printers 
of  the  Nebraska  State  Medical  Journal, 
Presented  by  Board  of  Trustees,  Nebraska 
State  Medical  Association,  1967.”  The  pho- 
tographs were  taken  by  our  Past  President, 
Dr.  Richard  E.  Garlinghouse. 


Editor's  Awards 

Fetal  Mortality  in  Maternal  Rubella  — i\L 
Siegel,  H.  T.  Fuerst,  and  N.  S.  Peress 
(State  University  of  New  York  City  and 
the  Bureau  of  Preventable  Diseases,  De- 
partment of  Health,  New’  York).  Amer 
J Obstet  Gynec  96:247-253  (Sept  15)  1966. 
An  increase  in  early  fetal  deaths  and  peri- 
natal mortalitj'  was  observed  in  a prospective 
study  of  763  cases  of  maternal  rubella  in 
New  York  City  from  1957  to  1964  inclusive. 
The  increase  appeared  to  be  limited  to  cases 
with  onset  in  the  first  tiimester.  The  com- 
bined fetal  loss  fro  m spontaneous  deaths 
and  induced  abortions  w’as  73.6%  of  cases  re- 
ported in  the  first  three  months  of  gestation. 
Spontaneous  fetal  deaths  accounted  foi- 
ls.3%  of  the  total  fetal  loss  following  ru- 
bella, others  were  due  to  artificial  termina- 
tion of  labor  for  therapeutic  reasons.  There 
W’as  no  evidence  of  increased  \drulence  infec- 
tion during  the  study  time. 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so. 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  1701  South  17th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 


“You’ll  never  regret  this,  Doctor.  Just  send  the  bill  to  me  at  Richmond. 
Booth  is  the  name  . . . John  Wilkes  Booth.” 
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Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tahlespoonfiil  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains;  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bh),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications;  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

N THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

^ Cincinnati,  Ohio  45215 
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Lincoln  public  schools  start  resuscitation  training — 

All  Lincoln  public  school  personnel,  in- 
cluding administrators,  faculty,  clerical  and 
operation  and  maintenance  employees,  will 
be  trained  in  heart-lung  resuscitation  by 
school  nurses,  according  to  a recent  an- 
nouncement by  the  Lincoln  Board  of  Educa- 
tion. Board  members  voted  unanimously  to 
approve  a training  program  that  eventually 
will  include  junior  high  and  high  school  stu- 
dents, a program  recommended  to  the  school 
board  by  the  Lancaster  County  Medical  Asso- 
ciation’s School  Advisory  Committee. 

“Mouth-to-mouth  and  heart-lung  resusci- 
tation to  meet  such  emergencies  as  suffoca- 
tion, drowning,  heart  attack,  or  electric 
shock  will  be  integrated  into  the  health  edu- 
cation curriculum  next  fall,”  stated  Mrs. 
Helen  Miller,  R.N.,  nursing  coordinator. 

Eighteen  school  nurses,  who  have  already 
been  taught  the  basic  techniques,  will  in- 
struct the  rest  of  the  school  personnel. 

Assistant  Superintendent  Arzell  Ball 
pointed  out,  “So  far  this  year  we  have  al- 
ready seen  a need  for  this  type  of  help  in 
the  case  of  one  student  and  two  of  our  older 
employees.” 


“Well,  it’s  no  wonder  you  have  insomnia 
lying  there  awake  all  night!” 


Tandearil* 

oxyphenbutazone 


Therapeutic  £//ec(s;  Tandearil  Is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema:  danger  of  cardiac  decompen- 
sation: history  or  symptoms  of  peptic  ulcer:  renal, hepatic 
or  cardiac  damage:  history  of  drug  allergy:  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously. watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia):  sudden 
weight  gain  (water  retention):  skin  reactions:  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis. salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use.  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level:  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 


BOARD  OF  TRUSTEES 


Dan  A.  Nye.  Kearney 

Robert  J.  Morgan.  Alliance 

C.  B.  Dorwart.  Sidney 

Horace  V.  Munger,  Lincoln 
Kenneth  Neff,  Idncoln  


President 

President-Elect 

Vice  President 

.-Secretary-Treasurer 
-Executive  Secretary 


C.  N.  Sorensen,  Chm. 

R.  Russell  Best  

Horace  V.  Munger  _- 

H.  V.  Nuss  

George  B.  Salter 


Delegates  — Earl  Leininger,  McCook  ; J.  R.  Schenken.  Omaha 


Scottsbluff 

Omaha 

Lincoln 

Sutton 

Norfolk 


Alternates  — W.  C,  Kenner.  Nebraska  City  ; H.  S.  Morgan,  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


Paul  M.  Bancroft,  Chm. Lincoln 

A.  A.  Ashby Geneva 

Walter  Benthack  Wayne 

Leo  T.  Heywood  Omaha 

C.  B.  Dorwart  Sidney 

STANDING  COMMITTEES 
Advisory  to  Auxiliary 
E.  G.  Brillhart,  Chm.  Columbus 

G.  Kenneth  Muehlig Omaha 

Clinton  B.  Dorwart  Sidney 

Otis  Miller  Ord 

J.  Whitney  Kelley  Omaha 

John  A.  Brown  III  Lincoln 

Allied  Professions 

R.  Pitsch,  Chm.  Seward 

Kenneth  R.  Dalton  Genoa 

E.  G.  Brillhart  Columbus 

Wallace  E.  Engdahl  Omaha 

Wm.  T.  Griffin  Lincoln 

Wm.  Doering  Franklin 

Blood  and  Blood  Products 

Harlan  Papenfuss.  Chm. Lincoln 

Theodore  Perrin Omaha 

Donald  P.  Skoog  Omaha 

W.  O.  Brown  Scottsbluff 

Arthur  Larsen  Omaha 

Harold  Dahlheim  Norfolk 

Cancer 

Wm.  V.  Glenn.  Chm. Falls  City 

Michael  Sorrell  Tecumseh 

Henry  M.  Lemon  Omaha 

S.  M.  Rathbun  Beatrice 

Howard  Hunt  Omaha 

Leo  T.  Heywood  Omaha 

Civil  Defense  and  Disaster 

George  N.  Johnson,  Chm.  Omaha 

J.  P.  Heinke Scottsbluff 

John  G.  Wiedman  Lincoln 

I.  M.  French  Wahoo 

Max  M.  Raines  North  Platte 

R.  E.  Penry Hebron 

Constitution  and  By-Laws 

H.  D.  Kuper,  Chm.  Columbus 

William  Gentry  Gering 

Samuel  Moessner  Lincoln 

Houtz  Steenburg  Aurora 

R.  L.  Cassell  Fairbury 

Barney  Rees  Omaha 

Continuing  Committee  on 
Medical  Practice 

W.  R.  Miller,  Chm.  Columbus 

Guy  Matson  Lincoln 

Robert  W.  Herpolsheimer  Seward 

Bryce  Shopp  Imperial 

Richard  DeMay  Grand  Island 

W.  P.  Jensen  Omaha 

Diabetes 

Morris  Margolin.  Chm.  Omaha 

Wm.  J.  Reedy  Omaha 

Chas.  Carignan.  Jr.  Ravenna 

J.  Wm.  Hervert  Lincoln 

John  Bengtson  Lincoln 

Willard  G.  Seng  Oshkosh 

Health  Education  in  Schools 
and  Colleges 

S.  I.  Fuenning,  Chm.  Lincoln 

Paul  Bancroft  Lincoln 

H.  V.  Smith  Kearney 

H.  W.  Shreck  Hastings 

S.  M.  Rathbun Beatrice 

R.  C.  Rosenlof Kearney 

Interim: 

Ray  Hill  Seward 

J.  P.  Heinke  Scottsbluff 

Warren  Bosley Grand  Island 

Robert  Wigton  Omaha 

B.  N.  Greenberg York 

Hospital  and  Professional 

Relations 

Russell  Brauer,  Chm.  Lincoln 

John  Brush  Omaha 

L.  H.  Hoevet  Chadron 

Howard  Yost  Fremont 

E.  J.  Loeffel  Mitchell 

Leslie  I.  Grace  Blair 


Insurance 

Frank  Cole,  Chm.  Lincoln 

James  Thayer  Sidney 

Fay  Smith  Omaha 

Paul  Maxwell  Lincoln 

Paul  Scott  Auburn 

E.  M.  Walsh  Omaha 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen  Lincoln 

L.  R.  Smith  Kearney 

J.  A.  McMillan  Ha.stings 

Theo.  Koefoot  Broken  Bow 

William  Rumbolz Omaha 

Interim : 

Harold  S.  Morgan  Lincoln 

Robert  F.  Getty North  Platte 

Robert  Benthack  Wayne 

Medical  Education 

Robert  C.  Rosenlof.  Chm. Kearney 

R.  F.  Sievers  Blair 

Chas.  McLaughlin  Omaha 

Frank  Tanner  Lincoln 

J.  G.  Yost  Hastings 

Earl  F.  Leininger  McCook 

Interim : 

Richard  Egan  Omaha 

Cecil  Wittson  Omaha 

Harold  Morgan  Lincoln 

Fay  Smith  Omaha 

Joseph  Holthaus  Omaha 

Medical  Service 

Louis  Gogela.  Chm. Lincoln 

John  D.  Hartigan  Omaha 

Merle  M.  Musselman  Omaha 

Dwight  Burney,  Jr.  Omaha 

E.  B.  Reed  Lincoln 

Chas.  W.  Landgraf,  Jr. Hastings 

Interim : 

0.  A.  Kostal  Hastings 

Henry  G.  Waters  Omaha 

Fritz  Teal Lincoln 

Occupational  and  Industrial 
Health 

G.  P.  McArdle,  Chm.  Omaha 

C.  M.  Wilhelmj,  Jr.  Omaha 

Barry  M.  Storter  Omaha 

R.  F.  Sievers  Blair 

Robert  Hillyer  Lincoln 

Joseph  Gross  Omaha 

Planning 

L.  S.  McNeill.  Chm.  Hastings 

H.  A.  McConahay  Holdrege 

Harley  Anderson  Omaha 

R.  F.  Sievers  Blair 

Donald  Purvis  Lincoln 

Bernard  Magid  Omaha 

Prepayment  Medical  Care 

Orvis  Neely,  Chm.  Lincoln 

Lee  Stover  Lincoln 

Vincent  Lynn  Geneva 

J.  J.  Grier  Omaha 

Clyde  Kleager  Hastings 

Public  Health 

R.  L.  Grissom,  Chm.  Omaha 

J.  Calvin  Davis  III  Omaha 

Edwin  D.  Lyman  Omaha 

E.  A.  Rogers  Lincoln 

H.  C.  Stewart Pawnee  City 

S.  I.  Fuenning  Lincoln 

Public  Relations 

Theo.  Koefoot,  Jr.,  Chm. Broken  Bow 

E.  D.  Zeman  Lincoln 

John  Coe  Omaha 

Max  M.  Raines  North  Platte 

Peyton  Pratt  Omaha 

Donald  E.  Matthews  Lincoln 

Mental  Health  and  Mental 
Retardation 

L.  I.  Grace,  Chm.  Blair 

John  Baldwin  Lincoln 

H.  C.  Henderson  Omaha 

Robert  Osborne  Norfolk 

1.  M.  French  Wahoo 

C.  H.  Farrell  Omaha 

Interim : 

J.  Whitney  Kelley Omaha 

LaVerne  C.  Strough - Omaha 

Chas.  Landgraf,  Jr.  Hastings 

Henry  G.  Waters Omaha 


Rehabilitation 


Frank  Stone,  Chm.  Lincoln 

R.  M.  House  Grand  Island 

D.  M.  Frost Omaha 

F.  S.  Webster  Lincoln 

J.  G.  Yost  Hastings 

John  M.  Thomas  Omaha 

Relative  Value  Study 

B.  R.  Bancroft,  Chm.  Kearney 

H.  E.  Mitchell  Lincoln 

Robert  Long  Omaha 

Harlan  Papenfuss  Lincoln 

James  E.  Ramsey  Atkinson 

Rural  Medical  Service 

R.  L.  Tollefson,  Chm.  Wausa 

Lyle  Nelson  Crete 

F.  A.  Mountford  Davenport 

Don  Eberle  Ogallala 

Robert  L.  Heins Falls  City 

Paul  Martin  Ord 

Scientific  Sessions 

Harold  Neu,  Chm.  Omaha 

Russell  Gorthey  Lincoln 

Merle  M.  Musselman  Omaha 

Bruce  F.  Claussen  North  Platte 

C.  R.  Brott  Beatrice 

R.  O.  Garlinghouse  Lincoln 

Interim : 

Paul  J.  Maxwell  Lincoln 

Chas.  Ashby  Geneva 

Tuberculosis  and  Other 
Respiratory  Diseases 

George  E.  Lewis,  Jr.,  Chm. Lincoln 

Wm.  E.  Nutzman  Kearney 

J.  Harry  Murphy  Omaha 

John  L.  Batty  McCook 

Dean  McGee  Lexington 

Robert  H.  Scherer West  Point 

Medicine  and  Religion 

J.  J.  Hanigan  Lincoln 

Horace  Giffen  Omaha 

Ray  Sundell  Omaha 

Dwaine  J.  Peetz  Neligh 

Merle  Sjogren  Omaha 

INTERIM  COMMITTEES 
Advisory  Committee  to  M.C.H. 

R.  C.  Reeder.  Chm. Fremont 

L.  S.  McNeill  Hastings 

Richard  Garlinghouse  Lincoln 

E.  G.  Brillhart  Columbus 

H.  A.  McConahay  Holdrege 

Leo  T.  Heywood  Omaha 

Committe  on  Aging 

Chas.  Bonniwell,  Chm.  Omaha 

F.  Paustian  Omaha 

John  A.  Brown  III  Lincoln 

Walter  Weaver  Lincoln 

Vernon  Ward  Kearney 

Robert  G.  Osborne  Norfolk 

Joint  Committee  for  Improvement 
of  the  Care  of  the  Patient 
W.  C.  Kenner.  Chm. Nebraska  City 

M.  P.  Brolsma  Lincoln 

Traffic  Safety 

Ralph  Moore,  Chm.  Omaha 

Kenneth  Kimball  Kearney 

George  B.  Salter  Norfolk 

Vern  F.  Deyke  Columbus 

P.  B.  Olsson  Lexington 

John  Porter  Beatrice 

Cardiovascular  Disease  Committee 

Richard  Booth,  Chm. Omaha 

Bowen  Taylor  Lincoln 

Stephen  Carveth  Lincoln 

Robert  Grissom  Omaha 

Theo.  Hubbard  Omaha 

Joseph  Holthaus  Omaha 

Sub-Committee  on  Athletic  Injuries 

H.  W.  Shreck,  Chm.  Hastings 

Paul  Goetowski  Lincoln 

John  G.  Yost  Hastings 

S.  I.  Fuenning  Lincoln 

Bruce  F.  Claussen  North  Platte 

L.  C.  Steffens  Kearney 

Otis  Miller  Ord 

Gerald  Ries Omaha 

George  Sullivan,  R.P.T.  Lincoln 
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MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 


Medical  Arts  Building 
111  So.  17th  Street 
Omaha,  Nebraska 


Medicinews 

Postgraduate  medical  courses  at  Menorah  institute — 

Doctors  Agnes  Hoeger  of  Hastings  and 
Frederick  M.  Nebe  of  Lincoln  were  among 
the  150  physicians  from  a five-state  area 
attending  a four-day  course  on  Oncology  at 
the  Menorah  Medical  Center,  Kansas  City, 
IMissouri,  February  28  through  March  3, 
1967.  Charles  B.  Huggins,  M.D.,  1966  Nobel 
Laureate  in  Medicine  and  Director  of  the 
Ben  iMay  Laboratory  for  Cancer  Research, 
Chicago,  and  Alfred  Gellhorn,  M.D.,  Director 
of  the  Institute  for  Cancer  Research,  New 
York,  were  featured  lecturers  on  the  faculty. 

The  course  was  the  first  of  a series  at 
Menorah  sponsored  by  the  United  States 
Public  Health  Service  for  midwest  physicians 
and  allied  health  personnel.  The  tuition  is 
paid  for  approved  applicants  by  the  USPHS, 
as  well  as  a subsistence  stipend  for  those 
coming  from  a distance.  Other  courses  in 
the  series  already  scheduled  are  one  on  the 
Changing  Spectrum  of  IMedical  Care,  de- 
signed especially  for  hospital  administrators 
and  trustees  and  officials  of  voluntary  and 
public  health  and  social  agencies  on  IMay  19 
(Continued  on  page  45-A) 


“It  was  nothing,  really  . . . cut  myself 
shaving!  Now,  are  you  ready  for  that  deli- 
cate operation?” 
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Postgraduate  medical  courses  at  Menorah  institute — 
(Continued  from  page  44- A) 

and  20,  1967 ; a course  on  Hearing,  Speech, 
Visual  and  Emotional  Disorders  of  special 
interest  to  speech  and  hearing  therapists, 
school  and  industrial  nurses  and  clinical  psy- 
chologists. Interested  Nebraska  physicians 
are  invited  to  apply  for  registration  to  the 
Registrar,  Menorah  Institute  for  Medical 
Education  and  Research,  4949  Rockhill  Road, 
Kansas  City,  Missouri  64110. 

Future  courses  for  practicing  physicians 
include  4-day  courses  on  Neurologic  Diseases 
in  September ; on  the  Arthritides  in  October ; 
on  Gastroenterology  in  November;  and 
Metabolic  Diseases  in  December,  1967 ; on 
Oncology  in  January,  Pulmonary  Diseases 
in  early  February,  and  Cardiovascular  Dis- 
eases in  late  February  and  early  March, 
1968. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  7th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

PEDIATRICIAN  — - For  busy  Omaha,  Nebraska 
Multi-Specialty  Group  with  full  diagnostic  facilities. 
First  year  $25,000.00.  Box  No.  68,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Ne- 
braska 63508. 

PHYSICIAN  INTERESTED  in  internal  medicine 
wanted  for  Medical  Service.  Starting  salary  $12,- 
873  to  $17,221,  depending  on  qualifications.  Liberal 
fringe  benefits.  Non-discrimination  in  employment. 
Contact  Chief  of  Staff,  Veterans  Administration 
Hospital,  Des  Moines,  Iowa  50308. 

PHYSICIAN  — Internist  or  Generalist  interested 
in  Internal  Medicine  in  200-bed  general  medical  and 
surgical  hospital.  Salary  dependent  on  qualifica- 
tions. Liberal  vacation  and  sick  leave  policy.  Ex- 
cellent retirement  program.  Cordial  staff.  Equal 
employment  opportunity  employer.  Write  Director, 
VA  Hospital,  Grand  Island,  Nebraska  68801. 

HUMBUG  HOUSE  — Is  a cui'iously  spacious 
Victorian  in  Breckenridge,  Colorado,  an  ideal  sum- 
mer retreat  for  the  busy  physician  with  a large 
family  who  yearns  for  a week  in  an  old  mountain 
town.  There  are  4 bedrooms,  2 baths,  and  no 
phone.  Breckenridge  is  in  the  center  of  the  high 
country,  nestled  in  the  axilla  of  the  Rocky  Moun- 
tains just  minutes  from  ghost  towns,  jeep  trails, 
high  passes,  glacier  lakes  and  in  the  midst  of  mil- 
lions of  wild  flowers.  Write  to  Joe  Butterfield, 
M.D.,  2198  South  Jackson,  Denver. 


GENERAL  PRACTITIONER  NEEDED:  Pros- 

perous ranching  community;  new  nine  room  clinic; 
excellent  X-ray;  essential  equipment;  new  am- 
bulance. Nearest  Doctor  fifty  miles.  Abundant 
hunting  and  fishing.  Contact:  Jean  Matson,  Buf- 
falo, South  Dakota. 

RESIDENTS  IN  PSYCHIATRY  — Opening  for 
July  1,  1967.  Stipend  $11,400  for  physicians  just 
completing  internship.  Federal  stipend  of  $12,000 
annually  with  an  exti'a  $3600  tax  exemption  avail- 
able to  physicians  with  4 years  non-psychiatric 
training  or  experience  following  internship.  Gradu- 
ates of  American  schools  must  be  eligible  for 
Iowa  licensure.  Foreign  graduates  must  have 
ECFMG  certificate.  This  is  an  acute  treatment 
hospital  with  450  in-patients  and  large  out-patient 
department,  children’s  unit  under  direction  of  Board- 
certified  Child  Psychiatrist.  Intensive  didactic  teach- 
ing program  with  rich  clinical  experience  directed 
toward  preparing  resident  for  Board  certification. 
Thirteen  senior  staff  members  including  ten  Board 
certified.  Numerous  consultants  authorized  for  18 
residents.  Affiliation  with  University  of  Iowa. 
Enthusiastic  training  and  treatment  programs  that 
are  best  appreciated  by  a personal  visit.  Write  W. 
C.  Brinegar,  M.D.,  Superintendent,  or  John  J. 
Worthington,  M.D.,  Director  of  Psychiatric  Train- 
ing. Mental  Health  Institute,  Cherokee,  Iowa  51012. 

NOTICE  — Are  you  a western  histoi*y  buff?  A 
birds  watcher  ? A fisherman  ? A rock  hound  ? A 
writer?  A painter?  A horseman?  Would  you 
like  to  vacation  on  a real  cattle  ranch  in  the  beau- 
tiful Pine  Ridge  of  northwest  Nebraska?  Towei’- 
ing  buttes,  cool,  deep  canyons,  deer,  eagles,  wild 
turkeys.  Open  fires,  superb  food,  comfort,  privacy, 
a casual,  relaxed  atmosphere.  Richardson  Hereford 
Ranch,  Crawford,  Nebraska  69339.  Telephone 
lllMl. 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
(8^  by  11  in.)  white  paper.  Wide  margins 
(at  least  1V4  ori  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shown  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author's 
name,  its  number  and  an  indication  of  its 
“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  JournaPs 
address. 

Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 
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HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2N 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


< LTR22 ) 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonfid  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient's  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  Bj)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyri- 
do.xine  hydrochloride  (vitamin  B,;),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, t 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
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Editor's  Awards 

Carcinoids  of  the  Gastrointestinal  Tract  — 
^I.  ]\IcKirdie  (Good  Samaritan  Hosp,  Port- 
land, Ore.).  Amer  J Surg  112:257-263 
(Aug.)  1966. 

Eighty-eight  patients  with  carcinoids  of 
the  gastrointestinal  tract  are  reported.  Car- 
cinoids are  all  potentially  malignant,  and 
if  studied  over  a sufficiently  long  period, 
they  will  manifest  the  characteristics  of  mal- 
ignant lesions.  Signs  of  serotonin  over- 
activity should  be  sought,  especially  when 
smooth  muscle  disorders  are  evident.  The 
classical  carcinoid  syndrome  is  compara- 
tively infrequent  in  the  early  and  moder- 
ately advanced  stages,  and  isolated  symp- 
toms such  as  diarrhea  should  alert  the  clini- 
cian to  the  true  cause.  The  urinary  indole 
test  is  easily  performed,  should  be  repeated 
on  several  occasions,  and  should  be  timed 
with  the  occurrence  of  symptoms.  Long- 
term survival  may  result  from  the  natural 
course  of  the  disease.  The  best  results  are  in 
patients  with  carcinoids  of  the  appendix  and 
in  those  with  small  rectal  carcinoids. 


(illycosuria  of  Pregnancy  — J.  Fine  (Central 

Hosp,  Kitwe,  Zambia).  Brit  Med  J 1:205- 

209  (Jan  28)  1967. 

Glycosuria  is  more  frequent  in  pregnancy 
than  in  the  general  population,  but  reports  on 
its  incidence  vary  considerably.  This  is 
largely  due  to  variation  in  the  timing  of  the 
urine  specimens  in  relation  to  food ; under 
optimal  conditions  of  timing,  90%  of  cases 
of  pregnancy  showed  glycosuria.  Such  a 
high  incidence  must  exclude  any  relation- 
ship of  the  glycosuria  to  diabetes.  When 
quantitative  methods  of  glucose  estimation 
were  used  to  compare  pregnancy  and  normal 
populations  a new  phenomenon  erne’ gad:  rot 
only  hyperglucuric  but  also  hypoglu  curie 
specimens  were  more  frequent  in  p'.’egnancy. 
In  some  cases  studied  continuously  an  alter- 
nation of  hyper-  and  hypoglycuria  was 
found:  this  is  explained  by  phases  of  hypar- 
corticoadrenalism  and  hyperinsulinism.  In 
some  cases  the  hypoglycuric  phase  was  pro- 
longed, explaining  why  glycosuria  fell  short 
of  100%.  Urine  specimens  collected  during 
this  phase  would  be  negative  to  Clinistix. 
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C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


ged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W. Virginia  Med. 
J.  5(?:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 
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PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 
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Geroniazol  1 1 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Pilonidal  Disease:  A Critique  on  Surgical 

Management  — W.  H.  Bernhoft  (2900 

Main  St,  Buffalo).  Arch  Surg  94:418-420 

(March)  1967. 

This  apparently  trivial  lesion  has  been  a 
challenge  to  the  ingenuity  of  many  able  sur- 
geons. Although  first  described  by  Ander- 
son in  1847,  little  attention  was  given  to 
the  disease  until  World  War  II.  During  this 
time,  many  types  of  operative  procedures 
were  tried  and  described;  each  surgeon  had 
his  favorite  method  which  sooner  or  later 
proved  disappointing.  No  matter  which 
method  was  employed,  each  stressed  the  im- 
portance of  the  clean  wound,  minimal  sacri- 
fice of  noiTnal  tissue,  hemostasis,  oblitera- 
tion of  dead  space,  and  closure  without  ten- 
sion. Little  note  was  made  to  the  impor- 
tance of  postoperative  care,  particularly  in 
relation  to  local  hygiene  and  control  of  hair 
growth.  These  principles  and  further  ex- 
perience have  shown  that  a sigmificant  pro- 
portion of  cases  can  be  treated  adequately 
with  office  surgical  management  supple- 
mented with  frequent  applications  of  Car- 
noy’s  solution,  which  consists  of  95%  al- 
cohol, 18  cc,  chloroform,  9 cc,  glacial  acetic 
acid,  3 cc,  and  ferric  chloride,  3 gm. 


Conservative  Surgery  for  Bleeding  Peptic  Ul- 
cer— R.  K.  Carruthers  et  al  (Univ  Dept  of 
Surgery,  Leeds,  England).  Brit  Med  J 
1:80-82  (Jan  14)  1967. 

The  surgical  treatment  of  bleeding  peptic 
ulcer  over  a period  of  six  years  is  reviewed. 
^"agotomy,  pyloroplasty,  and  direct  suture 
of  the  bleeding  vessel  were  performed  in 
57  of  the  112  patients;  the  mortality  in  pa- 
tients with  duodenal  ulcer  was  lower  than 
with  emergency  partial  gastrectomy.  Re- 
current bleeding  was  observed  in  eight  pa- 
tients after  conservative  surgery,  four  of 
whom  required  a second  operation.  A fur- 
ther operation  was  necessary  in  11  patients 
treated  by  gastric  resection.  Conservative 
surgery  appears  satisfactory  in  the  treat- 
ment of  bleeding  duodenal  ulcer  and  war- 
rants consideration  in  the  treatment  of  gas- 
tric ulcer.  The  place  of  conservative  sur- 
gery in  the  treatment  of  erosions  remains 
uncertain. 


VALIUM' 

(diazepam)Roche® 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  byperexcited  states, 
hallucinations) ; changes  in  EEC  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HCl. 


Do&age— Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500, 
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VIPORTANT  NEW  INSIGHTS  INTO  HUMAN 
ESPONSE  TO  EMOTIONAL  STRESS: 


npressive  new  confirmation  of  the  effectiveness  of 
jlium®(diazepam) 


sk  your  Roche  representative  to  arrange  a 
esentation  of  this  important  and  fascinating 
jw  technique  of  research  in  emotional  stress 
a new  methodology... quantitative,  objective 
easurement  with  double-blind  controls. 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

.-\minophylline 130  mg. 

PhcnobarOltal,  Caution:  May  be  habit  forming.  . . 21  fUg. 

Ephedrine  HCl 16  mg. 


FEDERAL  LAW  PROHIBITS 
DISPENSLN’G  WITHOUT  PRESCRIPTION 

Precautions;  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 


lM)S.\f;E 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 
Dispensed  in  bottles  oj  100  and  1000  tablets. 


MUDR.\NE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

.MUDR.ANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

W.M.  P.  POVTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINI.A  23217 
.Manufacturers  of  elhicat  pliarmaceulicats  since  1856 


Hyperuricemia  and  Mental  Retardation  — 
W.  M.  Michener  (2020  E 93rd  St,  Cleve- 
land). Amer  J Dis  Child  113:195-206 
(Feb)  1967. 

Hyperuricemia,  associated  with  mental 
retardation,  bilateral  dystonic-like  move- 
ments, and  self-mutilation,  namely  lip-biting 
and  finger-biting,  is  a newly  recognized  syn- 
drome. A report  is  given  of  six  boys  who 
presented  with  hyperuricemia.  The  occur- 
rence in  boys  only,  the  absence  of  an  abnorm- 
ality in  the  prenatal  and  birth  periods,  and 
the  progressive  severity  of  the  course  were 
common  features  of  all  of  the  cases.  The 
serum  uric  acid  value  was  increased  in  all 
cases;  cerebrospinal  uric  acid  value  was  in- 
creased in  two  of  the  three  cases  measured. 
A course  of  medication  with  the  uricosuric 
drug,  probenecid,  easily  reduced  the  serum 
uric  acid  value  to  normal  range.  Some  evi- 
dence exists  indicating  that  reduction  of  the 
serum  uric  acid  value  is  associated  with  less 
irritability  and  a decrease  in  involuntary 
movements,  but  these  observations  need  fur- 
ther confirmation.  Early  institution  of 
therapy  may  well  modify  the  course  of  the 
syndrome  and  effort  should  be  made  to 
establish  diagnosis  promptly  and  to  start 
the  treatment  as  soon  as  possible. 


Tetanus  in  Childhood:  Report  of  a Thera- 
peutic Trial  of  Diazepam  — R.  G.  Hen- 
drickse  and  P.  M.  Sherman  (University 
of  Ibadan,  Nigeria).  Brit  Med  J 2:860- 
861  (Oct  8)  1966. 

Results  of  a therapeutic  trial  of  diazepam 
in  tetanus  are  reported.  The  trial  included 
104  neonates  and  45  older  children  who  were 
randomly  allocated  into  two  treatment 
groups,  one  of  which  received  diazepam  in 
addition  to  the  standard  treatment  used  in 
both  groups.  Among  nonates  mortality  was 
54%  in  both  treatment  groups.  Among  the 
older  children  mortality  was  50%  in  the 
group  which  received  standard  treatment  and 
26%  in  the  group  which  received  diazepam. 
Diazepam  was  very  effective  in  relieving 
trismus  and  opisthotonus  when  given  in 
adequate  dosage.  No  serious  side  effects  or 
toxic  reactions  attended  the  use  of  diazepam. 
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For  the  past 
two  years 
there's  been 
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of  active  tuberculosis 
reported  for  every 
four  thousand 
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or  your  Lederle 
representative. 
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Effect  of  Hypochlorite  Bleaching  on  Diaper 
Bacteria  and  Irritation — H.  S.  Whitehouse 
(Procter  and  Gamble  Co,  Inorydale  Tech- 
nical Center,  Cincinr.ati),  E.  A.  Bannan, 
and  N.  W.  Ryan.  Amer  J Dis  Child  113; 
225-228  (Feb)  1967. 

The  effect  of  using  bleach  in  laundering 
diapers  on  the  residual  bacterial  level  of 
clean  diapers  and  on  the  degree  of  diaper 
irritation  was  investigated.  One  hundred 
sixteen  families  with  infants  under  ten 
months  old  were  issued  instructions  to  use 
a bleach  product  each  time  they  laundered 
the  diapers  for  an  eight-week  period.  A 
liquid  hypochlorite  bleach  was  used  by  63 
of  the  families  during  weeks  one  through 
four  and  a bleach  placebo  (colored  water) 
during  weeks  five  through  eight.  The  re- 
maining 53  families  used  the  products  in  the 
reverse  order.  The  results  indicate:  home- 
laundered  diapers  are  frequently  contam- 
inated with  bacteria  after  typical  home 
laundering;  home-laundered  diapers  are  ef- 
fectively sanitized  by  the  use  of  a hypo- 
chlorite bleach ; hypochlorite-bleached  di- 
apears  have  no  more  adverse  effect  on  ba- 
bies’ skin  than  non-bleached  diapers.  The 
data  suggest  that  babies  wearing  hypochlo- 
rite-bleached diapers  have  less  irritation  than 
those  wearing  non-bleached  diapers. 


Evaluation  of  Palliative  Operations  for  Car- 
cinoma of  Pancreas  — W.  J.  Bufkin,  P.  E. 
Smith,  and  E.  T.  Krementz  (Univ  of  Mi- 
ami School  of  Medicine,  Miami,  Fla). 
Arch  Surg  94:240-242  (Feb)  1967. 

Most  patients  with  carcinoma  of  the  pan- 
ci'eas  are  incurable  at  the  time  of  diagnosis, 
but  have  distressing  symptoms  of  obstruc- 
tive jaundice.  Of  600  patients  with  pan- 
creatic cancer,  26.2%  received  an  opera- 
tion to  bypass  the  obstructed  common  bile 
duct;  operative  mortality  was  16%.  Slight 
prolongation  of  survival  was  noted  in  this 
group.  Some  symptomatic  relief  was 
shown  by  82%,  but  in  only  54%  was  a fall 
in  serum  bilirubin  demonstrated.  Loop 
cholecystojej  unostomy  provided  greater 
symptomatic  relief  and  was  associated  with 
the  lowest  operative  mortality. 


Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 
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Chemotherapy  of  Metastatic  Testis  Cancer: 
Results  in  154  Patients  — A.  R.  Macken- 
zie (James  Ewing  and  Memorial  Hospitals, 
New  York).  Cancer  19:1369-1376  (Oct) 
1966. 

Of  154  patients  given  chemotherapy  for 
metastatic  testis  cancer,  24  were  rendered 
free  of  the  disease.  In  21  of  those  patients 
dactinomycin  had  been  used  alone  or  in 
combination  with  chlorambucil  or  chloram- 
bucil plus  methotrexate.  Of  the  others,  two 
had  seminoma,  which  disappeared  with 
chlorambucil,  and  in  the  third  chorionic 
gonadotropin  disappeared  with  6-mercapto- 
purine  and  6-diazo-5-oxo-levonorleucine.  Re- 
gressions of  lesser  degree  were  seen  with  the 
above  agents,  and  also  with  vincristine  sul- 
fate, mithramycin,  vinblastine  sulfate,  and 
nitrofurazone,  although  such  regressions 
were  generally  of  no  clinical  significance.  The 
authors  conclude  that  dactinomycin  used 
alone  is  the  most  effective  chemotherapeu- 
tic means  of  destroying  metastases  from  em- 
bryonal carcinoma,  teratocarcinoma,  and 
choriocarcinoma,  while  chlorambucil  is  the 
best  drug  for  metastatic  seminoma. 


...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing ICTOTEST®  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 

AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 
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Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
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“Well  it  looks  like  another  nice,  bright, 
cheerful  morning!” 
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Thrombocytopenic  Purpura  Following  Live 
Measle  Vaccine  — A.  J.  Bachand,  J.  Ru- 
benstein,  and  A.  N.  Morrison  (Jewish 
Hosp  of  Brooklyn,  Brooklyn,  NY).  Amer 
J Dis  Child  113:283-285  (Feb)  1967. 

A 20-month-old  white  boy  presented  with 
sudden  onset  of  petechiae  and  ecchymoses 
on  the  thorax  and  extermities.  Petechiae 
were  also  noted  on  the  buccal  mucosa.  The 
lymph  nodes,  spleen,  and  liver  were  not  en- 
larged. The  rectal  temperature  was  record- 
ed at  99.5  F (37.5  C).  Twelve  days  earlier, 
the  patient  had  received  live  virus  measles 
vaccine  accompanied  by  a y-globulin  injec- 
tion. On  the  fourth  and  fifth  days  after 
vaccination  the  mother  noted  rectal  tem- 
peratures ranging  from  101  F to  103  F 
(38.3  C to  39.4  C).  The  child  had  received 
smallpox,  diphtheria,  pertussis,  tetanus,  and 
polio  vaccine  in  the  past  without  any  not- 
able reaction.  Clinically  and  morphological- 
ly this  case  is  identical  to  the  postmeasles  or 
postinfectious  thrombocytopenic  purpura. 
Recovery  followed  corticosteroid  therapy. 
This  report,  hopefully,  may  call  forth  other 
similar  cases  so  that  a fair  evaluation  of  the 
true  relation,  if  any,  of  thrombocytopenia  to 
vaccination  with  live  measles  virus  may  be 
adduced. 


“Oh  dear!  Almost  everyone  on  my  party-list 
owes  you  a past-due  medical  bill.” 


Tandearil* 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Ettects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  Immune  response. 

Contraindications:  Edema:  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharrnacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia):  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  In  divided 
doses  for  2 to  3 days;  300  mg.  dally  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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WHERE  DOES  BLUE  SHIELD 
GO  FROM  HERE . ? . . 

Remarks  from  an  Address  to  Nebraska  Blue  Cross  - Blue  Shield  Board  Members  on  April 
5,  1967,  by  Carl  R.  Ackerman,  M.D.,  Chairman,  Board  of  Directors,  National  Association  of 
Blue  Shield  Plans. 


I assume  that  medicine  and  Blue 
Shield  have  common  goals,  and 
I assume  further  that  the  basic  denominator 
of  these  goals  is  a commitment  to  private 
practice  as  in  the  best  interest  of  the  public. 
If  this  is  not  true,  then  I see  no  point  in  be- 
laboring the  issue  any  further.  If  this  is 
true,  the  instrument  for  achieving  our  pur- 
poses is  available.  This  will  take  coopera- 
tion, and  — more  than  that  — it  will  require 
us  to  perceive  clearly  what  it  is  going  to 
take,  in  terms  of  public  satisfaction,  to  offset 
the  challenge  of  government  encroachment. 

The  public  is  making  increasingly  clear 
what  that  is.  Adequacy  of  coverage  and 
predictability  of  medical  expense  have  be- 
come an  identifiable  public  need,  to  which 
Blue  Shield  must  have  a commitment  by  the 
medical  profession  if  it  is  to  retain  the  sup- 
port of  the  public  for  private  medicine. 

An  important  corollary  is  that  the  time  has 
come  to  abandon  the  concept  of  low  fees  for 
physicians  as  a solution  to  an  economic  prob- 
lem. It  is  not.  The  physician  who  commits 
himself  to  the  public's  need  is  entitled  to  a 
reciprocal  commitment  to  reasonable  and 
equitable  compensation.  The  usual  and  cus- 
tomary fee  approach  may  be  a major  instru- 
ment for  implementing  this  second  commit- 


ment, but  my  present  purpose  is  to  identify 
the  need,  not  to  discuss  the  alternatives  of 
implementing  the  solution. 

The  major  point  I want  to  leave  with  you 
is  this:  where  Blue  Shield  goes  depends 

upon  its  capacity  to  understand  and  its 
ability  to  provide  what  satisfies  the  public. 
If  we  don't  achieve  that,  it  is  probable  that 
government  will  extend  its  health  program  to 
cover  most,  if  not  all,  of  the  population. 
Other  alternatives  seem  unlikely  to  me. 

As  a physician,  I feel  that  private  prac- 
tice is  worth  trying  to  preserve.  I feel,  fur- 
ther, that  if  some  Blue  Shield  Plans  have  not 
provided  a quality  of  program  satisfactory 
to  the  medical  profession  and  to  the  public, 
it  has  been  at  least  in  part  because  the  pro- 
fession has  not  demonstrated  enough  interest 
in  these  Plans.  Perhaps,  in  the  circumstances 
in  which  we  find  ourselves,  that  interest  will 
regenerate.  I hope  so,  because  I believe 
sincerely  that  the  only  sure  way  to  preserve 
private  practice  is  to  assure  that  it  earns  the 
approval  of  the  public.  This  means  that  it 
must  provide  prepayment  that  offers  predict- 
ability of  cost,  adequacy  of  coverage,  and  a 
sense  that  that  coverage  has  been  paid  for 
on  an  equitable,  understood  basis. 


NEBRASKA  BLUE  SHIELD  • KILPATRICK  BUILDING,  OMAHA 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 


with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT*  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been firmlyestablished. Thus, do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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She  simply  sits  while  the  party  goes  on  around  her, 
already  used  to  being  the  girl  who  is  left  out. 

She  tries  to  lose  weight— but  her  emotions 
won't  let  her.  She  becomes  irritable  and  depressed 
when  she  doesn't  eat,  and  anxious  when  she 
considers  her  future.  So  each  time  she  gives  up. 

"What  can  I do?"  she  asks  when  she  visits  your  office. 
"How  can  I ever  stay  on  a diet  and  lose  weight?" 

A PARTICULAR  COMBINATION  OF  ACTIONS 

Ambar"2  fotentabs 

methamphetamine  hydrochloride  15  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

FOR  THE  NEEDS  OF  THE  DIETING  WOMAN 

A.  H.  Robins  Co.,  Inc. 

Richmond,  Va.  23220 


Ambar  is  formulated  to  specifically  meet  both  the 
physical  and  emotional  needs  of  the  woman  who 
is  trying  to  lose  weight.  Methamphetamine  hydro- 
chloride has  a powerful  suppressant  effect  on  the 
appetite  and  also  provides  a gentle  psychic  lift  to 
improve  mood  and  encourage  activity.  The  pheno- 
barbital component,  through  its  classic  calming 
action,  helps  control  irritability  and  anxiety,  and 
helps  counteract  excessive  CNS  stimulation. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hyctrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing- may  be  habit  forming). 

BRIEF  SUMMARY  / Indications:  Ambar  suppresses  appetite 
and  helps  offset  emotional  reactions  to  dieting.  Side  Eliects: 
Nervousness  or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight  drowsiness  has 
been  reported  rarely.  Precautions:  Administer  with  caution 
in  the  presence  of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sym- 
pathomimetics;  patients  with  advanced  renal  or  hepatic 
disease.  See  package  insert  for  further  details. 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Lctrgest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors cmd  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley  medico 

SUPPLY  COMPANY 

2415  “O-  St^  Umcolml.  Nebraska 
AUTMOtIZCO  COMTtACT  A«CNT 


Breast  Cancer  Treated  at  the  Johns  Hopkins 
Hospital  — 19.51-1956;  Review  of  Inter- 
national Ten- Year  Survival  Rates  — E.  F. 
Lewison,  A.  C.  W.  Montague,  and  L.  Kuller 
(Johns  Hopkins  Hosp,  Baltimore).  Can- 
cer 19:1359-1368  (Oct)  1966. 

Recent  results  of  surgical  treatment  of 
breast  cancer  at  the  Johns  Hopkins  Hospital 
reveal  that  the  crude  five-year  survival  for 
radical  mastectomy  was  62.3%  and  that  the 
crude  ten-year  survival  rate  was  48.7%. 
These  results  were  compared  with  three 
prior  time  periods.  Progressive  improvement 
was  noted  despite  the  paradox  of  a unifonn 
and  level  trend  in  our  national  mortality 
rates.  The  prognosis  for  Negro  women  ap- 
peared to  be  comparatively  poor.  A collec- 
tive study  of  international  ten-year  survival 
rates  was  reviewed  to  compare  the  effective- 
ness of  varying  methods  of  treatment.  The 
striking  characteristic  of  these  world-wide 
survival  rates  is  their  remarkable  similar- 
ity regardless  of  the  diffierence  in  the  tji^e 
of  treatment.  This  concordance  is  true  de- 
spite the  dissimilarity  of  country  or  clinic 
being  compared.  A controlled  clinical  trial 
to  evaluate  the  relative  merits  of  equivalent 
methods  of  treatment  must  be  undertaken  as 
soon  as  possible. 


“No  shot  for  me!  My  Dad  takes  one  and  he 
sinjrs  all  night!” 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  1701  South  17th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablished  1927 


Gastrointestinal  Function  Following  Vagoto- 
my and  Pyloroplasty  — G.  D.  Argyropou- 
los  (19  Dimacopoulou  St,  Athens,  Greece) 
and  M.  E.  E.  White.  Arch  Surg  93:578- 
582  (Oct)  1966. 

Gastrointestinal  function  was  investigated 
in  45  patients  after  vagotomy  and  pyloro- 
plasty for  gastric  and  duodenal  ulcers.  Ap- 
propriate positioning  of  the  patient  immedi- 
ately after  operation  resulted  in  adequate 
emptying  during  the  adynamic  phase  of  gas- 
tric function.  Early  emptying  of  the  stom- 
ach in  six  hours  after  vagotomy  and  pyloro- 
plasty was  demonstrated,  and  intestinal  mo- 
tility and  absorption  were  unimpaired.  Gas- 
tric decompression  as  a routine  measure  can 
be  avoided,  and  a more  generous  attitude  to- 
ward oral  intake  of  fluids  is  recommended. 
The  absence  of  bowel  sounds  during  the  first 
24  postoperative  hours  does  not  necessarily 
imply  absence  of  peristalsis  and  has  no  diag- 
nostic value.  The  delayed  appearance  of  gas- 
tric dilatation  can  be  treated  by  appropriate 
posture. 


^'1 


“Now  don’t  coach  me.  I want  to  see  if  I can 
remember  what  I learned  in  medical  school.” 
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Why  Our  Vitamin  D Milk  Now 
Contains  Added  Vitamin  A* 


The  following  is  taken  out  of  context  from 
"The  Effect  of  Vitamin  A and  Vitamin  D Cap- 
sules upon  the  Incidence  of  Coronary  Heart 
Disease  and  Blood  Cholestrol"  by  F.C.H. 
Ross,  M.B.,  B.S.  (Melbourne)  Medical  Officer, 
Repatriation  Department,  and  A.  H.  Camp- 
bell, M.D.,  Melbourne,  M.R.A.C.P.,  Senior 
Specialist  in  Chest  Diseases,  Repatriation 
Department  (from  the  Repatriation  Chest 
Clinic,  Caulfield,  Victoria)  The  Medical  Jour- 
nal of  Australia,  August  19,  1961. 

(We  suggest  examination  of  the  entire  article 
as  well  as  additional  authorities.**) 

"The  effect  of  the  vitamin  A and  vitamin  D 
capsules  upon  the  incidence  of  coronary 
heart  disease  was  observed  over  five  and  a 
half  years  in  136  patients,  with  271  patients 
serving  as  controls. 


271  had  not  received  the  specified  treatment. 
Of  the  treated  group,  8 (5.8%)  developed  cor- 
onary heart  disease  compared  with  43  (15.8%) 
of  the  control  group. 

"The  difference  is  statistically  significant  . . . 

"Following  administration  of  the  vitamin  A 
and  vitamin  D preparation,  there  was  a highly 
significant  reduction  (P<  0.001)  of  the  mean 
serum  cholestrol  level  in  a group  of  13  males 
with  an  initial  level  of  250  mg.  per  100  ml. 
or  more.  There  was  no  significant  change  in 
the  mean  cholestrol  level  of  seven  males  with 
an  initial  level  of  249  mg.  per  100  ml.  or  less.” 

".  . . the  Eskimos,  who  are  reputed  to  have  a 
fat-rich  diet  with  a low  incidence  of  coronary 
heart  disease,  have  a high  vitamin  A intake 
from  fish  and  marine  animal  livers.” 


"Of  the  407  patients  observed  for  five  and  a 
half  years  or  until  death,  136  had  received 
treatment  with  the  vitamin  A and  the  vitamin 
D preparation  for  six  months  or  longer,  and 


0 


Robeiits 


The  Milk 


in  the  Plastic  Pitcher 


"Label  is  being  changed  as  rapidly  as  possible— protection  is  being  offered  now. 

"*Acta  Medica  Scandinavica,  Vol.  CLVI,  fasc.  IV,  1956,  and  1 967  material  prepared  for  a thesis. 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  hulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
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There  are  15,420* 
undetected  diabetics  in 
Nebraska 


Most  of  these  are  probably  among  patients  over  40;  the  overweight: 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 


Why  Wait? 


*Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514  izsrs? 
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Gastric  Analysis  As  a Screening  Measure  for 
Cancer  of  the  Stomach  — V.  A.  Gilbert- 
sen  and  G.  L.  Knatterud  (Univ  of  Minne- 
sota Medical  Center,  Minneapolis).  Can- 
cer 20:127-133  (Jan)  1967. 

Gastric  analysis,  evaluated  as  a screening 
test  for  cancer,  could  not  be  shown  to  have 
practical  value  in  the  early  detection  of  gas- 
tric cancer.  Furthermore,  it  would  appear 
likely  that  employment  of  gastric  analysis 
as  the  sole  screening  measure  for  cancer 
of  the  stomach  can  be  anticipated  to  result 
in  overlooking  most  of  the  younger,  poten- 
tially curable  patients  with  this  disease  while 
requiring  the  expenditure  of  not  inconsider- 
able effort  to  detect,  largely,  advanced  can- 
cers in  older  patients.  The  results  of  gastric 
analyses,  however,  did  appear  to  have  sub- 
stantial prognostic  value.  Patients  having 
cancer  of  the  stomach  with  demonstrable 
free  acid  had  a significantly  better  rate  of 
survival  than  those  found  to  be  achlorhydric. 


Trigeminal  Neuralgia:  The  Pain  and  Its 

Treatment  — W.  R.  Henderson  (General 

Infirmary,  Leeds,  England).  Brit  Med  J 

1:7-14  (Jan  7)  1967. 

A follow-up  of  650  patients  indicated  that 
operations  gave  better  results  than  Gas- 
serian injections  for  permanent  cure.  Analy- 
sis of  failures  after  fractional  operations 
showed  the  importance  of  regarding  the 
pain  as  bigeminal  rather  than  trigeminal ; in 
95%  of  the  patients  it  remained  confined 
to  one  of  two  zones,  mouth-ear  or  nose-orbit ; 
the  whole  zone  must  be  denervated  even 
when  pain  is  limited  to  one  division.  Post- 
mortem dissections,  and  injections  of  colored 
alcohol,  made  to  find  reasons  for  certain  sur- 
prising results  of  presumed  total  Gasserian 
injections,  revealed  anatomical  explanations 
for  some  injection  difficulties  and  recurring 
failures.  The  cause  of  trigeminal  neural- 
gia is  still  unknown,  but  the  striking  simil- 
arity between  the  distribution  of  pain  and 
the  lines  of  the  embryological  facial  clefts 
suggests  the  possibility  of  a developmental 
etiological  factor. 
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Worldwide 
clinical 
experience 
coniirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

S6 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

•Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  ver^-  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.;  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Clomparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  eterold  from 

SYNTEXS 

LABOPATOPIES  INC-.  PALO  ALTO.  CALIF. 


For  inflammatory 
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for  Medical  Space 
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Safety  of  General  Anesthesia  for  Broncho- 
scopy Demonstrated  by  Study  of  Arterial 
and  Venous  Oxygen  Saturation  Levels  — 
F.  R.  Smith  (Medical  Dental  Bldg,  Se- 
attle), P.  C.  Kundahl,  and  R.  Fouty.  Dis 
Chest  51:53-58  (Jan)  1967. 

In  experienced  hands,  general  anesthesia 
for  bronchoscopic  examination  is  the  safest 
method  and  has  other  signal  advantages. 
The  patient  is  completely  relaxed.  There  is 
greater  safety  to  the  operator.  In  emer- 
gencies, a trained  thoracic  surgery  team 
is  at  the  table  to  apply  instantly  necessary 
resuscitative  measures.  There  is  no  pa- 
tient resistance  to  repeat  examination.  Ar- 
terial and  venous  oxygen  studies  in  selected 
representative  cases  indicate  that  oxygen- 
ation is  very  high  and  readily  maintained 
throughout  the  instrumentation,  bronchial 
washing,  and  aspiration.  General  anesthesia 
should  replace  topical  anesthesia  for  bron- 
choscopic examination,  if  the  necessary 
trained  and  experienced  personnel  are  avail- 
able. 
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Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


Carotid  Artery  Surgery  for  Cerebrovascular 
Insufficiency:  Experience  With  Seventy- 
Eight  Procedures  in  Sixty  Patients  — W. 

B.  Chung  (1538  W 40th  Ave,  Vancouver, 
Canada).  Canad  J Surg  10:21-27  (Jan) 
1967. 

Seventy-eight  operations  were  done  on  60 
patients  who  had  signs  and  symptoms  of 
cerebrovascular  insufficiency  and  radiolog- 
ical evidence  of  arteriosclerotic  involvement 
of  the  extracranial  carotid  artery.  There 
were  57  partial  occlusions  and  21  complete 
occlusions.  It  was  possible  to  reestablish 
flow  in  all  the  partial  occlusions,  but  only 
in  6 out  of  21  of  the  complete  occlusions. 
In  the  53  patients  in  whom  the  flow  of  one 
or  both  carotid  arteries  was  successfully  re- 
established, 45  (85%)  showed  clinical  im- 
provement after  a follow-up  of  six  months 
to  five  years.  Of  the  remaining  eight  pa- 
tients, two  died  in  the  early  postoperative 
period  of  cerebral  infarction,  two  fere  un- 
changed, three  got  worse,  and  one  died  one 
month  after  the  operation  from  myocardial 
infarction.  Of  the  seven  patients  with  uni- 


lateral complete  occlusions  in  whom  opera- 
tions were  unsuccessful,  two  showed  some 
improvement,  four  were  unchanged,  and  one 
gradually  got  worse.  The  overall  mortality 
in  60  patients  was  three  (5%).  Improve- 
ment of  results  could  be  obtained  by  refine- 
ment of  techniques  and  more  careful  selec- 
tion of  patients. 


“A  doctor,  eh?  Mind  if  I ask  you  to  look 
in  on  a few  of  our  other  patients  who  . . .” 
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Inhalation  of  Oxygen  As  An  Aid  to  Recov- 
ery After  Exertion  — R.  K.  Bjorgum  and 
B.  J.  Sharkey  (Univ  of  Montana,  Mis- 
soula). Res  Quart  37 :462-467  (Dec)  1966. 

Twelve  young  men,  including  six  trained 
endurance  runners  and  six  nonrunners,  were 
tested  once  in  each  of  three  treatment  situ- 
ations to  determine  the  effectiveness  of 
oxygen  inhalation  as  an  aid  to  recovery.  The 
exercise  test  involved  two  runs  of  5 minutes 
each  on  a motor-driven  treadmill.  The  tread- 
mill was  set  at  level  grade  and  a speed  of 
8 mph.  After  the  first  run,  one  of  the 
treatments  was  administered.  The  treat- 
ments consisted  of  oxygen,  a placebo  tank 
of  compressed  atmospheric  air,  and  ordinary 
atmospheric  air.  Immediately  after  a 1- 
minute  inhalation  period,  the  second  5-min- 
ute run  followed.  Heart  rates  were  moni- 
tored throughout  the  testing  period,  and  re- 
covery oxygen  consumption  and  ventilation 
rate  were  measured  after  the  second  run. 
The  inhalation  of  oxygen  did  not  appear  to 
be  of  any  physiological  aid  to  recovery. 
Although  not  of  statistical  significance, 
larger  pulse  decreases  were  recorded  on  the 
nonrunners  during  the  inhalation  of  oxygen. 
Exercise  pulse  rates  indicated  that  the  exer- 
cise test  elicited  near  maximal  exertion  from 
the  nonrunners. 


“Why,  no,  Mrs.  Hawkins,  we  discharged 
your  husband  three  weeks  ago.” 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Panpectoiif 


Each  fluid  ounce  of  creamy  white  suspension  contains; 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2Va  grains)  16Nng. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 
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Additional  information  available  to  physicians  upon  request.  ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206. 
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AVERAGE  COST  PER  MEDICAL  PROCEDURE 
TO  NEBRASKA  BLUE  SHIELD  MEMBERS 


NUMBER  OF  MEDICAL  PROCEDURES  USED 
PER  1,000  NEBRASKA  BLUE  SHIELD  CONTRACTS 


The  Cost  of  Care 

By  Dan  A.  Nye,  M.D.,  Past-President,  Nebraska  State  Medical  Association 


One  of  the  most  constant  things  in  our  society 
is  change.  Our  taste,  habits  and  way  of  life 
alter  from  one  decade  to  the  next — sometimes 
only  slightly,  other  times  quite  drastically. 

One  of  the  most  interesting  and  perhaps 
healthiest  signs  of  change  can  be  seen  in  the 
attitude  and  knowledge  of  the  American  patient. 
Not  too  many  years  ago  this  same  patient  felt 
he  had  to  be  very  ill  before  seeing  a doctor. 
Now  he  visits  his  physician  for  periodic  check- 
ups and  at  the  first  sign  of  illness.  This,  coupled 
with  advancements  in  medical  science,  make  it 
possible  for  all  of  us  to  exp'ect  a longer  and 
healthier  life  span. 

Unlike  the  cost  of  most  goods  and  services, 
the  price  of  medical  care  in  Nebraska  has 
remained  virtually  unchanged  in  recent  years. 


However,  we  are  using  medical  services  more 
frequently,  thus  spending  more  money  for  mod- 
ern health  care. 

Charts  shown  above  furnished  by  Nebraska  Blue 
Cross-Blue  Shield  show  the  average  cost  per 
medical  procedure  to  their  Nebraska  members 
has  remained  stable  in  a thirty-month  period. 
The  second  chart  indicates  a substantial  in- 
crease in  the  use  of  medical  service  in  the 
same  period. 

Those  who  have  health  care  coverage,  whether 
it  be  Blue  Cross-Blue  Shield  protection  or  other 
type  plans  are  urged  to  examine  the  adequacy 
of  their  program.  It  may  be  wise  at  this  time 
to  upgrade  or  add  higher  benefits  so  that  your 
coverage  will  pay  a substantial  portion  of  your 
annual  health  care  bills. 


Nebraska 

Blue  Cross /Blue  Shield 


This  advertisement — in  two  colors  and  over  Y2-page — appeared  in  The  Omaha  World-Herald, 
Lincoln  Journal-Star  and  thirteen  other  Nebraska  daily  newspapers  on  May  1,  1967.  It  was  pub- 
lished by  Nebraska  Blue  Cross/Blue  Shield  to  inform  the  general  public  of  this  important  fact: 
increased  health  care  expenses  today  result  from  greater  use  of  medical  care  services  . . . not 
from  higher  prices  paid  for  each  specific  purpose. 
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• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mo-. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MU’DR.ANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

\VM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINI.A  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Spontaneous  Pneumothorax:  Treatment  and 
Mortality  — W.  Y.  Inouye,  R.  B.  Berg- 
gren  (3400  Spruce  St,  Philadelphia),  and 
J.  Johnson.  Dis  Chest  51:67-73  (Jan) 
1967. 

The  records  of  76  patients  from  the  hos- 
pital of  the  University  of  Pennsylvania  and 
77  patients  from  the  Philadelphia  General 
Hospital  with  spontaneous  pneumothorax 
have  been  analyzed  for  etiology,  recurrence, 
mortality,  and  method  of  treatment.  There 
were  a total  of  176  episodes.  One  hundred 
and  eighteen  patients  (72.3%  of  the  total 
group)  had  no  demonstrable  pulmonary  dis- 
ease of  blebs,  usually  found  at  the  apex  of 
the  lung.  Twenty-three  patients  (14.1%) 
had  pulmonary  tuberculosis ; 12  patients 

(7.4%)  had  underlying  pneum.onia.  One 
half  of  the  group  averaged  11  months  in  age, 
and  the  remainder  of  the  group  average  61 
years.  The  largest  group  of  the  patients 
were  treated  by  closed  tube  thoractomy 
(46%  of  the  episodes),  28.4%  of  the  pneu- 
mothoraces were  treated  conservatively, 
13.1%  by  either  pleurectomy  or  wedge  re- 
section, and  12.5%  by  thoracentesis.  Pa- 
tients with  recurrent  episodes  of  pneumo- 
thorax, bilateral  pneumothorax,  massive 
homopneumothorax,  persistent  air  leak,  or 
failure  of  lung  to  expand  promptly  with 
lesser  procedures  should  be  treated  by  open 
thoracotomy  and  pleurectomy. 


BODY  4 fender 
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“Will  it  leave  a scar?” 
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Carcinoma  of  the  Lung:  Review  of  Five- 
Year  Survivals  Over  a 15- Year  Period  — 
L.  H.  Strug  et  al  (1477  Louisiana  Ave, 
New  Orleans).  Dis  Chest  51:46-52  (Jan) 
1967. 

Review  of  carcinoma  of  the  lung  in  a large 
charity  general  hospital  over  a 15-year  pe- 
riod reveals  an  extremely  low  operability  and 
resectability  rate.  This  is  largely  due  to  the 
fact  that  many  patients  are  admitted  in  the 
late  stages  of  the  disease  and  obviously  sur- 
gical extirpation  is  contraindicated  for  many 
reasons.  Two  hundred  and  sixty-three  cases 
were  submitted  to  thoracotomy,  resection 
was  performed  in  184  cases.  Of  these,  there 
were  74  five-year  or  more  survivors.  An 
additional  case  survived  more  than  five  years 
after  having  refused  surgery,  making  a 
total  of  75  cases.  Forty-five  cases  are  alive 
at  the  time  of  this  study.  Twenty  cases  sur- 
vived ten  or  more  years,  four  died  of  other 
causes.  Location  of  the  lesion  and  cell  types 
definitely  influence  survival ; however, 
lymph  node  involvement  did  not  seem  to 
alter  the  survival  data.  Vascular  invasion 
was  not  studied  sufficiently  to  warrant  in- 
cluding it  as  a factor  in  survival. 


removes  the  mental  blur 


that  clouds  vision 


SOIFOTON 

© 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOID®  (See  P D R) Gfj  mg. 

Precaution;  same  as  16  mg.  of  phcnobarbital 


Constructive  Therapy 
A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  {yellow,  uncoated  tablets  “P”) 
lOOs,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  SJ C (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat  pharmaceuticals  since  1856 
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PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

YOUNG  GENERAL  PRACTITIONER  — In  west- 
ern Nebraska  needs  associate  with  pai’tnership  in 
mind.  Write  Joe  Saults,  M.D.,  Mullen,  Nebraska. 

PEDIATRICIAN  — For  busy  Omaha,  Nebraska 
Multi-Specialty  Group  with  full  diagnostic  facilities. 
First  year  $25,000.00.  Box  No.  68,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Ne- 
braska 68508. 

WANTED  — G.P.  for  private  practice  in  Cedar 
Rapids,  Nebraska.  Building  and  equipment  of  the 
late  William  J.  Reeder,  M.D.,  available.  20  min- 
utes from  Hospitals  at  Albion  and  Spalding,  Ne- 
braska. Contact:  Doctor  Committee,  Robert  E. 
Kayton,  Chairman,  Cedar  Rapids,  Nebraska. 

NEEDED  — One  or  two  physicians  in  a good 
community  of  700  people.  We  have  a good  clinic 
available  at  once  but  would  build  a new  one  to 
suit  the  doctors.  Twenty  minutes  to  two  hospitals. 
Pictures  and  information  about  our  town  available 
on  request.  Contact:  Mr.  Frank  Bazata,  Chair- 
man of  Civic  Affairs,  Howells,  Nebraska. 


FOR  SALE  — STEVEN  electric  motor  chair  for 
indoor  and  outdoor  use.  Will  go  through  regular 
30  inch  doorvvay.  Can  be  run  up  to  lavatory  or 
table  like  a wheelchair.  Cost  $575.00.  Will  sell 
for  $295.00.  Robert  M.  Bell,  Bellwood,  Nebraska 
68624. 

EXCELLENT  GP  OPPORTUNITY  to  associate 
with  2 very  busy  practitioners.  One  with  resi- 
dency in  surgery  preferred.  Choice  of  hospital  fa- 
cilities. Seattle  area  with  the  finest  boating  and 
fishing  available.  Write:  M.  Lowrey,  Office  Man- 
ager, P.  0.  Box  248,  Bainbridge  Island,  Washing- 
ton 98110. 

THE  HASTINGS  STATE  HOSPITAL,  Ingle- 
side,  Nebraska  — Is  looking  for  a GENERAL 
PRACTITIONER.  Would  be  in  charge  of  the 
Medical- Surgical  Building  working  with  our  Con- 
sultants. Older,  but  still  capable,  man  will  be  con- 
sidered. Quarters  available  at  nominal  charge. 
Salary  open.  Please  contact  Superintendent’s  office 
enclosing  curriculum  vitae. 

EASTERN  WISCONSIN  CLINIC  in  rapidly 
growing  community  of  50,000  desires  board-eligible 
or  certified  physicians  in  obstetrics  and  gjmecology, 
pediatrics,  orthopedic  surgery,  urology  and  otolaryn- 
gology. Well-equipped  clinic  and  excellent  hos- 
pital facilities.  Lake  short  location  offers  ample 
recreational  facilities.  Attractive  financial  plan 
leading  to  early  full  partnership.  Full  expenses  paid 
for  applicants  invited  to  interview.  Call  or  write: 
F.  L.  Hildebrand,  M.D.,  Riverside  Clinic,  Menasha, 
Wisconsin. 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
by  11  in.)  white  paper.  Wide  margins 
(at  least  l'/4  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shown  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  E^ch  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  Journal’s 
address. 

Reprints  should  be  ordered  from  the  print- 
er. NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk.  Nebraska,  as  second 
class  matter. 
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BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


HYNSON,  WESTCOTT  & DUNNING,  INC 


BALTIMORE,  MARYLAND  21201 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT*  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Vz  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Current  Concepts  in  Surgical  Management 
of  Carcinoma  of  Lung  — W.  E.  Adams 
(55  E Erie  St.,  Chicago).  Dis  Chest  51: 
233-240  (March)  1967. 

Early  recognition  and  application  of  pres- 
ently available  therapeutic  methods  will  in- 
crease long-term  survival  in  primary  car- 
cinoma of  the  lung.  The  “brush  test”  has 
been  found  most  helpful  in  establishing  a 
positive  diagnosis  when  all  other  methods 
failed.  In  the  absence  of  a positive  diagnosis, 
exploratory  thoracotomy  is  indicated  unless 
calcium  is  present  in  orderly  expanding  rings, 
indicating  the  diagnosis  of  a granuloma.  In 
selected  peripherally  located  lesions,  lobec- 
tomy is  the  operation  of  choice  and  has 
yielded  50%  five-year  survivals  in  the  ab- 
sence of  positive  nodes  outside  of  the  re- 
moved lobe.  Preoperative  adjuvant  X-ray 
therapy  may  prove  to  be  of  value  in  select- 
ed patients. 


Antibiotic  - Resistant  Streptococci  in  the 
Mouths  of  Children  Treated  With  Peni- 
cillin — R.  M.  Stirland  (Manchester  Royal 
Infirmary,  Oxford  Rd,  Manchester,  Eng- 
land) and  N.  Shotts.  Lancet  1:405-408 
(Feb.  25)  1967. 

Specimens  of  saliva  from  49  children  re- 
ceiving penicillin  treatment  were  examined 
and  compared  with  similar  samples  from  54 
control  children.  Those  treated  in  hospital 
acquired  penicillin  - resistant  Streptococcus 
viridans  in  their  mouths  with  greater  speed 
and  certainty  than  those  treated  at  home. 
Resistant  salivary  streptococci  were  com- 
mon in  the  air  of  the  hospital  ward,  suggest- 
ing that  they  were  acquired  by  airborne 
cross-infection.  Penicillin-resistant  X viridans 
was  frequently  also  resistant  to  other  antibi- 
otics and  showed  some  increase  in  resistance 
to  ampicillin  and  cephaloridine.  This  variabil- 
ity may  be  sufficient  to  interfere  with  the 
adoption  of  standardized  regimens  for  chem- 
opi’ophylaxis  of  endocarditis,  particularly 
for  inpatients.  It  is  suggested  that  sensitiv- 
ity tests  on  oral  streptococci  should  be  per- 
formed before  deciding  on  the  choice  of 
chemoprophylactic  a g e nt  during  dental 
treatment  whenever  children  have  received 
any  antibiotic  in  the  preceding  two  months. 


Tandearir 

oxyphenbutazone 


Therapeutic  e/Zecfs:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation: history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia):  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 

(«i|^ 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHIOONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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OMAHA 


STOMY 


MEETINGS  - 8:00  p.m. 
2nd  Monday  each  month 
(Except  July -August) 

GOODWILL  INDUSTRIES 
nil  S.  41st  St. 
Omaha,  Nebraska 


ASSOCIATION 


A MUTUAL-AID  ORGANIZATION  FOR  ILEOSTOMY. 
COLOSTOMY  AND  OTHER  OSTOMY  PATIENTS. 


FOLLOWING  SERVICES  PROVIDED: 

CONTINUING  EDUCATION:  Lectures  to  Schools  of  Nursing,  Hospitals,  and 

Medical  Schools. 

VISITATION:  To  assist  ostomy  patients  in  attaining  a normal  living  pattern. 
MONTHLY  NEWSLETTER:  Helpful  suggestions  to  guide  new  ostomy  patients. 

For  further  information,  write:  Mrs.  Kenneth  Halleen,  Corr.  Sec'y 

6917  Bedford  Ave.,  Omaha,  Nebr.  68104 
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Daunomycin : Antitumor  Antibiotic  in  Treat- 
ment of  Neoplastic  Disease  — C.  Tan  et 
al  (Division  of  Clinical  Chemotherapy, 
Sloan-Kettering  Institute  for  Cancer  Re- 
search, New  York).  Cancer  20:333-353 
(March)  1967. 

Daunomycin  is  a new  antibiotic  in  the 
anthracycline  group  obtained  from  Strepto- 
viyces  peucetius.  It  consists  of  a pigmented 
aglycone  (daunomycinone)  in  glycoside  link- 
age with  an  amino  sugar  (daunosamine) . 
Differences  in  the  biological  effects  of  dau- 
nomycin, which  reacts  with  DNA,  and  acti- 
nomycin  D,  which  complexes  with  DNA  in 
a different  manner  to  inhibit  RNA  produc- 
tion, are  discussed.  The  toxic  effects  of 
daunomycin  are  a severe  local  reaction  if 
the  drug  extravasates,  bone  marrow  depres- 
sion resulting  in  leukopenia,  anemia,  throm- 
bocjdopenia  and  bleeding,  fever,  oral  ulcers, 
and  alopecia.  In  patients  receiving  main- 
tenance doses  of  daunomycin  in  the  develop- 
ment of  tachypnea,  tachycardia,  pulmonary 
insufficiency,  heart  failure,  and  hypotension 
possibly  is  associated  with  daunomycin,  but 


the  evidence  is  unclear.  Sixty  percent  of 
children  with  leukemia  obtained  brief,  com- 
plete or  partial  hematological  remissions 
from  a single  course  of  daunomycin.  The 
remission  could  be  prolonged  by  maintenance 
therapy.  Daunomycin  is  temporarily  effec- 
tive in  some  cases  of  neuroblastoma,  reticu- 
lum cell  sarcoma,  and  rhabdomyosarcoma. 


Removal  of  Carotid  Body  for  Asthma  — W. 
A.  L.  INIacGowan  (4  Fitzwilliam  PI,  Dub- 
lin). Dis  Chest  51 :278-281  (March)  1967. 

Nineteen  patients  suffering  from  intract- 
able asthma  were  submitted  to  unilateral 
removal  of  the  carotid  body.  Only  three 
were  improved  following  the  procedure;  in 
one  of  these  there  was  a strong  emotional 
factor.  Three  showed  permanent  rise  in 
blood  pressure,  an  undesirable  side  effect. 
There  was  no  mortality  or  morbidity  from 
the  operation  itself.  The  unsatisfactory  re- 
sults of  treating  chronic  bronchial  asthma 
by  removal  of  the  carotid  body  have  been 
confirmed  in  this  uncontrolled  series. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


BAYER 

chiLorbm 
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MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 


Lincoln's  Largest  Medical 
and  Office  Building 


CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Officces 


We  Invite  Your  Ingviiries 
for  Medical  Space 


C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Use  of  Vasopressors  to  Increase  Somatic 
Blood  Flow  — D.  B.  Skinner,  T.  F.  Camp, 
and  W.  G.  Austen  (USAF  School  of  Aero- 
space Medicine,  Brooks  AFB,  Tex).  Arch 
Surg  94:610-618  (May)  1967. 

The  effects  of  six  sympathomimetic  drugs 
on  the  cardiac  output  and  distal  aortic 
flow  in  dogs  were  studied  in  a controlled 
model  simulating  operative  conditions  of 
slight  hypotension  without  major  blood  vol- 
ume deficiency.  Observations  made  in  pa- 
tients who  required  these  drugs  during  car- 
diovascular operations  supported  the  results 
of  the  canine  experiments.  A drug-induced 
increase  in  blood  pressure  or  cardiac  out- 
put may  or  may  not  cause  a desired  increase 
in  limb  flow.  To  increase  flow  through  the 
distal  aorta,  small  doses  of  drugs  which  may 
cause  vasodilatation,  such  as  epinephrine, 
mephentermine,  or  isoproterenol,  appeared 
more  effective  than  drugs  which  primarily 
cause  vasoconstriction,  such  as  norepine- 
phrine, methoxamine,  and  metaraminol.  Un- 
desirable effects  of  these  drugs  must  be 
recognized. 
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To  help  you  relieve  anxiety  and  tension 

serax 

(oxazepam) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Pharmacology  of  Ethyl  Dibunate,  a New 
Antitussive  Agent  — I.  Shemano,  J.  M. 
Beiler,  and  J.  T.  Hitchens  (National  Drug 
Co  Research  Lab,  Philadelphia).  Arch 
Int  Pharmacodyn  165:410-424  (Feb) 
1967. 

The  antitussive  activity  of  ethyl  dibunate, 
in  sharp  contrast  to  that  of  codeine  and  dex- 
tromethorphan, was  not  accompanied  by  any 
observable  side  effects.  Oral  doses  as  high 
as  5,000  mg/kg  body  weight  failed  to  pro- 
duce death  or  marked  symptoms,  whereas 
oral  doses  in  dogs  as  low  as  20  mg/kg  pro- 
duced a significant  antitussive  effect.  The 
oral  antitussive  potency  of  ethyl  dibunate 
in  dogs  was  about  one  half  to  one  fourth 
that  of  codeine  in  the  sulfuric  acid  spray 
test  but  markedly  less  than  that  of  codeine 
in  the  vibrating  slug  test  in  dogs.  In  anes- 
thetized cats,  ethyl  dibunate  was  one  fourth 
to  one  fifth  as  potent  as  codeine  and  dex- 
tromethorphan in  suppressing  cough  induced 
mechanically  with  a feather.  In  anesthetized 
cats,  ethyl  dibunate  was  found  to  be  equal- 
ly effective  in  inhibiting  cough  induced  by 
superior  laryngeal  nerve  stimulation. 


Acceleration  of  Healing  With  Zinc  Sulfate — 
W.  J.  Pories  et  al  (USAF  Hosp  W-P, 
Wright-Patterson  AFB,  Ohio).  Ann  Surg 
165:432-436  (March)  1967. 

Zinc  is  intimately  involved  in  healing. 
Zinc-deficient  animals  heal  poorly,  zinc-65 
localizes  preferentially  in  healing  tissues, 
and  the  addition  of  extra,  readily  available 
zinc  salts  accelerates  healing  in  rats.  Zinc 
also  appears  to  play  an  important  role  in  hu- 
man healing.  Patients  with  severe  burns  de- 
velop significant  zinc  deficits,  and  it  is  like- 
ly that  patients  with  other  healing  problems 
also  have  zinc  stores  which  are  inadequate  to 
meet  the  demands  of  healing  tissues.  Oral 
medication  with  220  mg  of  zinc  sulfate 
three  times  a day  resulted  in  the  accelera- 
tion of  healing  by  43%  in  a controlled  study 
in  young  men  with  granulating  wounds. 
Zinc  therapy  deserves  a trial  as  an  adjunct 
in  the  treatment  of  patients  with  healing 
problems. 


Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14 


A 

Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  toitj 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing IcTOTEST®  Reagent  Tablets,  the  30-sec- 
ond  determination  for  bilirubinuria— which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 

AMES  COMPANY  (g) 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514  AmeS 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  4oi$7 


Cryoprecipitate  — New  Product  for  the 
Control  of  Bleeding  in  Hemophilic  Patients 

B.  G.  Grobbelaar  (Natal  Blood  Transfu- 
sion Service,  Durban,  South  Africa).  S 
Afr  Med  J (Cape  Town)  41:91-92  (Feb  4) 
1967. 

Using  a double  bag,  blood  is  collected  in  the 
primary  bag  and  centrifuged  to  separate  the 
blood  cells  from  the  plasma.  The  supernat- 
ant plasma  is  expressed  into  the  secondary 
bag  through  the  integral  connecting  tube  and 
the  secondary  bag  containing  the  plasma  is 
frozen.  The  frozen  plasma,  together  with 
the  red  cells  in  the  primary  bag  are  placed 
in  an  ordinary  refrigerator  overnight  to  al- 
low the  frozen  plasma  to  thaw.  The  bags 
are  again  centrifuged  in  a refrigerated  cen- 
trifuge; the  supernatant  plasma  is  ex- 
pressed back  into  the  primary  bag,  leaving 
the  cold  precipitate  in  the  secondary  bag. 
The  cryoprecipitate  is  stored  at  — 20  C to 
— 30  C until  required  and  immediately  be- 
fore use  is  dissolved  in  10  ml  of  sterile  ci- 
trated  saline.  The  cryoprecipitate  contains 
approximately  46%  of  the  AHG  orginally 
present  in  the  unit  of  blood.  Because  of  the 
small  volume  of  the  product,  the  patient’s 
AHG  concentration  can  be  increased  to  any 
desired  level  without  danger  of  circulatory 
overload.  A successful  case  of  major  surgi- 
cal procedure  in  a hemophilic  boy  in  whom 
hemostatic  control  was  achieved  with  12- 
hour  infusion  of  AHG-rich  cryoprecipitate  is 
reported. 


Microwave  Oven  Radiation  Hazards  in 
Food  - Vending  Establishments  — H.  J. 

Suroviec  (Meadville,  Pa).  Arch  Environ 
Health  14:459-462  (March)  1967. 

Microwave  ovens  used  in  food  service  es- 
tablishments were  monitored  with  an  electro- 
magnetic radiation  detector  to  determine  if 
operators  were  exposed  to  hazardous  micro- 
wave  intensities.  Ovens  in  self-service 
vending  and  other  food  service  establish- 
ments were  evaluated.  The  results  indicated 
leakage  around  the  periphery  of  the  doors 
and  through  door  grills  which  presents  a 
potential  hazard. 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOe  MASKI^ 


things  go 

better,! 

^with 

Coke 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Urnley  medical 

SLPPLY  COMPAIVY 

2415  "b”  St..  Lincoln  1.  Nebraska 
AUTHOIIZED  CONTIACT  AGENT 


“You’re  in  luck,  Sam.  I hit  a doctor.” 
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ORGANIZATIONS.  STATE = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 

Milton  N.  Stastny,  M.D.,  Secy-Treas. 

3612  Cuming,  Omaha,  Nebr.  68131 

Nebraska  Blue  Cross-Blue  Shield 
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3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
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Robert  S.  Long,  M.D.,  President 
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Harold  Horn,  MD,  Secretary 
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(Warning:  may  be  habit  forming) 

BEX'SULFOID®  (Sec  P D R) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  L.AW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 


AVAIL.XBLE  

Solfoton  (yellow.,  uncoated  tablets  “P") 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 
100s,  500s,  1000s 

Solfoton  SJ C (sugar-coated  beige  tablets) 
100s,  500s.  4000s 


WM.  P.  POVTHRESS  & CO.,  INC. 
RICH.MONn,  VIRGIM.\  23217 
.Manufacturers  of  ethicat pharmaceuticals  since  1856 


Treatment  of  Respiratoiy  Infections  in  Chil- 
dren With  Methacycline  — T.  S.  Bumbalo 
and  E.  R.  Gabrieli  (Dept  of  Pediatrics, 
State  Univ  of  New  York,  Buffalo).  Clin 
Pediat  6:74-76  (Feb)  1967. 

Methacycline  in  dosage  of  5 mg/lb  body 
weight  per  day  was  found  to  be  an  effective 
antibiotic  agent  in  the  treatment  of  acute 
upper  and  lower  respiratory  infections  in  54 
children.  Methacycline  was  well  accepted 
and  tolerated  by  every  child.  No  gastro- 
intestinal disturbances,  increase  in  intra- 
cranial pressure,  laboratory  indications  of 
toxicity,  or  any  other  evidences  of  untoward 
effects  were  observed. 


Phenoxybenzamine  in  Septic  Shock  — R.  W. 
Anderson  et  al  (Walter  Reed  Army  Insti- 
tute of  Research,  Walter  Reed  Army  Med- 
ical Center,  Washington,  DC).  Ann  Surg 
165-341-350  (March)  1967. 

A series  of  young  patients  with  well-de- 
fined diagnosis  and  refractory  clinical  shock 
were  studied  hemodynamically.  When  con- 
ventional methods  of  therapy  failed  to  cor- 
rect their  hemodjmamic  deficits,  phenoxy- 
benzamine was  administered  and  physiologi- 
cal parameters  carefully  monitored.  The 
pattern  of  response  in  these  patients  sug- 
gests that  phenoxybenzamine  improved  car- 
diac function  directly  and  thereby  improved 
tissue  capillary  perfusion  to  a considerable 
degree. 


“My  gall  bladder,  Doctor.  It’s  acting  up 
again.” 
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Prolonged  Nasotracheal  Intubation  in  Adults  ] 
vs  Tracheostomy  — J.  Kuner  and  A.  GoM-  I 
man  (9201  Sunset  Blvd,  Los  Angeles).  Dis 
Chest  51:270-274  (March)  1967. 

Nasotracheal  intubation  cannot  be  em- 
ployed for  periods  of  months  or  years  as 
tracheostomies  can,  but  it  can  be  effective- 
ly used  in  coronary  care  and  intensive  care 
units  for  airway  management  during  an 
acute  process.  Nasotracheal  intubation  has 
a mortality  of  zero  as  compared  with  tra- 
cheostomy which  has  a mortality  of  approxi- 
mately 3%  ; it  can  be  safely  and  effectively 
used  over  prolonged  periods  of  time  for  the 
management  of  an  airway  without  the  haz- 
ards of  hemorrhage,  pneumothorax,  and  em- 
physema. 


Cobalt  60  Teletherapy  of  Early  Carcinoma 
of  the  Vocal  Cords  — C.  M.  Chahbazian 
and  J.  A.  Del  Regato  (Dept  of  Radiothera- 
py) , Penrose  Cancer  Hosp,  Colorado 
Springs,  Colo).  Amer  J Roentgen  99:333- 
335  (Feb)  1967. 

A series  of  16  consecutive  cases  of  squam- 
ous cell  carcinoma  of  the  vocal  cords  and 
anterior  commissure  were  treated  with  co- 
balt 60  teletherapy  with  an  average  dose 
of  6,500  to  7,000  roentgens  at  the  mid-sagit- 
tal point  of  the  larynx  for  25  to  32  days. 
Only  one  patient  in  this  series  showed  a 
local  recurrence  after  treatment. 


“I  don’t  know.  What  do  you  think?” 
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Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  WOO  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat  pharmaceuticals  since  1856 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
cedingr  date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal.  1315  Sharp  Building, 
Lincoln.  Nebraska. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

YOUNG  GENERAL  PRACTITIONER  — In  west- 
ern Nebraska  needs  associate  with  partnership  in 
mind.  Write  Joe  Saults,  M.D.,  Mullen,  Nebraska. 


LOCUM  TENENS  needed  for  September  7th 
through  September  23rd.  Living  quarters  provided. 
Bring  your  wife.  Contact:  A.  Dean  Gilg,  M.D.,  Bas- 
sett, Nebraska  68714. 


WANTED  — General  practitioner  to  associate 
with  another  general  practitioner  in  North  Central 
Nebraska  city  of  2,000.  Salary  to  start,  partnership 
later  or  other  tenns  could  be  ai'ranged.  Contact 
Floyd  H.  Shiffermiller,  M.D.,  Ainsworth,  Nebraska. 


REGISTERED  male  Lab  and  X-ray  Tech  with 
7 years  experience  desires  position  in  clinic  on  a 
per  cent  basis.  Write  Box  69,  Nebraska  State  Med- 
ical Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska 68508. 


THE  HASTINGS  STATE  HOSPITAL,  Ingle- 
side,  Nebraska  — Is  looking  for  a GENERAL 
PRACTITIONER.  Would  be  in  charge  of  the 
Medical-Surgical  Building  working  wuth  our  Con- 
sultants. Older,  but  still  capable,  man  will  be  con- 
sidered. Quarters  available  at  nominal  charge. 
Salary  open.  Please  contact  Superintendent’s  office 
enclosing  curriculum  vitae. 

EASTERN  WISCONSIN  CLINIC  in  rapidly 
growing  community  of  50,000  desires  board-eligible 
or  certified  physicians  in  obstetrics  and  gynecology, 
pediatrics,  orthopedic  surgeiy,  urology  and  otolaryn- 
gology. Well-equipped  clinic  and  excellent  hos- 
pital facilities.  Lake  short  location  offers  ample 
recreational  facilities.  Attractive  financial  plan 
leading  to  early  full  partnership.  Full  expenses  paid 
for  applicants  invited  to  interview.  Call  or  write: 
F.  L.  Hildebrand,  M.D.,  Riverside  Clinic,  Menasha, 
Wisconsin. 
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Diuretic  and  Antihypertensive  Actions  of 
Furosemide  — D.  E.  Hutcheon  and  G. 
Leonard  (New  Jersey  College  of  Medicine 
and  Dentistry,  Jersey  City).  J Clin  Phar- 
macol 7 :26-33  (Jan-Feb)  1967. 

Furosemide  (4-chloro-N-  (2-f uryl-methyl)  - 
5-sulfamoylanthranilic  acid)  caused  a prompt 
increase  in  sodium,  potassium,  and  chloride 
excretions  in  patients  with  chronic  conges- 
tive heart  failure.  Doses  of  50,  100,  and  200 
mg  orally  produced  progressively  increasing 
diuretic  responses.  When  given  over  a pe- 
riod of  one  week  to  patients  with  essential 
hypertension,  furosemide  in  doses  of  100 
to  200  mg  orally  per  day  caused  a significant 
decrease  in  systolic  and  diastolic  pressure. 
A significant  lowering  of  blood  pressure  was 
also  demonstrated  in  hypertensive  patients 
treated  with  furosemide  over  a period  of  one 
year.  Biochemical  alterations  during  furo- 
semide administration  included  elevation  of 
fasting  blood  glucose  levels  in  patients  with 
diabetes  mellitus,  increased  uric  acid  concen- 
trations, and  lowering  of  plasma  potassium 
levels.  All  biochemical  changes  were  re- 
versible when  the  drug  was  discontinued. 
No  evidence  of  hematologic  or  hepatic  dys- 
function was  observed  in  16  patients  who 
received  furosemide  in  a daily  dose  of  40 
to  160  mg  over  a 52-week  period. 


Water  Intoxication  in  Two  Infants  Following 
the  Voluntary  Ingestion  of  Excessive 
Fluids  — S.  Dugan  and  M.  A.  Holliday 
(New  Pathology  Bldg,  San  Francisco  Gen- 
eral Hosp,  San  Francisco).  Pediatrics 
39:418-420  (March)  1967. 

Two  infants  who  developed  water  intoxi- 
cation from  voluntary  water  ingestion  are 
reported.  Both  were  admitted  to  hospital 
because  of  seizures  and  had  a history  of 
extraordinary  water  ingestion.  One  was 
given  a formula  made  in  one  sixth  the  nor- 
mal dilution  (3.3  caloric  ounces)  by  error 
and  ingested  up  to  60  oz  a day.  The  second 
was  given  rice  water  with  sucaryl  feedings 
because  of  diarrhea  and  ingested  65  to  75 
oz  a day.  Both  had  hyponatremia  and  re- 
covered promptly  as  diuresis  ensued. 


After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Contains  opium  (H  grain)  15  mg.  per  fluid 
ounce. 


warning : may  be  habit  forming 

Pectin (2'/2  grains)  162  mg. 

Kaolin  (specially  purifled)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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INFLAMMATION; 

A cellular 


I 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Worldwide 
clinica 
experience 
coniirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  with  Synalar* 

Efficacy  Documented  in  over  4,000  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
Fot  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tbberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkbeimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


fluocinolone  acetonide— an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC..  PALO  ALTO.  CALIP. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


r 


muHnone’ 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


/ 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

•Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habll  forming. . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSLNG  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phcnobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications;  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDR.ANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDR.ANE  GG  ELIXIR — Four  3 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

W.M.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
.Manufacturers  of  ethical  pharmaceuticals  since  1856 


Investigations  in  Colored  Radiography  — ■ 

H.  R.  Prins  (Lowell  Technological  Insti-  ^ 

tute,  Lowell,  Mass),  J.  L.  Katz,  and  F.  W.  * 
Billmeyer.  Amer  J Roentgen  98:966-978 
(Dec)  1966. 

Various  factors  involved  in  colored  radio-  | 

graphs  are  discussed.  The  energy  range  | 

covered  in  this  study  was  limited  by  two  fac-  I 

tors : first,  the  film  was  not  evaluated  much  ^ 

past  50  KV  since  the  main  motive  in  evaluat-  ) 

ing  it  was  for  the  application  in  crystallog-  < 

raphy;  second,  above  50  KV  Compton  scat-  1 

tering  of  photons  becomes  considerable  and  ) 

their  attenuation  cannot  be  predicted  in  a ’ 

straightforward  manner.  Change  in  color 
from  one  component  to  another  is  gradual 
since  the  change  in  the  subjects’  spectral  i 

transmission  curve  is  gradual.  The  follow-  t 

ing  conclusions  were  drawn : the  radio-  ^ 

graphic  process  can  be  completely  defined  C 

by  specifying  the  spectral  energy  distribu-  f 

tion  curve  of  the  X-ray  source,  the  spectral  I 

transmission  curve  of  the  subject,  and  the  J 

spectral  response  curve  of  the  recording  I 

medium;  each  subject  component  has  its 
own  unique  spectral  transmission  curve 
which  is  a function  of  its  chemical  compo- 
sition, density  and  thickness;  the  X-ray 
beam  can  be  resolved  into  narrow  energy 
bands,  which,  when  used  to  take  radio- 
graphs, change  the  magnitude  and  order  of  , 
the  densities  of  the  subject  components; 
colored  radiographs  contain  more  informa- 
tion than  conventional  radiographs.  . 

Intranasal  Freezing  for  Severe  Epistaxis  — 

C.  C.  Bluestone  (3500  Fifth  Ave,  Pitts- 
burgh) and  H.  C.  Smith.  Arch  Otolaryng 
85:445-447  (April)  1967. 

Intranasal  freezing  has  been  highly  suc- 
cessful in  the  emergency  control  of  severe 
epistaxis  in  21  patients.  There  was  only 
one  recurrence  in  the  immediate  postfreeze 
period,  and  there  were  no  serious  complica- 
tions. During  a one-year  follow-up,  no  sig- 
nificant sequelae  were  noted,  but  all  pa-  ^ 
tients  with  hereditary  telangiectasia  have 
had  recurrence  of  epistaxis.  The  procedure 
has  been  found  to  be  safe,  technically  sim- 
ple, effective,  and  well  tolerated  by  the  pa-  - 
tients.  It 
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Antiperistaltic  Segments  After  Massive  In- 
testinal Resections  — C.  W.  Venables,  H. 
Ellis,  and  A.  D.  M.  Smith  (Westminster 
Hosp,  London).  Lancet  2:1390-1394 
(Dec  24)  1966. 

A reversed  intestinal  segment  was  insert- 
ed as  an  elective  procedure  after  massive 
resection  for  a mesenteric  embolus.  Studies 
of  the  patient’s  absorptive  capacity  before 
and  after  the  operation  showed  a definite 
improvement  in  fat  absorption  and  slight  im- 
provement in  protein  absorption.  Labora- 
tory experiments  showed  that  weight  loss 
after  massive  resection  could  be  prevented 
in  the  rat  by  insertion  of  a reversed  seg- 
ment, and  that  vitamin  Bja  absorption  was 
maintained  at  normal  levels  up  to  at  least 
eight  weeks  after  the  operation. 

Antacid  and  Anticholinergic  Drug  Therapy 
of  Peptic  Ulcer  — D.  W.  Piper  (Royal 
North  Shore  Hosp  of  Sydney,  Crows  Nest, 
NSW,  Australia.  Gastroenterology  52: 
1009-1018  (June)  1967. 

The  treatment  of  peptic  ulcer  in  general 
and  antacid  and  anticholinergic  drugs  in  par- 
ticular are  discussed.  It  is  concluded  that 
calcium  carbonate  is  the  antacid  of  choice; 
an  adequate  dose  is  4 gm  each  hour  while 
the  patient  is  awake  and  is  only  indicated  if 
(1)  no  renal  disease  is  present  and  (2)  the 
serum  calcium  can  be  estimated  each  week. 
Anticholinergic  drugs  are  indicated  in  all 
cases  of  duodenal  ulcer;  pharmacologically 
effective  doses  must  be  given. 


“Oh,  hello  dear.  Are  you  coming  or  going? 


removes  the  mental  blur 


that  clouds  vision 


SOlFOrON 

® 

Each  (ablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning;  may  be  habit  forming) 

BENSL'LFOID®(SccPDR) 65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  interv^als 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAIL.ABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POVTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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TWO  MORE  STATE  MEDICAL  ASSOCIATIONS 
APPROVE  USUAL  AND  CUSTOMARY 


The  House  of  Delegates  of  the  Illinois  State  Medical  Society  and  the  Oklahoma 
State  Medical  Association  have  authorized  Blue  Shield  Plans  to  upgrade  patient 
coverage  by  their  approval  of  new  programs  covering  usual  and  customary 
charges.  Endorsement  of  the  new  concept  by  the  two  state  medical  societies 
was  made  after  Blue  Shield  Plans  requested  permission  to  underwrite  the 
higher  benefit  programs.  Both  state  societies  approved  permission  for  review 
of  problem  claims  by  county  medical  society  committees.  State  society  com- 
mittees will  also  hear  appeals  by  either  parties  if  needed. 

The  Illinois  house  of  delegates  opened  the  way  for  Blue  Shield  to  under- 
take its  first  full  payment  program.  The  reference  committee  in  which  the 
proposal  was  presented  told  the  house  that  it  considered  the  usual  and  cus- 
tomary method  a practical  approach  to  physician  payment.  It  added  that  pre- 
payment based  on  this  concept  maintains  the  doctor-patient  relationship  and, 
by  definition,  pays  the  vast  majority  of  physicians  their  full  charges. 

This  portion  of  the  committee's  report  was  adopted  without  change,  as 
was  a further  recommendation  that  disputed  fees  be  adjudicated  by  county 
medical  societies.  Illinois  Blue  Shield  had  asked  for  this  provision,  and  had 
offered  a pre-commitment  to  the  findings  of  the  physician  committees. 

The  Oklahoma  State  Medical  Association  recorded  itself  as  approving  all 
health  insurance  of  high  quality,  but  reserved  a "special  endorsement  for 
the  programs  offered  by  the  Oklahoma  Blue  Cross  and  Blue  Shield  Plans."  It 
also  commented  favorably  on  Blue  Shield's  "unique  cooperative  relationship" 
with  Oklahoma  medicine  and  upon  its  "public  service  philosophy."  In  view 
of  these  factors,  it  said,  it  will  recognize  Blue  Shield  as  "the  preferred  fiscal 
agent  for  health  care  financing." 

The  Oklahoma  physicians  pointed  out  that  the  new  usual  and  customary 
program  will  not  only  provide  more  equitable  payments  to  doctors,  but  will 
represent  a greater  bargain  to  subscribers.  They  cited  as  advantages  an  im- 
proved scope  of  benefits,  a wider  range  of  options  for  middle-income  families, 
and  greater  predictability  of  coverage. 

To  date,  fifty-four  Blue  Shield  Plans  in  the  United  States  offer  coverage 
based  on  the  usual  and  customary  concept  with  the  approval  of  state  medical 
societies. 


NEBRASKA  BLUE  SHIELD  Kilpatrick  Building,  Omaha,  Nebraska 
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OMAHA 


STOMY 


MEETINGS  - 8:00  p.m. 
2nd  Monday  each  month 
(Except  July -August) 

GOODWILL  INDUSTRIES 
nil  S.  41st  St. 
Omaha,  Nebraska 


ASSOCIATION 


A MUTUAL-AID  ORGANIZATION  FOR  ILEOSTOMY. 
COLOSTOMY  AND  OTHER  OSTOMY  PATIENTS. 


FOLLOWING  SERVICES  PROVIDED: 

CONTINUING  EDUCATION:  Lectures  to  Schools  of  Nursing,  Hospitals,  and 

Medical  Schools. 

VISITATION:  To  assist  ostomy  patients  in  attaining  a normal  living  pattern. 
MONTHLY  NEWSLETTER:  Helpful  suggestions  to  guide  new  ostomy  patients. 

For  further  information,  write:  Mrs.  Kenneth  Halleen,  Corr.  Sec'y 

6917  Bedford  Ave.,  Omaha,  Nebr.  68104 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


DIVI.EY  MEDICAL 

SI'FI'LY  CIIMPAIVY 

2415  "b"  St.,  Lincoln  1,  Ncbraiko 
AUTHORI2ED  CONTRACT  AGENT 
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In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg. ; aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Picture  of 
low  back  pain 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy® 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action,^-®  and  to  retain  effectiveness 
even  on  continued  administration,®-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte®™BLEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
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turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
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Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 
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142  South  13th  Street  1701  South  17th  Street 
Phone  432- 1 246  Phone  423-2329 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Owned  by  The  Huse  Publiching  Co. 
Letterheads  • Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


“I’m  saving  that  for  the  next  person  who 
says  the  word  ‘Medicare’.’’ 
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USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 
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‘POLYSPORr^ 

POLYMYXIN  B-BACrTRAOl  I 

OINTMENT  I 

Np  prevent  infection  ii| 
toms,  and  abrasioii^i 
Old  in  healing*  1 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


“I  realize  my  appointment  isn’t  till  three, 
but  I thought  you  might  be  imnning  a bit 
ahead,  so  . . .” 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

YOUNG  GENERAL  PRACTITIONER  — In  west- 
ern Nebraska  needs  associate  with  partnership  in 
mind.  Write  Joe  Saults,  M.D.,  Mullen,  Nebraska. 

WANTED  — General  practitioner  to  associate 
with  another  general  practitioner  in  North  Central 
Nebraska  city  of  2,000.  Salary  to  start,  partnership 
later  or  other  terms  could  be  arranged.  Contact 
Floyd  H.  Shiffermiller,  M.D.,  Ainsworth,  Nebraska. 


SUCCESSFUL  SOLO  PHYSICIAN,  General 
Practice,  same  location  a number  of  years,  graduate 
eastern  school,  desires  to  relocate  in  urban  area 
solo  or  group.  Nebraska  and  Kansas  license; 
county,  state  and  A.M.A.  member.  Write  Box  70, 
Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln,  Nebraska  68508. 

FOR  RENT  OR  SALE  — Office  and  equipment 
of  EENT  man.  Income  in  excess  of  $50,000. 
Town  of  17,000  with  drawing  population  of  more 
than  40,000.  Will  set  up  training  program  for 
anyone  interested  in  specializing.  Contact:  Box 
71,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska  68508. 

EASTERN  WISCONSIN  CLINIC  in  rapidly 
growing  community  of  50,000  desires  board-eligible 
or  certified  physicians  in  obstetrics  and  gynecology, 
pediatrics,  orthopedic  surgery,  urology  and  otolaryn- 
gology. Well-equipped  clinic  and  excellent  hos- 
pital facilities.  Lake  short  location  offers  ample 
recreational  facilities.  Attractive  financial  plan 
leading  to  early  full  partnership.  Full  expenses  paid 
for  applicants  invited  to  interview.  Call  or  write: 
F.  L.  Hildebrand,  M.D.,  Riverside  Clinic,  Menasha, 
Wisconsin. 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
(SYo  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shown  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  JoumaTs 
address. 

Reprints  should  be  ordered  from  the  print- 
er. NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’®’’^’® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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BALTIMORE,  MARYLAND  21201 


NewTarey  ton  100’s  with  even 
more  of  the  taste  worth  fighting  for. 
Tareyton-Americo’s  largest- 
selling  charcoal-tip  cigarette. 


Hypertension  Past  60  — G.  Onesti  and  J.  H. 

Moyer  (Dept  of  Medicine,  Hahnemann 

^ledical  College,  Philadelphia).  Geriatrics 

22:192-199  (March)  1966. 

In  the  aged  person,  systolic  and  indirectly 
diastolic  hypertension  most  commonly  result 
from  increased  rigidity  of  large  arterial  ves- 
sels. Oral  diuretics  should  be  used  because 
of  definite  antihypertensive  action,  low  in- 
cidence of  side  effects,  and  ability  to  poten- 
tiate other  antihypertensive  drugs.  Most 
patients  with  moderate  or  severe  hyperten- 
sion require  a two-  or  three-drug  regimen  in 
order  to  achieve  significant  reduction  in 
blood  pressure.  Cerebral  blood  flow  falls 
with  advancing  years  from  the  normal  of 
60  ml/100  gm/min  to  an  average  of  39 
ml/100  gm/min.  With  drastic  reduction 
of  the  systemic  blood  pressure,  cerebral  is- 
chemia may  follow.  It  is  imperative  that 
the  dosage  of  drugs  be  adjusted  to  avoid  the 
occurrence  of  cerebrovascular  insufficiency. 
The  concomitant  use  of  rauwolfia  compounds 
or  guanethidine  reduces  the  cardiostimula- 
tory  effect  of  hydralazine.  Studies  of  renal 


function  in  hypertensive  subjects  reveal  a 
significant  decrease  in  glomerular  filtration 
rate  and  renal  plasma  flow.  In  the  presence 
of  advanced  impairment  of  renal  function, 
alphamethyl-dopa  represents  the  antihyper- 
tensive of  choice. 

Mantoux  Tuberculin  Testing:  Standard 

Method  vs  Jet  Injection  — 0.  L.  Bettag 
(526  S Crescent  Blvd,  Glen  Ellyn,  111)  and 
C.  Hall.  Dis  Chest  51:530-536  (May) 
1967. 

There  is  a difference  between  standard  and 
jet  injector  reactions.  Induration  of  the 
standard  method  is  flatter  and  more  diffuse 
as  distinguished  from  the  jet  method  which 
is  higher  and  more  concentrated.  There  are 
more  reactions  to  the  jet  injector  at  5 mm 
and  under.  When  the  jet  injector  and  stand- 
ard tests  both  are  positive,  the  jet  reaction 
usually  is  smaller.  At  approximately  5 to 
10  mm  readings,  the  correlation  is  essential- 
ly the  same.  From  10  mm  upward,  the  find- 
ings are  similar  except  that  standard  method 
reactions  usually  are  slightly  larger. 
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Pulmonary  Edema  in  the  Course  of  Blood 
Tranfusion  Without  Overloading  the  Cir- 
culation — E.  Philipps  and  F.  G.  Fleisch- 
ner  (122  Sewall  Ave,  Brookline,  Massa- 
chusetts). Dis  Chest  50:619-623  (Dec) 
1966. 

Three  cases  of  transient  pulmonary  edema 
in  the  course  of  blood  transfusion  reactions 
are  reported.  The  edema  seen  radiologically 
was  presumably  mainly  interstitial,  was  ac- 
companied by  cough,  fever,  and  cyanosis,  and 
could  not  be  identified  by  physical  examina- 
tion. The  reactions  are  attributed  to  incom- 
patibility of  undetermined  nature.  Hyper- 
volemia is  not  considered  the  causative  fac- 
tor because  of  the  small  amount  of  trans- 
fused blood  and  lack  of  clinical  evidence  of 
left  ventricular  failure.  The  role  of  hista- 
mine release  and  capillary  permeability  as 
possible  causative  factors  in  the  pathophysi- 
ology of  the  pulmonary  edema  is  discussed. 
With  the  recent  interest  in  postcardiotomy 
reactions,  the  study  of  this  fleeting  pulmon- 
ary edema  in  nonsurgical  cases  may  shed 
some  light  upon  the  more  complex  postperfu- 
sion lung  syndrome. 


Umbilical  Vessel  Cardiac  Catheterization  and 
Angiocardiography  — L.  M.  Linde  et  al 
(UCLA  School  of  Medicine,  Los  Angeles). 
Circulation  34:984-988  (Dec)  1966. 

Cardiac  catheterization  from  an  umbilical 
vessel  approach  was  evaluated  in  50  infants 
in  the  first  ten  days  of  life.  Although  all 
infants  were  in  poor  or  critical  condition,  the 
method  was  safe  and  effective  with  com- 
plete correct  diagnosis  in  74%.  The  um- 
bilical arterial  approach  was  particularly  suc- 
cessful, and  many  of  the  limitations  and  com- 
plications associated  with  the  use  of  per- 
ipheral arteries  were  eliminated.  Other  ad- 
vantages include  the  simplicity  and  speed  of 
the  technique,  lack  of  necessity  for  general 
or  local  anesthesia,  and  the  fact  that  these 
large  vessels  can  be  ligated  with  impunity 
at  the  end  of  the  study.  The  procedure  ap- 
pears particularly  valuable  for  early  diag- 
nosis and  determination  of  operability  in  the 
critically  ill  newborn  infant  with  cyanosis 
or  heart  failure. 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (V*  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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rouTINE  TB  screeninp  with 
TUBERCULIN,  TINE  TEST 

(Rosenthal)  Lederle 


A method  so  rapid  and 
simple  that  you  just  swab, 
uncap... press... and  discard. 

^ Results,  read  at  48  to  72  hours,  are  comparable 

in  accuracy  to  those  of  older  standard  inlradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.^  Side  effects  are  possible  but  rare:  vesiculation, 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  witua 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  2s) 

j LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y.  ^ 

448-7 -486S  9 


The  Fate  of  Ovaries  Preserved  at  the  Time 
of  Hysterectomy  — J.  C.  DeNeef  and  Z. 
J.  R.  Hollenbeck  (Ohio  State  Univ  College 
of  Medicine,  Columbus).  Amer  J Obstet 
Gynec  96:1088-1097  (Dec  15)  1966. 

Cytological  and  clinical  observations  of  207 
patients  who  underwent  hysterectomy,  with 
or  without  removal  of  the  ovaries,  are  report- 
ed. The  incidence  of  pathological  changes 
in  the  retained  ovaries  was  low,  incidence  of 
postoperative  menopausal  symptoms  was 
higher  among  patients  in  whom  both  ovaries 
were  removed  at  the  time  of  hysterectomy 
than  among  patients  who  had  ovarian  tissue 
preserved.  As  ovarian  function  did  not  cease 
at  the  age  of  45,  this  did  not  appear  to  be  a 
realistic  dividing  line  for  the  decision  to  re- 
move healthy  ovarian  tissue.  Ovulation  oc- 
curring in  one  woman  21  years  after  hys- 
terectomy with  unilateral  oophorectomy  was 
shown  by  evaluation  of  vaginal  exfoliative 
cytology;  no  correlation  was  found  between 
menopausal  symptoms  and  the  actual  hor- 
monal status  of  the  patients  as  evaluated  by 
vaginal  cytology.  Individual  evaluation  of 


vaginal  cytology  rather  than  over-simplifica- 
tion of  the  method  is  stressed. 

Treatment  of  Pulmonary  Embolism  With  Fi- 
brinolytic Agents  — E.  E.  Cliffton  (Cor- 
nell Univ  Medical  College,  New  York).  Bull 
NY  Acad  Med  43:267-281  (April)  1967. 

Forty-five  patients  with  pulmonary  em- 
bolus were  treated  with  fibrinolysin.  Two 
had  previous  vena  cava  ligation  and  were 
treated  to  prevent  exacerbation  of  the  edema 
and  thrombophlebitis;  14  had  massive  em- 
bolism, 9 (64%)  survived  the  embolus.  Five 
(36%)  died  acutely  from  the  embolus  or 
irreversible  changes  despite  apparent  dis- 
solution of  the  clot  in  three.  Five  others 
died  of  other  diseases  after  apparent  recov- 
ery from  the  embolism.  Thirty  patients 
were  treated  for  acute  single  — not  massive 
— or  multiple  pulmonary  emboli.  Of  these, 
25  survived ; of  those  who  survived,  two  had 
recurrence  of  emboli  and  a vena  cava  liga- 
tion was  successful,  while  two  others  had 
late  recurrence  of  emboli  with  massive  occlu- 
sion and  death. 
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USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 


‘POLYSPORr; 

POLYMYXIN  B-BACURACI 

OINTMENT  i 

Wp  prevent  infectioBiii 
^^«rns,and  abrosioii|^ 
aid  in  heoliiig* 


The  Lobotomy  Patient  — A Decade  Later : 
Follow-Up  Study  of  a Research  Project 
Started  in  1948  — A Miller  (999  Queen 
St  W,  Toronto).  Canad  Med  Assoc  J 96: 
1095-1103  (April  15)  1967. 

One  hundred  and  fifty  patients  with 
chronic  mental  illness  were  treated  with  pre- 
frontal lobotomy  between  1948  and  1952  as 
part  of  a research  study.  Follow-up  assess- 
ments of  116  of  the  patients  were  made  in 
1951  and  again  in  1962;  67%  improved  suf- 
ficiently to  live  out  of  hospital,  although 
26%  did  have  periods  of  relapse  requiring 
further  treatment.  Maximum  postoperative 
response  usually  occurred  at  six  months  and 
was  generally  maintained  subsequently. 
Most  significant  complications  of  lobotomy 
were  a 12%  incidence  of  epilepsy  and  a 91% 
incidence  of  personality  defect.  The  results 
of  this  lobotomy  study  were  examined  in 
relationship  to  current  psychiatric  therapy, 
with  particular  reference  to  recent  clinical 
experience  with  lobotomy.  By  reserving  the 
use  of  prefrontal  lobotomy  for  only  selected 
cases  of  intractable  mental  disorder,  it  has 


probably  found  its  proper  place  and  indica- 
tions in  psychiatric  treatment. 


“I  hope  you  don’t  mind.  I have  several 
patients  on  the  critical  list.” 
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Nebraska  State  Medical 


Association  Officers  and  Committees 


OFFICERS 

Robert  J.  Morgan,  Alliance  President 

Frank  H.  Tanner,  Lincoln  President-Elect 

George  B,  Salter,  Norfolk  Vice  President 

Paul  J,  Maxwell,  Lincoln Secretarj’-Treasurer 

Kenneth  Neff,  Lincoln  Executive  Secretary 


BOARD  OF  TRUSTEES 

R,  Russell  Best  Omaha 

Carl  Frank  Scottsbluff 

Paul  J.  Maxwell  Lincoln 

H.  V,  Nuss  Sutton 

George  B.  Salter  Norfolk 


Delegates  — Earl  Leininger,  McCook  : J.  R.  Schenken,  Omaha 
Alternates  — W.  C.  Kenner,  Nebraska  City  ; H.  S.  Morgan,  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


Paul  M.  Bancroft,  Cbm.  Lincoln 

A.  A,  Ashby Geneva 

Walter  Benthack  Wayne 

Leo  T.  Heywood  Omaha 

C.  B,  Dorwart Sidney 


MEDICOLEGAL  ADVICE 
COMMITTEE 

John  Gilligan,  Chm. Nebraska  City 

James  F.  Kennedy  Alliance 

O.  A.  Kostal  Hastings 


STANDING  COMMITTEES 
Advisory  to  Auxiliary 


E,  G.  Brillhart,  Chm.  Columbus 

G.  Kenneth  Muehlig  

Clinton  B.  Dorwart  Sidney 

Otis  Miller  Ord 

J.  Whitney  Kelley  Omaha 

John  A.  Brown  III Lincoln 


Allied  Professions 

Wm.  T.  Griffin.  Chm.  Lincoln 

Wm.  Doering  Franklin 

Otis  Miller  

Kenneth  R.  Dalton  Genoa 

Wallace  E.  Engdahl Omaha 

E.  G.  Brillhart  Columbus 


Blood  and  Blood  Products 

Harlan  Papenfuss,  Chm. Lincoln 

Donald  P.  Skoog  

W.  O.  Brown  Scottsbluff 

Arthur  Larsen  Omaha 

Harold  Dahlheim  Norfolk 

Cancer 

Leo  T.  Heywood,  Chm. Omaha 

Howard  Hunt  Omaha 

S.  M.  Rathhun  Beatrice 

Henry  M.  Lemon Omaha 

Wm.  V.  Glenn Falls  City 

Robert  Hillyer  Lincoln 

Civil  Defense  and  Disaster 

Russell  C.  Brauer,  Chm. Lincoln 

J.  P.  Heinke Scottsbluff 

John  G.  Wiedman  Lincoln 

I.  M.  French Wahoo 

Max  M.  Raines North  Platte 

R.  E.  Penry  Hebron 

Constitution  and  By-Laws 

H.  D.  Kuper,  Chm.  Columbus 

William  Gentry  Gering 

Samuel  Moessner  Lincoln 

Houtz  Steenburg  Aurora 

R.  L.  Cassel  Fairbury 

Barney  Rees  Omaha 


Continuing  Committee  on 
Medical  Practice 


W.  R.  Miller.  Chm. Columbus 

Guy  Matson  Lincoln 

Robert  W.  Herpolsheimer Seward 

Bryce  Shopp  Imperial 

Richard  DeMay  Grand  Island 

Walter  Armbrust  Omaha 


Diabetes 

Morris  Margolin,  Chm.  Omaha 

Wm.  J.  Reedy  Omaha 

Chas.  Carignan.  Jr. Ravenna 

J.  Wm.  Hervert Lincoln 

Carl  Formanack  Syracuse 

C.  R.  Hankins  Omaha 

Health  Education  in  Schools 
and  Colleges 

S.  I.  Fuenning,  Chm.  Lincoln 

Paul  Bancroft  Lincoln 

H.  V.  Smith  Kearney 

Robert  Wigton  Omaha 

S.  M.  Rathbun  Beatrice 

R.  C.  Rosenlof  Kearney 

Interim 

Ray  Hill  Seward 

Willis  Wright Omaha 

Warren  Bosley Grand  Island 

B.  N.  Greenberg  York 

Hospital  and  Professional 
Relations 

John  McGreer,  Chm.  Lincoln 

John  Brush  Omaha 

Albert  Albee  Oshkosh 

Howard  Yost  Fremont 

E.  J.  Loeffel Mitchell 

Leslie  I.  Grace  Blair 


Insurance 

Frank  Cole.  Chm.  Lincoln 

James  Thayer  Sidney 

Fay  Smith  Omaha 

Paul  Maxwell  Lincoln 

Paul  Scott  Auburn 

E.  M.  Walsh Omaha 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen  Lincoln 

L.  R.  Smith  Kearney 

J.  A.  McMillan  s Hasting 

Theo.  Koefoot Broken  Bow 

William  Rumbolz  Omaha 

Interim 

Harold  S.  Morgan  Lincoln 

Robert  F.  Getty North  Platte 

Robert  Benthack  Wayne 

Medical  Education 

Robert  C.  Rosenlof.  Chm.  Kearney 

R.  F.  Sievers  Blair 

Chas.  McLaughlin  Omaha 

Frank  Tanner  Lincoln 

J.  G.  Yost  Hastings 

Earl  F.  Leininger  McCook 

Interim 

Richard  Egan  Omaha 

Cecil  Wittson  Omaha 

Harold  Morgan  Lincoln 

Fay  Smith  Omaha 

Joseph  Holthaus  Omaha 

Medical  Service 

Louis  Gogela,  Chm.  Lincoln 

John  D.  Hartigan  Omaha 

Stephen  Carveth  Lincoln 

Dwight  Burney,  Jr.  Omaha 

E.  B.  Reed  Lincoln 

Charles  W.  Landgraf.  Jr.  Hastings 

Interim 

0.  A.  Kostal  Hastings 

Henry  G.  Walters Omaha 

Fritz  Teal  Lincoln 

Occupational  and  Industrial 
Health 

G.  P.  McArdle.  Chm. Omaha 

C.  M.  Wilhelmj,  Jr. Omaha 

BaiTY  M.  Storter  Omaha 

R.  F.  Sievers  -Blair 

Robert  Hillyer  Lincoln 

Joseph  Gross  Omaha 

Planning 

L.  S.  McNeill.  Chm.  Hastings 

H.  A.  McConahay  Holdrege 

Harley  Anderson  Omaha 

R.  F.  Sievers  -Blair 

Donald  Purvis  Lincoln 

Bernard  Magid  Omaha 

Prepayment  Medical  Care 

Orvis  Neely,  Chm.  Lincoln 

Wm.  Chleborad  Fremont 

Lee  Stover  Lincoln 

Vincent  Lynn  Geneva 

J.  J.  Grier Omaha 

Clyde  Kleager  Hastings 

Public  Health 

R.  L.  Gissom,  Chm.  Omaha 

J.  Calvin  Davis  HI  Omaha 

Edwin  D.  Lyman  Omaha 

E.  A.  Rogers  Lincoln 

H.  C.  Stewart Pawnee  City 

S.  I.  Fuenning  Lincoln 

Public  Relations 

Theo.  Koefoot,  Jr.,  Chm. Broken  Bow 

E.  D.  Zeman  Lincoln 

John  Coe  Omaha 

Max  M.  Raines North  Platte 

Peyton  Pratt  Omaha 

Donald  E.  Matthews Lincoln 

Mental  Health  and  Mental 
Retardation 

John  Baldwin.  Chm. Lincoln 

H.  C.  Henderson  Omaha 

L.  I.  Grace Blair 

Robert  Osborne  Lincoln 

1.  M.  French  Wahoo 

C.  H.  Farrell  Omaha 

Interim 

J.  Whitney  Kelley  Omaha 

LaVeme  C.  Strough  Omaha 

Chas.  Landgraf.  Jr.  Hastings 

Henry  G.  Waters  Omaha 

Robert  Wigton  Omaha 


Rehabilitation 


Frank  Stone.  Chm. Lincoln 

R.  M.  House Grand  Island 

D.  M.  Frost Omaha 

F.  S.  Webster  Lincoln 

J.  G.  Yost  Hastings 

John  M.  Thomas  Omaha 

Relative  Value  Study 

B.  R.  Bancroft,  Chm. Kearney 

James  E.  Ramsey Atkinson 

C.  N.  Sorensen  Scottsbluff 

H.  E.  Mitchell  Lincoln 

Robert  Long Omaha 

Harlan  Papenfuss  Lincoln 

Rural  Medical  Service 

R.  L.  Tollefson,  Chm.  Wausa 

Cecil  Wittson  Omaha 

F.  A.  Mountford Davenport 

Don  Eberle  Ogallala 

Robert  L.  Heins Falls  City 

Paul  Martin  Ord 

Scientific  Sessions 

Russel  Gorthey,  Chm.  Lincoln 

Harold  Neu  Omaha 

Bruce  F.  Claussen North  Platte 

C.  R.  Brott  Beatrice 

R.  0.  Garlinghouse Lincoln 

Interim 

Paul  J.  Maxwell Lincoln 

Chas.  Ashby  Geneva 

Tuberculosis  and  Other 
Respiratory  Diseases 

George  E.  Lewis,  Jr.,  Chm. Lincoln 

Wm.  E.  Nutzman Kearney 

J.  Harrj'  Murphy  Omaha 

John  L.  Batty  McCook 

Dean  McGee  Lexingrton 

Robert  Scherer West  Point 

Medicine  and  Religion 

Horace  Giffen,  Chm.  Omaha 

Ray  Sundell  Omaha 

Dwaine  J.  Peetz  Neligh 

Merle  Sjogren  Omaha 

Max  Gentry  Gering 

J.  J.  Hanigan  Lincoln 

INTERIM  COMMITTEES 
Advisory  Committee  to  M.C.H. 

R.  C.  Reeder.  Chm. Fremont 

L.  S.  McNeill  Hastings 

Richard  Garlinghouse  Lincoln 

E.  G.  Brillhart  Columbus 

H.  A.  McConahay  Holdrege 

Leo  T.  Heywood  Omaha 

Committee  on  Aging 

F.  Paustian,  Chm.  Omaha 

Chas.  Bonniwell  Omaha 

John  A.  Brown  III Lincoln 

Gerald  Kuehn  Hastings 

Vernon  Ward  Kearney 

Robert  G.  Osboine Lincoln 

Joint  Committee  for  Improvement 
of  the  Care  of  the  Patient 
W.  C.  Kenner.  Chm. Nebraska  City 

M.  P.  Brolsma  Lincoln 

Traffic  Safety 

Ralph  Moore.  Chm. Omaha 

Kenneth  Kimball  Kearney 

George  B.  Salter  Norfolk 

Vern  F.  Deyke Columbus 

P.  B.  Olsson  Lexington 

John  Porter  Beatrice 

Cardiovascular  Disease  Committee 

Richard  Booth.  Chm. Omaha 

Bowen  Taylor  Lincoln 

Stephen  Carveth  Lincoln 

Robert  Grissom  Omaha 

Theo.  Hubbard  Omaha 

Joseph  Holthaus Omaha 

Sub-Committee  on  Athletic  Injuries 

John  G.  Yost.  Chm. . Hastings 

Paul  Goetowski  Lincoln 

S.  I.  Fuenning  Lincoln 

Bruce  F.  Claussen North  Platte 

L.  C.  Steffens  Kearney 

Otis  Miller  Ord 

Geral  Ries  Omaha 

George  Sullivan.  R.P.T.  Lincoln 

Stanley  M.  Bach  Omaha 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE-MARK  ® 


things  go 

better,! 

^with 

Coke 


Comparison  of  Use  of  Alcohol  With  That  of 
Iodine  for  Skin  Antisepsis  in  Obtaining 
Blood  Cultures  — S.  Lee,  I.  Schoen,  and 
A.  Malkin  (8720  Beverly  Bvld,  Los  An- 
geles). Amer  J Clin  Path  47:646-648 
(May)  1967. 

Experiences  with  blood  culture  contami- 
nants using  tincture  of  iodine  skin  antisepsis 
compared  with  double  application  of  70%  iso- 
propyl alcohol  skin  antisepsis  are  reviewed. 
Contact  plate  colony  counts  were  performed 
on  skin  sites  prepared  by  the  two  methods. 
There  was  no  superiority  of  tincture  of 
iodine  followed  by  alcohol  compared  with 
double  alcohol  application  for  skin  antisep- 
sis, and  because  of  disadvantages  of  using 
iodine,  alcohol  should  be  used  more  widely. 


Treatment  of  Multiple  Myeloma  — I.  Brod- 
sky, S.  B.  Kahn,  and  A.  N.  Meyer  (Hahne- 
mann Medical  College,  Philadelphia) . 
Geriatrics  22:140-148  (March)  1967. 

The  present  chemotherapeutic  approach  to 
the  initial  management  of  disseminated  mul- 


tiple myeloma  consists  of  the  combined  ad- 
ministration of  melphalan,  0.1  to  0.15  mg/ 
kg/day,  and  pharmacological  dosage  of  an- 
drogens. Maintenance  therapy  of  0.025  to 
0.5  mg/kg  with  melphalan  is  continued  as 
long  as  possible.  The  limiting  factor  in 
maintenance  therapy  is  marrow  suppression. 
If  masculinization  is  a great  problem  in  the 
female,  the  androgen  is  discontinued.  Prelim- 
inary data  in  12  patients  followed  over  the 
last  three  years  suggest  that  this  regimen 
may  result  in  a significant  prolongation  in 
life  expectancy. 

While  more  and  more  employers  are  hir- 
ing the  handicapped  in  spite  of  their  disabili- 
ties, some  hire  workers  because  of  their 
handicaps.  For  instance,  a chemical  firm  in 
Florida  employs  the  blind  to  judge  taste  and 
odor  of  synthetic  flavoring  and  perfume 
chemicals,  finds  them  four  times  more  ef- 
fective than  sighted  workers. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator? 
and  cerebral  stimulation  for  th; 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples Tvere  analyzed.  ( See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


ged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.K.:  Am.  Pract.&  Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  UBORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazolTT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Characteristics  in  Youth  Predisposing  to  Fa- 
tal Stroke  in  Later  Years  — R.  S.  Paffen- 
barger,  Jr.,  and  A.  L.  Wing  (25  Evergreen 
St,  Framingham,  Mass).  Lancet  1:753- 
754  (April  8)  1967. 

College  medical  and  other  records  of  171 
males  who  subsequently  died  from  a stroke 
and  684  of  their  surviving  classmates  re- 
vealed seven  precursors  of  fatal  stroke. 
These  were  cigarette  smoking,  higher  blood 
pressure,  lower  ponderal  index,  shorter  body 
stature,  early  parental  death,  heart  cons- 
ciousness, and  nonparticipation  in  sports. 
Correlations  between  these  precursive  char- 
acteristics and  fatal  stroke  were  sustained 
when  decedents  were  distributed  by  age  at 
death,  and  they  were  intensified  when  com- 
binations of  precursors  were  assessed.  In 
general  the  findings  for  stroke  paralleled 
those  of  studies  of  fatal  coronary  heart- 
disease  in  a similar  population. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  7th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 


“Excellent  condition  — his  protest  marches 
have  him  in  fine  shape.” 
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VALIUM* 

(diazepam)Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)*are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEC  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HCl. 

Hosa^e  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 


Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of 

Hoffmann  - La  Roche  Inc. 
Nutley,  N.J.  07110 


Peritoneal  Lavage  for  Cytology  — W.  S. 
Floyd,  C.  R.  Boyce,  and  T.  N.  Evans 
(Wayne  State  Univ  School  of  Medicine, 
Detroit).  Amer  J Obstet  Gynec  97:1150- 
1152  (April  15)  1967. 

Intraperitoneal  cytology  has  often  been 
unsuccessful  in  cancer  detection  in  the  ab- 
sence of  ascites.  This  report  concerns  a new 
approach  to  cul-de-sac  lavage  and  filtration 
of  the  aspirate.  In  a 41-year-old  multipara, 
fluid  could  not  be  aspirated  from  the  cul-de- 
sac.  Twenty  cubic  centimeters  of  normal 
sodium  chloride  solution  was  injected  into 
the  peritoneal  cavity  and  then  aspirated  and 
filtered  through  a Gelman  cytosieve.  Malig- 
nant cells  were  found  on  the  filter.  Celi- 
otomy disclosed  an  apparently  early  undiffer- 
entiated adenocarcinoma  of  the  stomach. 
This  technique  may  be  useful  in  mass  screen- 
ing for  intraperitoneal  neoplasms. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


“As  soon  as  you  recover,  old  man.  I’d  like 
to  hear  some  more  of  your  ideas  on  planned 
parenthood.” 
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Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 

EC|U396SiC^  TABLETS 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established:  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  ctiild-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  biood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicyla+e  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomaticaily  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis. and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Compoaition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 
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Administration  of  the  Respiratory  Stimu- 
lant Ethamivan  in  Patients  With  Pulmon- 
ary Insufficiency  — S.  Shimomura  et  al 
(421  W 113th  St,  New  York).  Amer  Rev 
Resp  Dis  95:576-583  (April)  1967. 

Ethamivan  was  administered  orally  to 
three  patients  with  chronic  obstructive  em- 
physema over  a four-  to  eight-month  pe- 
riod, which  included  transitions  from  pla- 
cebo to  drug  and  the  reverse.  No  significant 
changes  occurred  in  symptomatology  or  in 
arterial  blood  values  during  durg  trial  pe- 
riods as  compared  with  placebo  or  control 
periods.  Five  patients  were  studied  acutely 
with  large  single  oral  doses  of  ethamivan; 
none  of  these  patients  exhibited  any  change 
in  alveolar  ventilation  or  arterial  blood  values 
in  the  three-hour  period  following  drug  ad- 
ministration. Intravenous  administration 
of  the  drug  effected  a prompt  increase  in  the 
parameters  of  alveolar  ventilation. 


Oxygen  Concentrations  in  Closed-Circle  Cy- 
clopropane Anesthesia  — J.  R.  Boname 
(University  H o s p,  Birmingham,  Ala). 
Anesth  Analg  46:235-242  (March  - April) 
1967. 

By  the  use  of  gas  chromatography  and 
Beckman  oxygenanalyzer,  cyclopropane,  ni- 
trogen, and  oxygen  inhalation  concentrations 
were  determined  in  young,  healthy  women  on 
closed-circle  anesthesia.  With  room  air  in- 
duction, oxygen  inhalation  concentrations 
rose  to  36% -60%  within  five  minutes  of 
closed-circle  anesthesia.  With  oxygen  induc- 
tion, values  rose  to  63%  -79%  in  the  same 
time.  Subsequently,  values  for  all  patients 
continued  to  rise  with  time  and  were  equal 
for  both  groups  after  one  hour.  Completely 
closed-circle  anesthesia  with  oxygen  and  cy- 
clopropane does  not  lead  to  hypoxic  inhala- 
tion concentrations. 


NOTICE  TO  ALL  CONTRIBUTORS 

The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  8th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 

Copy  must  be  received  by  the  fifth  of  the  month  pre* 
ceding  date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  tiie  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln,  Nebraska. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

WANTED  — General  practitioner  to  associate 
with  another  general  practitioner  in  North  Central 
Nebraska  city  of  2,000.  Salary  to  start,  partnership 
later  or  other  terms  could  be  arranged.  Contact 
Floyd  H.  Shiffermiller,  M.D.,  Ainsworth,  Nebraska. 

EQUIPMENT  FOR  SALE  — Burdick  EK-3  Elec- 
trocardiograph, Ambco  audiometer,  Brown-Buerger 
cystoscope.  Sigmoidoscope  with  Hyfrecator  attach- 
ments, Thelco  incubator,  examining  tables,  many 
other  items.  Most  like  new  at  half  price.  J.  S. 
Carson,  M.D.,  McCook,  Nebraska. 


WANTED  — Pediatrician,  certified  or  eligible, 
to  associate  with  2 certified  pediatricians  in  upper 
midwest  college  city  of  50,000.  Apply  to  Box  Num- 
ber 72  of  this  Journal. 


FOR  RENT  OR  SALE  — Office  and  equipment 
of  EENT  man.  Income  in  excess  of  $50,000. 
Town  of  17,000  with  drawing  population  of  more 
than  40,000.  Will  set  up  training  program  for 
anyone  interested  in  specializing.  Contact:  Box 
71,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska  68508. 

GENERAL  PRACTICE  OPENING  — To  affiliate 
with  two  well-established  young  G.P.’s  — substan- 
tial young  family  type  practice  — rapidly  growing 
suburb  of  Des  Moines,  Iowa  — beautiful  new  clinic 
with  excellent  facilities,  including  X ray,  EKG,  lab, 
and  PT  — excellent  starting  salary,  liberal  time 
off,  and  early  partnership  available  — Contact: 
Urbandale  Medical  Clinic,  6762  Douglas,  Des  Moines, 
Iowa  50322. 


EASTERN  WISCONSIN  CLINIC  in  rapidly 
growing  community  of  50,000  desires  board-eligible 
or  certified  physicians  in  obstetrics  and  gynecology, 
pediatrics,  orthopedic  surge^,  urology  and  otolaryn- 
gology. Well-equipped  clinic  and  excellent  hos- 
pital facilities.  Lake  short  location  offers  ample 
recreational  facilities.  Attractive  financial  plan 
leading  to  early  full  partnership.  Full  expenses  paid 
for  applicants  invited  to  interview.  Call  or  write: 
F.  L.  Hildebrand,  M.D.,  Riverside  Clinic,  Menasha, 
Wisconsin. 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double  spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  sized 
{8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title-page  should 
be  shown  the  title  of  the  article,  the  name 
(or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be 
numbered  consecutively,  the  page  number 
being  shown  in  the  right  upper  corner  along 
with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their 
locations  shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its 
“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
white.  Photographs  should  be  on  glossy 
paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  Journal’s 
address. 

Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 
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hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
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Return  to  Normal  of  the  Electrocardiogram 
After  Myocardial  Infarction  — C.  J.  Burns 
Cox  (Central  Middlesex  Hosp,  Park  Royal, 
London).  Lancet  1:1194-1197  (June  3) 
1967. 

The  electrocardiograms  (ECGs)  of  175 
middle-aged  men  without  complicating  ill- 
ness who  survived  a year  without  recurrence 
after  a first  myocardial  infarct  were  exam- 
ined for  periods  ranging  from  one  to  four 
years.  In  the  absence  of  recurrence,  10.9% 
at  one  year  and  20.0%  at  four  years  had 
normal  ECGs  by  defined  criteria.  Of  those 
with  Q-wave  changes  of  infarction,  only  5.6% 
returned  to  normal,  compared  with  54.5% 
of  those  with  ST-T-wave  change  of  infarc- 
tion. No  relation  was  shown  between  the 
return  to  normal  of  the  ECG  and  the  posi- 
tion of  the  infarct,  smoking  after  infarction, 
or  age  at  infarction.  The  frequency  of  recur- 
rent infarction  was  similar  in  patients  whose 
ECGs  did  and  did  not  return  to  normal  and 
in  those  with  Q-wave  and  ST-T  changes. 
The  limitations  of  the  ECG  in  the  diagnosis 
of  past  myocardial  infarction  and  in  deter- 
mining the  prognosis  regarding  recurrence 
of  infarction  are  discussed. 


Hypertrophic  Pyloric  Stenosis  in  the  Adult: 
Review  of  22  Cases  — B.  W.  Hiebert  and 
J.  M.  Farris  (1212  Shatto  St,  Los  An- 
geles). Amer  Surg  32 :712-714  (Oct)  1966. 

This  is  a report  of  22  cases  of  the  idio- 
pathic type  of  adult  hypertrophic  pyloric 
stenosis,  seven  of  which  were  diagnosed  pre- 
operatively.  All  patients  had  some  form  of 
epigastric  or  right  upper  quadrant  abdominal 
pain.  The  majority  either  vomited  involun- 
tarily or  induced  vomiting  to  relieve  their 
discomfort.  Physical  examination  showed 
only  epigastric  tenderness  or  right  upper 
quadrant  tenderness,  consistent  with  find- 
ings of  most  reported  cases.  At  operation 
in  all  cases  in  this  series  the  pylorus  had  a 
thickened  wall  and  a lumen  of  1 cm  or  less 
in  diameter.  The  only  treatment  for  symp- 
tomatic stenosis  is  operation.  In  all  cases 
of  this  series,  pyloroplasty  was  performed  i 
and  good  results  were  obtained  in  19  pa-  | 
tients.  I 


He  leaves  to  make 
an  urgent  call 

But  doesn’t  use 

the  phone  at  all 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa 

Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary.^^^^^ 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (V4  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2Vs  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 
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Aspirin  for  Treatment  of  Minor  Illness  in 
Adolescents  — K.  D.  Rogers  (M200  Scaife 
Hall,  Univ  of  Pittsgurgh,  Pittsburgh)  and 
G.  Reese.  Amer  J Dis  Child  114:55-63 
(July)  1967. 

The  effectiveness  of  aspirin  was  studied  in 
producing  reported  improvement  from  symp- 
toms associated  with  headache,  toothache, 
general  malaise,  dysmenorrhea,  and  respira- 
tory infection,  and  in  reducing  loss  of  class 
time  due  to  these  disorders.  In  a high 
school  of  appi’oximately  650  boys  and  700 
girls,  pupils  w'ho  visited  the  school  nurse 
with  complaints  of  minor  morbidity  over  a 
period  of  two  years  w^ere  observed  in  three 
substudies  of  trials.  The  first  trial  (1,228 
observations)  was  a double-blind,  aspirin- 
placebo  administration,  the  second  trial 
(361  observations)  was  a random  assign- 
ment of  pupils  to  aspirin  and  no  treatment 
groups,  and  the  third  trial  (561  observations) 
was  essentially  a replicate  of  the  first. 
Pupils  reported  approximately  the  same 
level  of  improvement  following  placebo  as 
they  did  after  aspirin  administration.  They 


reported  less  improvement  and  higher  levels 
of  worsening  if  given  no  treatment  as  com- 
pared with  aspirin.  Boys  in  all  categories 
of  complaint  and  girls  with  dysmenorrhea 
had  somewhat  less  lost  time  from  class  fol- 
lowing aspirin  administration  than  follow- 
ing placebo  administration  or  no  treatment. 


Restoration  of  Vision  in  Temporal  Arteritis 
by  Retrobulbar  Injections  of  Steroids  — 
R.  A.  Schimek  and  S.  R.  Newsom  (Ochs- 
ner  Clinic  and  Ochsner  Foundation  Hosp, 
New  Orleans,  La).  Amer  J Ophthal  62: 
693-696  (October)  1966. 

Retrobulbar  repository  steroid  injection 
with  systemic  steroid  therapy  afforded 
prompt,  prolonged  improvement  of  vision  in 
four  patients  with  collagen  vascular  diseases 
complicated  by  occlusion  of  the  central 
retinal  artery  or  optic  neuropathy.  Retro- 
bulbar steroid  injections  can  be  tried  in  such 
patients  if  they  have  severe  loss  of  vision 
and  the  prognosis  is  otherwise  poor. 
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From  a continuing  study  on  nasal  congestion  . . . 


B6R  made  !N  U.8.A. 

tsi 

dr  Fore  tr(aminic 
1?^^  


2 HR.  AFTER  TRIAMH^^C. 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat 
ment  of  nasal  congestion. 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic" 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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Current  Experience  in  the  Diagnosis  of  Pheo- 
chromocytoma  — S.  G.  Sheps  et  al  (Mayo 
Clinic,  Rochester,  Minn).  Circulation  34: 
473-483  (Sept)  1966. 

The  pharmacological  and  biochemical  tests 
available  for  the  diagnosis  of  pheochromo- 
cytoma  were  evaluated  among  28  patients 
with  proved  tumors  and  148  other  patients 
in  whom  the  diagnosis  was  suspected.  Of 
the  biochemical  tests  on  urine,  determina- 
tions of  total  metanephrines  (MN)  and  of 
vanilmandelic  acid  (VMA)  were  much  less 
subject  to  false-positive  results  than  was  de- 
termination of  catecholamines  (CA).  Since 
urinary  MN  values  changed  the  most  in  tu- 
mor patients,  MN  determination  is  preferred 
as  the  screening  test.  Of  the  pharmacolog- 
ical tests,  the  histamine  test  continues  to  be 
the  most  valuable,  especially  when  combined 
with  determination  of  plasma  CA  concen- 
tration. The  phentolamine  (Regitine)  test 
has  not  proved  to  be  of  any  distinct  value 
as  a primary  diagnostic  aid.  Any  of  the 
chemical  or  pharmacological  tests  occasion- 
ally may  give  a false-positive  result.  The 


urinary  output  of  excessive  amounts  of 
homovanillic  acid  (HVA)  was  an  indication 
of  the  presence  of  pheochromocytoma  with 
some  features  histologically  similar  to  those 
of  other  neural  crest  tumors,  but  was  not  an 
indication  of  malignancy. 


Treatment  of  Lower  Esophageal  Ring  by 
Pneumatic  Dilatation  — I.  Hyatt  (11  E 
Chase  St,  Baltimore).  Arch  Intern  Med 
120:102-104  (July)  1967. 

The  lower  esophageal  ring  produces  dys- 
phagia by  direct  encroachment  of  the  lumen. 
Often  the  ring,  as  shown  by  X ray,  seems 
to  represent  the  anatomic  demarcation  be- 
tween the  esophagus  and  stomach.  Treat- 
ment of  the  troublesome  ring  by  diets,  medi- 
cation, and  mercury  bougies  has  not  been 
helpful.  Surgical  repair  has  not  been  en- 
thusiastically received.  Pneumatic  dilata- 
tion was  employed  in  a single  patient  with  a 
gratifying  clinical  response  and  disappear- 
ance of  the  ring  on  radiographs. 
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|}r  280-lb.  tackles  — or  108-lb.  housewives  — Butazolidin  alka  can  hasten  recovery  from  the 
gonizing  pain  of  shoulder  bursitis. 

I s not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
I'ecautions  shown  below. 

iid  adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash, 
larely,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

I ay-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
linical  judgment  indicates  Butazolidin  alka— go  with  it. 


<nd  watch  the  comeback. 


'f  and  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
ucted  to  take  doses  immediately  before  or  after  meals  or  with 
Ik  to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
ith  reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
ler  systemic  reactions  usually  requires  withholding  medication, 
rpuric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
rmatitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
tion  similar  to  serum  sickness  may  occur  and  require  permanent 
■ thdrawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
miting,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
actions  have  been  reported.  While  not  definitely  attributable  to  the 
jg,  a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
rpura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
adache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
en. reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
ses  of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
:perplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
! unt  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  ^£|jN 
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Effects  of  Sustained  Maternal  Hypertension 
on  Fetal  Growth  and  Survival  — W.  A.  W. 
Walters  (Monash  Univ,  Melbourne,  Aus- 
tralia). Lancet  2:1214-1216  (Dec  3)  1966. 
A low  incidence  of  sustained  hypertension 

in  pregnancy  (0.58%)  was  revealed  in  a 
survey  of  all  booked  city  primigravida  in 
Aberdeen  during  the  years  1951  to  1960 ; the 
survey  was  undertaken  to  discover  incidence 
and  effect  of  constant  hypertension  on  the 
outcome  of  pregnancy  in  primigravida  and 
to  investigate  the  prognosis  for  the  fetus 
in  subsequent  pregnancies  in  the  same  wom- 
en. In  55  patients  with  sustained  hyperten- 
sion the  perinatal  mortality  (7.3%)  was  al- 
most three  times  as  high  as  it  was  in  nor- 
motensive  primigravida  (2.6%);  besides 
hypertension,  other  adverse  factors  were 
present  in  all  four  cases  in  which  there  were 
perinatal  deaths.  In  those  patients  in  whom 
sustained  hypertension  was  the  only  adverse 
factor,  no  perinatal  deaths  occurred.  Peri- 
natal mortality  in  all  subsequent  pregnancies 
in  patients  who  had  sustained  hypertension 
in  their  first  pregnancies  was  low  (1.7%). 


Studies  on  the  Use  of  Nitrogen  Mustard 
After  Radical  Mastectomy  — E.  A.  Cohen 
et  al  (6735  Harbison  Ave,  Philadelphia). 
J Einstein  Med  Center  14:305-312  (Oct) 
1966. 

Nitrogen  mustard  was  given  intravenously 
after  radical  mastectomy  in  an  attempt  to 
destroy  tumor  emboli  and  implants.  Treat- 
ed and  control  groups  were  alike  comparing 
age,  location  of  lesion,  type  of  lesion,  pres- 
ence of  axillary  lymph  node  metastasis  and 
size  of  lesion.  A complete  blood  count  and 
platelet  count  were  taken  before  the  fourth 
dose  of  nitrogen  mustard  was  given.  If  this 
revealed  a depression  of  blood  elements,  the 
last  dose  was  not  given  in  an  attempt  to 
prevent  a serious  bone  marrow  depression. 
Two  hundred  cases  were  registered;  111 
were  treated  cases,  and  89  were  control  cases. 
Comparing  all  cases  followed,  there  were 
61%  survivors  with  no  recurrence  in  the 
treated  group  and  71%  survivors  with  no 
recurrence  in  the  control  group. 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Results  of  Cup  Arthroplasty  of  the  Hip  in 
Patients  With  Rheumatoid  Arthritis  and 
Rheumatoid  Spondylitis  — W.  H.  Bickel 
and  R.  S.  Bryan  (Section  of  Orthopedic 
Surgery,  Mayo  Clinic,  Rochester,  Minne- 
sota). Surg  Gynec  Obstet  123:243-250 
(Aug)  1966. 

In  71  patients  treated  for  rheumatoid  dis- 
ease of  the  hip  by  arthroplasty  and  followed 
up  from  two  to  17  years,  vitallium  cup  ar- 
throplasty proved  to  be  a satisfactory  oper- 
ation in  a sufficiently  large  percentage  of 
the  cases  to  justify  its  continued  use.  Pa- 
tients with  rheumatoid  arthritis  or  spon- 
dylitis on  whom  cup  arthroplasty  of  the  hip 
is  performed  have  roughly  a 40%  chance  of 
a good  result  and  a 55%  chance  of  a fair 
result.  Of  the  26  patients  operated  upon 
in  the  later  years  represented  by  this  series, 
7 had  very  good  results,  13  good,  4 fair, 
and  2 poor ; thus,  77  % of  these  had  good  and 
very  good  results. 


“Boy!  Am  I glad  you’re  just  sick.  For 
a while  I thought  you  were  going  to  have 
a baby!” 


30-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Ultrasonic  Placentography  — A New  Meth- 
od for  Placental  Localization  — K.  R.  Got- 
tesfeld  et  al  (Univ  of  Colorado  School  of 
Medicine,  Denver).  Amer  J Obstet  Gynec 
96:538-547  (October  15)  1966. 

Ultrasonic  visualization  of  placental  loca- 
tion had  an  accuracy  of  97%  of  the  112  pa- 
tients in  this  study.  Out  of  14  patients  who 
were  referred  for  ultrasonic  examination  be- 
cause of  suspicion  of  placenta  previa,  two 
were  diagnosed  correctly  but  clinical  exam- 
ination proved  an  additional  third  case  of 
posteriorly  implanted  placenta  previa  which 
was  not  diagnosed  by  ultrasonic  visualiza- 
tion. 


Effect  of  Cessation  of  Anticoagulant  Thera- 
py on  the  Course  of  Ischemic  Heart  Dis- 
ease — D.  E.  Sharland  (Whittington  Hosp, 
London.  Brit  Med  J 2:392-393  (Aug  13) 
1966. 

Two  hundred  twenty-three  men  studied 
during  the  course  of  a dietary  trial  were 
found  to  have  stopped  anticoagulants  in  va- 
rious ways,  ranging  from  sudden  termina- 
tion to  gradual  withdrawal  over  the  course 
of  up  to  six  weeks.  No  evidence  could  be 
found  that  reinfarction  or  death  from  is- 
chemic heart  disease  was  influenced  by  the 
mode  of  cessation  of  anticoagulants. 


“Yes,  this  is  Dr.  Ribblee’s  aide  . . . also 
his  secretary,  cook,  housekeeper  and  wife.” 


removes  the  mental  blur 


that  clouds  vision 
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(Warning:  may  be  habit  forming) 

BENSUI.FOID®  (See  P D R) .65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAIL.ABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 
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Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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Plan  to  attend  this  year’s  AMA  Clinical  Convention  in  Houston,  Texas. 
Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 
Attend  lectures  by,  and  discussions  with,  our  nation's  outstanding 
medical  authorities. 


Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors' 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease;  Cardiovascular  Surgery; 
New  Cares;  Ophthalmology;  Geriatrics;  Arthritis;  Gastroenterology; 
Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 
Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 


POSTGRADUATE  COURSES;  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying  j 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects.  » 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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Myocardial  Infarction  During  Exchange 
Transfusion  in  a Newborn  Infant  — L.  G. 
Van  der  Hauwaert,  M.  C.  Loos,  and  L.  K. 
Verhaeghe  (Vesalius  Institute,  Univ  Clinic 
St.  Raphael,  Louvain,  Belgium).  J Pediat 
70:745-750  (May)  1967. 

Fatal  myocardial  infarction  occurred  in  a 
newborn  infant  during  exchange  transfusion. 
Its  thrombotic  origin  was  demonstrated  by 
postmortem  coronary  angiography  and  his- 
tological studies.  Although  it  is  possible 
that  the  thrombus  developed  in  situ,  it  may 
have  resulted  from  a paradoxical  coronary 
embolus,  which  originated  from  the  can- 
nulated  umbilical  vein. 


Ocular  Manifestation  of  Digitalis  Toxicity  — 

D.  M.  Robertson,  R.  W.  Hollenhorst,  and 
J.  A.  Callahan  (Mayo  Clinic,  Rochester, 
Minn).  Arch  Ophthal  76:646-645  (Nov) 
1966. 

Digitalis  intoxication  appears  to  be  in- 
creasing in  frequency.  The  reported  inci- 
dence of  ocular  manifestations  in  cases  of 
digitalis  toxicity  was  estimated  to  be  as 
high  as  25%.  In  many  instances,  the  ocular 
manifestations  may  occur  prior  to  other  toxic 
symptoms.  In  three  cases  of  digitalis  intoxi- 
cation, blurred  vision  was  accompanied  by 
central  scotomas. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th ' 


CC 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 

mindedness  or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


Human  volunteer  subjects  were  administered  Geroni- 
azol TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 
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■ fo  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  hulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’®’'^’® 

No  untoward  side  effects  have  been  reported  to 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVlHISTINr  LP 
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PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Major  Thoracic  Surgery  After  Sixty  — E. 

R.  Maurer  (Univ  of  Cincinnati  College  of 

^Medicine,  Cincinnati).  Ann  Thorac  Surg 

2:806-813  (Nov)  1966. 

i\Iajor  thoracic  surgery  in  patients  past 
60  years  of  age  is  tolerated  as  well  as  it  is 
in  the  younger  population  provided  compli- 
cations due  to  concurrent  disorders  common- 
ly encountered  in  aging  patients  are  prevent- 
ed or  obviated  prior  to  surgery.  The  records 
of  340  operations  performed  on  338  patients 
between  60  and  88  years  of  age  have  been 
reviewed.  The  overall  mortality  rate  was 
3.83%.  Complementary  tracheostomy  at  the 
time  of  the  thoracic  surgical  operation,  em- 
pirical preoperative  digitalis  administration 
in  individuals  with  suspected  borderline  car- 
diac reserve  and  particularly  in  individuals 
with  demonstrable  coronary  or  myocardial 
insufficiency,  and  the  preoperative  and  post- 
operative use  of  positive  pressure  therapy 
and  controlled  respiration  in  individuals  with 
borderline  pulmonary  insufficiency  permit 
positive  control  of  the  more  serious  post- 
operative complications  seen  in  this  age 
group.  Major  thoracic  surgical  procedures 
in  the  aged  population  point  up  the  extra- 
ordinary surgical  tolerance  of  this  group  of 
patients. 


Microbiological  Effects  of  Carpeting  on  the 
Hospital  Environment  — J.  G.  Shaffer  and 
I.  Key  (Lutheran  General  Hosp,  Park 
Ridge,  111).  Hospitals  40:126-139  (Nov 
16)  1966. 

The  results  of  a one-year  study  of  the 
effect  of  carpeting  on  the  microbiology  of 
the  air  in  four  floors  of  a hospital  are  pre- 
sented. Half  of  each  floor  was  covered  with 
carpeting  and  the  other  half,  with  resilient 
tile.  Samples  were  taken  weekly  and  re- 
sults compared  for  the  tiled  and  carpeted 
areas.  \"arious  methods  were  used  for  sam- 
pling the  bacterial  content  of  the  air  and 
of  the  carpet  and  floor  surfaces.  The  air- 
borne content  of  bacteria  varied  consider- 
ably on  the  different  floors,  with  the  ob- 
stetrics and  gynecology  area  showing  less 
weekly  variation  than  other  floors.  No  evi- 
dence was  found  which  would  indicate  infec- 
tious hazard  produced  by  the  carpet. 
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Testicular  Changes  in  Atomic  Bomb  Sur- 
vivors — S.  W.  Jordan,  C.  M.  Hasegawa, 
and  R.  J.  Keehn  (Atomic  Casualty  Com- 
mission, USMCAS,  FPO,  San  Francisco). 
Arch  Path  82:542-554  (Dec)  1966. 

The  testes  of  autopsied  atomic  bomb  sur- 
vivors were  examined  for  evidence  of  radia- 
tion and  aging  changes.  Survivors  less  than 
1,400  meters  from  the  hypocenter  at  the 
time  of  the  bombing  were  compared  with 
distally  or  nonexopsed  subj  ects,  using 
several  histological  parameters.  Chisquare 
tests  showed  statistically  significant  differ- 
ences in  the  prevalence  of  tubular  sclerosis 
at  death  and  vascular  hyalinization  between 
the  Hiroshima  survivors,  who  were  less 
than  1,400  meters  from  the  hypocenter,  and 
their  controls.  Very  significant  differences 
(0.01>p>0.001)  in  seminiferous  tubular 
sclerosis  were  found  among  the  group  of 
under  1,400  meters  survivors  who  received 
an  estimated  300  rads  or  more  of  whole 
body  radiation,  the  remainder  of  the  under 
1,400  meters  group,  and  the  controls.  Also, 
significant  age  dependent  changes  were  found. 
A smaller  portion  of  Hiroshima  under  1,400 
meter  survivors  60  years  of  age  or  more  at 
the  time  of  the  bombing  had  recorded  signs 
or  symptoms  of  radiation  sickness  than  did 
their  younger  counterparts,  suggesting  a 
different  response  to  radiation  from  that 
their  junior  age  counterparts  had. 


Achalasia  Cardiae:  Treatment  With  Forced 
Dilatation  — E.  T e i g (Rikshospitalet, 
Oslo).  T Norske  Laegeforen  86:1317-1320 
(Oct  1)  1966. 

Reports  on  the  results  of  56  patients 
treated  with  Mosher’s  pneumatic  dilator 
stated  that  46  patients  had  complete  or 
almost  complete  relief,  seven  patients 
showed  improvement  but  persisting  symp- 
toms, and  three  showed  no  improvement. 
Pneumatic  dilatation  should  be  tried  in  the 
treatment  of  achalasia  of  the  cardia  in  all 
patients.  Surgical  treatment  should  be  con- 
sidered only  in  those  cases  where  no  or 
only  slight  improvement  is  obtained  by 
conservative  means.  At  times  a trial  treat- 
ment with  conservative  means  including 
pneumatic  dilator  may  be  quite  useful  for 
evaluation  of  need  for  surgery. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains; 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator! 
and  cerebral  stimulation  for  tli^ 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  Tvere  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness  or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol  i 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  55:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazoin 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


a 


Cirrhosis-Enhancing  Effect  of  Corn  Oil  — 
A.  J.  Patek,  Jr.,  et  al  (Goldwater  Memori- 
al Hosp,  New  York).  Arch  Path  82:596- 
601  (Dec)  1966. 

Two  groups  of  Sprague-Dawley  rats  were 
placed  on  a cirrhosis-producing  diet,  low  in 
protein  and  choline.  One  was  fed  10%  hy- 
drogenated corn  oil  and  the  other,  10% 
corn  oil.  As  in  previous  studies,  those 
fed  corn  oil  developed  severe  hepatic  fi- 
brosis and  cirrhosis,  and  those  fed  hydro- 
genated corn  oil  developed  little  fibrosis 
and  no  cirrhosis.  Supplements  of  0.05% 
and  0.1%  choline  chloride  to  these  diets 
caused  a sharp  reduction  in  the  accumu- 
lations of  hepatic  triglyceride  and  choles- 
terol and  completely  prevented  cirrhosis. 
There  may  be  metabolic  antagonism  between 
corn  oil  and  choline,  the  nature  of  which 
is  not  clear.  The  concentration  of  trigly- 
ceride was  as  high  in  the  livers  of  animals 
with  cirrhosis  as  in  those  without  cirrhosis 
at  the  time  of  autopsy.  The  concentration 
of  cholesterol  was  significantly  higher  in 
the  livers  of  rats  with  cirrhosis  than  in  those 


without  cirrhosis,  so  to  say,  in  animals  with 
noiTnal  livers. 


Water  Deprivation  Test  for  Diagnosis  of  Dia- 
betes Insipidus  in  Children  — S.  D.  Frasier 
et  al  (10833  Le  Conte  Ave,  Los  Angeles). 
Amer  J Dis  Child  114:157-161  (Aug) 
1967. 

Serum  and  urine  osmolality  was  deter- 
mined under  standard  conditions  in  a con- 
trol group  of  hospitalized  children  and  in 
patients  with  polyuria  and  polydipsia.  The 
morning  urine  was  hypotonic  in  11  of  43  pa- 
tients in  the  control  group,  all  15  patients 
with  diabetes  insipidus,  and  3 of  5 patients 
with  polyuria  and  poljMipsia,  the  cause  of 
which  was  unknown.  Determination  of  the 
urine-to-serum  osmolality  ratio  after  seven 
hours  of  water  deprivation  clearly  separated 
normal  subjects  and  those  with  psychogenic 
polydipsia  from  patients  with  diabetes  in- 
sipidus. This  test  simplifies  the  differential 
diagnosis  of  polyuria. 
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New  DISPETTE 


Single  dose  disposable  units 


• No  measuring— no  droppers— no  bottles 

• Full  dosage  without  waste  or  spillage 

• Space-saving  refrigerator  package 

• Practical  and  economical 

Live,  OraljTrivalent 


Poliovirus  Vaccine 


ORIMUNE 


CONTRAINDICATIONS  and  PRECAUTIONS:  Do 
not  inject  this  vaccine.  Postpone  vaccination  in  those 
with  acute  illness;  in  any  condition  having  an  adverse 
effect  on  the  immune  response  mechanism  (leukemias, 
lymphogenous  diseases,  dysgammaglobulinemias,  during 
treatment  with  immune  serum  globulins  or  with  cancer 
chemotherapy  agents,  etc.);  in  advanced  debilitated 
states;  or  if  there  is  persistent  vomiting  or  diarrhea,  or 
clinical  signs  of  virus  (including  enterovirus)  infection. 


Live  measles  and  oral  poliovirus  vaccines  should  proba- 
bly be  given  separately. 

SIDE  EFFECTS  of  significance  have  not  been  reported. 
However,  the  risk  of  vaccine-induced  poliomyelitis,  esti- 
mated to  be  from  1:2,500,000  to  1:50,000,000  should 
be  considered. 

Supplied  in  trays  of  10.  Order 
through  your  Lederle  Repre- 
sentative or  regular  source  of  supply. 

447-7-4964 


Fatal  Bleeding  Ulcer  — J.  E.  Devitt,  F.  N. 

Brown,  and  W.  G.  Beattie  (Ottawa  Civic 

Hosp,  Ottawa).  Ann  Surg  164:840-844 

(Nov)  1966. 

To  identify  the  important  clinical  features 
and  problems  in  the  management  of  massive- 
ly bleeding  peptic  ulcers,  50  consecutive  fa- 
talities were  reviewed.  The  natural  history 
of  fatal  bleeding  ulcer  consisted  of  multi- 
ple, recurrent,  abrupt,  self-limited  hemor- 
rhages. The  median  number  of  bleedings 
before  death  was  five,  and  the  median  day 
of  death  was  the  sixth.  Patients  under  age 
55,  or  without  chronic  ulcers  seldom  died. 
Death  appeared  to  result  from  an  inability 
to  compensate  for  the  repeated  inadequately 
corrected  blood  losses.  Critical  review  of  the 
management  revealed  the  commonest  errors 
to  be:  inadequate  transfusion,  both  in  vol- 
ume and  rate  (88%)  ; poor  timing  of  sur- 
gery (58%)  ; and  avoidable  technical  surgical 
complications  (26%).  Based  on  these  ob- 
servations, a method  of  management  charac- 
terized by  aggressive  transfusion  and  selec- 
tive surgery  is  described. 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 


- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 
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A Controlled  Trial  of  Propranolol  in  Acute 

Myocardial  Infarction  — R.  Balcon  et  al 

(King’s  College  Hosp,  London).  Lancet 

2:917-920  (Oct  29)  1966. 

One  hundred  and  fourteen  patients  with  a 
confirmed  diagnosis  of  acute  myocardial  in- 
farction took  part  in  a double-blind,  con- 
trolled trial  of  propranolol.  The  treated 
?roup  of  56  patients  received  propranolol  oral- 
ly, 20  mg  six-hourly  for  48  days,  and  the 
control  group  of  58  patients  was  given  pla- 
cebo tablets.  The  mortality  at  28  days  was 
23.2%  in  the  treated  group  and  24.1%  in  the 
control  group.  There  was  a significant  in- 
crease in  the  development  of  sinus  brady- 
cardia, and  sinus  bradycardia  with  hypo- 
tension, in  the  treated  group  after  12  and  24 
hours  in  the  trial,  respectively.  The  total 
number  of  patients  in  whom  other  types  of 
arrythmia  developed,  after  12  hours  in  the 
trial,  did  not  differ  significantly  between  the 
two  groups.  Heart  failure  was  more  com- 
mon in  the  treated  group  after  24  hours  in 
the  trial,  but  this  difference  was  not  sta- 
tistically significant.  Propranolol  should  not 
be  used  routinely  in  the  management  of  acute 
myocardial  infarction. 
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Long-Term  Results  of  Endarterectomy  of 
Internal  Carotid  Artery  for  Cerebral  Is- 
chemia and  Infarction  — A.  Heyman  et  al 
(Duke  Univ  Medical  Center,  Durham, 
NC).  Circulation  36:212-221  (Aug)  1967. 

The  immediate  and  long-term  results  of 
carotid  endarterectomy  for  treatment  of 
acute  cerebral  ischemia  or  infarction  were 
studied  in  95  patients  who  were  observed  for 
an  average  period  of  40  months  after  the 
surgical  procedure.  The  operation  resulted 
in  death  for  12  patients  and  worsening  of 
the  neurological  deficit  in  6 others.  During 
the  follow-up  period,  there  were  22  addi- 
tional deaths,  most  of  which  were  caused 
by  myocardial  infarction  or  other  complica- 
tions of  systemic  atherosclerotic  vascular 
disease.  The  significant  factors  adversely 
affecting  the  prognosis  of  these  patients 
consisted  of  severe  electrocardiographic  ab- 
normalities, the  presence  of  bilateral  carotid 
occlusive  lesions,  cerebral  infarction  prior  to 
endarterectomy,  and  the  age  of  the  patient. 
Following  endarterectomy,  only  five  patients 
were  observed  to  have  recurrent  attacks  of 
transient  cerebral  ischemia  which  were  few 
in  number  and  stopped  spontaneously.  Re- 
current cerebral  infarction  developed  in 
only  seven  patients,  six  of  whom  had  unsuc- 
cessful or  incomplete  removal  of  the  carotid 
occlusive  lesions. 


“I  thought  I was  really  onto  something  when 
I noticed  our  new  neighbor  slipping  in  and  out 
at  all  hours,  but  then  it  turns  out  that  he’s 
a doctor.” 


removes  the  mental  blur 


that  clouds  vision 


SOIFOTON 

<S) 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 

BENSUEFOID  ® (See  P D R) 6;')  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets 
100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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From  a continuing  study  on  nasal  congestion  . . . 


(3(>R  ^ 


^EPoRE  TR(A/v\INIC 

\^(>R 


2 HR. AFTER  TR1AMI»^«C 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic". 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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\Jinfhrop 

Hthrop  Laboratories,  New  York,  N.  Y.  10016 


n ;ations:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
>c  ive  organisms. 

(I  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in 
)c  sional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
jciophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
ics,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
n;'il  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 

A.  ed  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
)r  convulsions  in  a few  patients. 

•t  autlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
it  during  prolonged  treatment.  Pending  further  experience,  like  most 
lotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
if  egnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
w re  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
K rred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
IT  cessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
Btion  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
0 dults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
trful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

V n testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
ti  jent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
ai-positive  reaction. 

)>ige;  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
l(‘)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
li  dosage  may  be  reduced  to  two  Gm.  daily.  Children  may  be  given 
M oximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
it  led  doses.  The  dosage  recommended  above  for  adults  and  children 
if  lid  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
iliician.  Until  further  experience  is  gained,  infants  under  1 month 
If  lid  not  be  treated  with  the  drug. 

d'  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
n tly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
> es  of  1000.  250  mg.  tor  children,  available  in  bottles  of  56  and  1000. 

Rirences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
niest.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 

A microbial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Siety  for  Microbiology,  1965,  p.  722. 


Diagnosis; 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets*  q.i.d. 

(initial  adult  dose) 

NegGram’ 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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things  go 

better,! 
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Coke 
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Surgical 
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Role  of  Peritoneoscopy  in  Diagnosis  of  Intra- 
Abdominal  Disease  — N.  j\I.  Scott  et  al 
(Walter  Reed  General  Hosp,  Washington, 
DC).  Arch  Intern  Med  120:207-213 
(Aug)  1967. 

Peritoneoscopy  is  a safe  and  useful  aid 
in  the  diagnosis  of  some  intra-abdominal 
conditions  and  will  provide  useful  infoi*ma- 
tion  when  performed  for  these  indications: 
differential  diagnosis  of  liver  disease  and  de- 
tection of  hepatic  metastases ; differential 
diagnosis  of  ascites  of  obscure  origin  by  bi- 
opsy of  parietal  peritoneum  under  direct  vi- 
sion ; and  confirmation  of  suspected  non- 
calculous  cholecystitis.  One  hundred  peri- 
toneoscopies are  presented,  four  in  some  de- 
tail. Absolute  contraindications  are:  severe 
cardiopulmonary  disease,  hemorrhagic  dis- 
orders, and  acute  abdomen.  Massive  ascites 
may  be  a contraindication  because  of  pro- 
longed leakage  of  fluid.  Previous  surgery 
with  resultant  adhesions  increases  the  risk 
of  intestinal  perforation.  Adherence  to  these 
indications  and  contraindications  should  in- 
crease acceptance  of  peritoneoscopy. 
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more  than  a fig  leaf 
was  lost . . . 

Adam  and  Eve  didn’t  appreciate  what  thej'  had 
in  the  Garden  so  they  ■went  their  oum  way  and 
you  know  what  happened! 

The  climate,  the  beauty  of  the  Black  Hills,  the 
recreational  facilities  and  the  people  of  this  area 
make  it  a paradisical  location. 

Spell  out  everything  you  would  like  for  yourself 
and  family  as  a place  to  live  and  practice  and 
you  will  come  close  to  finding  it  here. 

The  mystery  is  why  more  doctors  haven’t  dis- 
covered this  garden  spot  themselves  and  estab- 
lished practice  here. 

We  have  need  for  two  internists  and  an  opthal- 
mologist.  If  you  are  unhappy  where  you  are  and 
would  like  to  consider  a change,  let  us  hear  from 
you. 

Rapid  City  Medical  Center 

728  Columbus  Box  1991 

Rapid  City,  S.  D.  57701 


Factors  Influencing  Limb  Survival  After 

Femoropopliteal  Reconstruction  — N.  P. 

Couch  et  al  (721  Huntington  Ave,  Boston). 

Arch  Surg  95:163-169  (Aug)  1967. 

Ninety-six  patients  are  presented  in  whom 
femoropopliteal  arterial  reconstruction  was 
done.  Followup  results  for  at  least  one  year 
were  complete  for  92  patients  and  96  limbs. 
There  were  96  primary  reconstructions  and 
10  secondary  reconstructions.  The  primary 
reconstructions  included  29  vein  - bypass 
grafts,  34  thromboendarterectomies,  31  plas- 
tic grafts,  and  two  homografts.  The  opera- 
tive mortality  for  the  entire  group  was  8%  ; 
five  of  the  eight  deaths  were  directly  due  to 
atherosclerotic  occlusion.  Nineteen  patients 
with  acute  thrombosis  had  a mortality  of 
26%  (5  patients).  The  overall  limb  sur- 
vival rate  was  68%.  Limb  survival  was 
87%  in  limbs  with  grade  2 and  3 symptoms, 
50%  in  limbs  with  acute  thrombosis,  and 
36%  in  diabetics.  Of  the  30  amputations, 
20  were  above-knee,  and  ten  were  below-knee. 
The  overall  limb  survival  rate  was  affected 
adversely  by  several  factors,  including  the 


high  proportion  of  severely  ischemic  limbs 
(77%),  the  inclusion  of  many  patients  in 
the  high-morbidity  groups  (diabetes,  acute 
thrombosis,  advanced  age),  and  the  high 
proportion  of  thromboendarterectomies  and 
plastic  grafts. 


“I’ve  got  this  terrible  itch!” 
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GAP 


TITLE  XIX: 
"COMPREHENSION 

(WASHINGTON,  D.C.)  — Dr.  Ira  C.  Layton,  Vice  Chairman  of  the  Na- 
tional Association  of  Blue  Shield  Plans  Board  of  Directors,  has  urged  the 
Senate  Finance  Committee  to  make  it  possible  for  Federal  and  State 
Governments  to  purchase  Title  XIX  medical  coverage  from  private 
carriers. 

While  testifying  on  HR  12080,  the  Social  Security  Amendments  Bill, 
Dr.  Layton  stated  "This  approach  could  dramatically  change  the  concept 
of  providing  health  care  for  the  medically  needy  of  this  nation."  Dr. 
Layton  said  his  proposal  would  "minimize  the  establishment  of  new  gov- 
ernment programs  and  inefficient  outflow  of  government  spending." 
Saying  that  a "Comprehension  Gap"  continues  to  exist  for  many  Medicare 
beneficiaries,  he  urged  the  changes  in  the  bill  follow  Blue  Shield's 
original  recommendations  made  to  the  House  Ways  and  Means  Commit- 
tee last  March.  "A  suggested  change  in  HR  12080,"  he  said,  "would 
eliminate  the  need  under  Part  B Medicare  for  receipted  physicians'  bills 
in  favor  of  itemized  bills.  Dr.  Layton  went  on  to  assure  the  committee 
that  present  procedures  "will  be  adequate  in  safeguarding  against  dupli- 
cate payment." 

Dr.  Layton  said  the  33  Blue  Shield  carriers  processing  Medicare 
claims  at  the  rate  of  30  million  a year,  approve  elimination  of  initial 
physician  certification  for  inpatient  hospital  admissions  and  inclusion  under 
Part  B of  radiological  and  pathological  services  furnished  by  physicians 
to  hospital  patients.  "However,"  Dr.  Layton  said,  "we  are  conscious  of 
the  potential  impact  this  may  have  on  hospital  admissions." 

"We  believe  that  the  complications  of  Title  XVIII  can  be  lessened 
by  allowing  the  private  sector,  as  represented  by  Part  B carriers,  to 
play  its  full  role  as  envisioned,"  he  said. 


NEBRASKA  BLUE  SHIELD  Kilpatrick  Building,  Omaha,  Nebraska 
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PHYSICIANS'  EXCHANGE 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

EQUIPMENT  FOR  SALE  — Burdick  EK-3  Elec- 
trocardiograph, Ambco  audiometer,  Brown-Buerger 
cystoscope.  Sigmoidoscope  with  Hyfrecator  attach- 
ments, Thelco  incubator,  examining  tables,  many 
other  items.  Most  like  new  at  half  price.  J.  S. 
Carson,  M.D.,  McCook,  Nebraska. 

PHYSICIAN  INTERESTED  in  internal  medicine 
wanted  for  Medical  Service.  Starting  salary  $12,873 
to  $17,221,  depending  on  qualifications.  Liberal 
fringe  benefits.  Non-discrimination  in  empolyment. 
Contact  Chief  of  Staff,  Veterans  Administration 
Hospital,  Des  Moines,  Iowa  50308. 


EASTERN  WISCONSIN  CLINIC  in  rapidly 
growing  community  of  50,000  desires  board-eligible 
or  certified  physicians  in  obstetrics  and  gynecology, 
pediatrics,  orthopedic  surgery,  urology  and  otolaryn- 
gology. Well-equipped  clinic  and  excellent  hos- 
pital facilities.  Lake  short  location  offers  ample 
recreational  facilities.  Attractive  financial  plan 
leading  to  early  full  partnership.  Full  expenses  paid 
for  applicants  invited  to  interview.  Call  or  write: 
F.  L.  Hildebrand,  M.D.,  Riverside  Clinic,  Menasha, 
Wisconsin. 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Owned  by  The  Huse  Publishing  Co. 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


“Hello,  Dear.  Do  you  think  you’ll  get  fin- 
ished with  your  hospital  rounds  in  time  to  get 
home  for  dinner?” 
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Butazolidin®,  phenylbutazone 
In  Acute  Superficial  Thrombophlebitis 

Contraindications:  Edema;  danger  of  car- 
diac decompensation;  history  or  symptoms 
of  peptic  ulcer;  renal,  hepatic  or  cardiac 
damage;  history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should  not  be 
given  \when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  watch  for  ex- 
cessive increase  in  prothrombin  time. 
Instances  of  severe  bleeding  have  oc- 
curred. Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfo- 
nylurea, sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  care- 
fully  select  patients,  avoiding  those  re- 
sponsive to  routine  measures  as  welt  as 
contraindicated  patients.  Obtain  a de- 
tailed history  and  a complete  physical 
and  laboratory  examination,  including  a 
blood  count.  The  patient  should  not  ex- 
ceed recommended  dosage,  should  be 
closely  supervised  and  should  be  warned 
to  discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention); 
skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Dis- 
continue the  drug  immediately  and  insti- 
tute countermeasures  if  the  white  count 
changes  significantly,  granulocytes  de- 
crease, or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hyper- 
tensives. 

Adverse  Reactions:  The  most  common 
are  nausea,  edema  and  drug  rash.  Swell- 
ing of  the  ankles  or  face  may  be 
minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics. 
In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic 
ulcer.  The  patient  should  be  instructed 
to  take  doses  immediately  before  or  after 
meals  or  with  milk  to  minimize  gastric 
upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  sys- 
temic reactions  usually  requires  with- 
holding medication.  Purpuric  rash  has 
also  been  reported.  Agranulocytosis,  ex- 
foliative dermatitis,  Stevens-Johnson  syn- 
drome, or  a generalized  allergic  reaction 
similar  to  serum  sickness  may  occur  and 
require  permanent  withdrawal  of  medica- 
tion. Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely 
attributable  to  the  drug,  a causal  relation- 
ship cannot  be  excluded.  Thrombocyto- 
penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported, 
as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red 
cell  count  due  to  hemodilution  may  occur. 

Dosage  in  Acute  Superficial  Thrombo- 
phlebitis: Initial:  6 capsules  or  tablets 
daily  in  divided  doses  for  2 or  3 days. 
Maintenance:  3 capsules  or  tablets  daily. 
Usual  duration  of  therapy  is  5 to  7 days 
(rarely  beyond  10  days).  6509-V(B)R2 

‘Stein, I.D.: Presented  at  theAmerican  Acad- 
emy of  General  Practice,  Dallas,  Sept.  1967. 

For  complete  details,  please  see  full 
prescribing  information. 
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The  Editor  of  this  Journal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
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“top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure 
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size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 
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Reprints  should  be  ordered  from  the  print- 
er, NEWS  Printing  Company,  Norfolk,  Nebr. 

Copyright  1964  by  The  Nebraska  State 
Medical  Association. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska,  as  second 
class  matter. 


4-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


HmO  BRAND  OFLUTUTRiN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  0 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTIO 


H LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  eve 
when  massive  doses  (25  tablets  per  da; 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,0C 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21 


( LTR23 ) 


DORSEY  "FLU-C 

IRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OE  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  R.UNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic* 

timed-release  tablet  contains: 

Triaminic"  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime,  ^de 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  68S01 


clip  and  file  under  ''flu'" 

For  relief  of  "flu  like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  it.s  advertisers 
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Preoperative  X-ray  Therapy  as  Adjunct  to 
Radical  Neck  Dissection  — E.  \V.  Strong 
et  al  (444  E 68th  St,  New  York).  Cancer 
19:1509-1516  (Nov)  1966. 

The  incidence  of  cervical  recurrence  fol- 
lowing radical  neck  dissection  for  cancer  of 
the  head  and  neck  region  is  reported  from 
various  clinics  to  be  25%  to  30%.  In  an 
attempt  to  reduce  this  high  incidence,  a con- 
trolled prospective  study  of  the  effect  of 
preoperative  radiation  to  the  neck  was  estab- 
lished. Patients  subjected  to  radical  neck 
dissection  for  epidermoid  cancer  were  in- 
cluded. Those  born  on  odd-numbered  birth- 
days received  2,000  rads  to  the  entire  neck 
in  five  equal  treatments  on  successive  days 
from  betatron  or  cobalt  60  source.  Those 
born  on  even-numbered  birthdays  received 
no  preoperative  radiation  and  served  as  con- 
trols. The  surgery  was  carried  out  as  soon 
as  possible  after  the  completion  of  the  ir- 
radiation. A review  of  five-years’  experi- 
ence with  the  program  reveals  that  this  low 
dosage  preoperative  radiation  had  no  dem- 
onstrable adverse  effects  on  the  operative 
procedure,  the  incidence  of  postoperative 
complications,  or  the  duration  of  post- 
operative hospitalization.  The  treated  pa- 
tients enjoyed  a statistically  significant  re- 
duction in  the  incidence  of  cervical  recur- 
rence. 


Trends  in  Cancer  Incidence  and  Survival  in 
Connecticut  — F.  M.  Foote,  H.  Eisenberg, 
and  M.  S.  Honeyman  (Connecticut  State 
Dept  of  Health,  79  Elm  St,  Hartford). 
Cancer  19:1573-1577  (Nov)  1966. 

The  25-year  experience  of  a state-wide 
tumor  registry  is  analyzed  for  trends  in  in- 
cidence and  survival.  Specific  sites,  cover- 
ing 70%  of  the  160,000  reported  cases  show 
varying  results.  Incidence  of  bronchus  and 
lung  cancer  in  men  has  increased  Horn  9 
to  47  per  100,000,  and  from  4 to  7.3  in  wom- 
en. Cancer  of  the  stomach  has  decreased 
in  men  from  40  to  20  per  100,000  and  from 
26  to  10  in  women.  There  has  been  a marked 
improvement  in  the  five-year  survival  of 
cases  of  bronchus  and  lung,  large  intestine, 
rectum,  corpus  uteri,  cervix,  and  prostate 
cancer. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR,  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  1*^'  uptake;  discontinue  ‘Ornade' 
one  week  before  these  tests. 

Ad  verse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


a stuffy  nose 
is  no 

laughing  matter 


Ornadet.d.n,.,k 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule'^  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Smith  Kline  & French  Laboratories 
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Treatment  of  Myasthenia  Gravis  With 
Germine  Diacetate  — W.  Flacke,  V.  S. 
Caviness,  Jr.,  and  F.  G.  Samaha  (25  Shat- 
tuck  St,  Boston).  New  Eng  J Med  275: 
1207-1214  (Dec  1)  1966. 

Germine  diacetate  is  a semisynthetic  ester 
alkaloid  which  possesses  a relatively  selec- 
tive action  on  skeletal  muscle.  It  potentiates 
the  twitch  response  of  a muscle  to  a single 
stimulation  by  inducing  a brief  tetanic  re- 
sponse to  the  single  stimulus.  This  effect 
occurs  in  denervated  muscles  and  during 
complete  neuromuscular  block  and  is  thus  an 
effect  on  the  muscle  proper  not  the  end- 
plate.  Germine  diacetate  was  given  to  pa- 
tients with  myasthenia  gravis  and  w^as 
found  to  increase  muscle  power  to  about  the 
same  extent  as  did  pyridostigmine.  Since 
the  alkaloid  is  not  an  anticholinesterase 
agent,  it  did  not  cause  cholinergic  side  ef- 
fects. The  only  side  effects  observed  were 
signs  of  stimulation  of  peripheral  sensory 
receptors:  prickling,  tingling,  gustatory  and 
temperature  sensations.  The  intravenous 
dose  required  was  2 mg/kg  of  body  weight. 


the  oral  dose  was  20  mg/kg.  In  one  patient 
germine  diacetate  was  effective  after  anti- 
cholinesterase agents  had  failed. 


Headache  and  the  EEG  — R.  Giel,  M,  de 
Vlieger,  and  A.  G.  M.  van  Vliet  (Depart- 
ment of  Neurology,  Dijkzigt  Hosp,  Rotter- 
dam, The  Netherlands).  Electroenceph 
Clin  Neurophysiol  21:492-495  (Nov)  1966. 

The  EEG  screening  of  189  cases  of  head- 
ache produced  an  unspecified  abnormal  ac- 
tivity in  22%  of  113  patients  with  migraine 
and  in  24%  of  76  patients  with  psychogenic 
and  tension  headaches.  This  represents  a 
small  difference  in  the  number  of  abnormal 
EEGs  between  the  two  samples.  An  almost 
equal  percentage  of  abnormal  EEGs  was 
found  in  a control  group  of  100  healthy 
laborers.  This  observation  and  related 
literature  led  to  the  conclusion  that  the 
EEG  cannot  be  an  important  aid  in  the 
screening  of  common  headache  syndromes. 
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Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISirLP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Safe  and  Effective  Method  of  Administering 
5-Fluorouracil  to  Adrenalectomized  Pa- 
tients — T.  C.  Hall  and  R.  E.  Wilson 
(Peter  Bent  Brigham  Hosp,  Boston).  -Surg 
Gynec  Obstet  123:978-982  (Nov)  1966. 

Seventy  patients  undei-went  adrenalectomy 
for  metastatic  cancer  of  the  breast.  Twenty- 
nine  received  5-fluorouracil  after  bilateral 
total  adrenalectomy.  Of  these,  8 patients 
received  5-fluorouracil  beginning  on  the  sev- 
enth postoperative  day.  The  other  21  pa- 
tients were  given  5-fluorouracil  at  a later 
time.  Administration  was  by  intravenous 
route  in  infusions  of  either  5%  dextrose  and 
saline  or  5 St  dextrose  and  water.  The  daily 
dose  of  the  drug  was  15  mg /kg,  not  to  ex- 
ceed a total  of  1,000  mg.  The  usual  duration 
of  the  initial  course  of  therapy  was  5 to  8 
days.  Of  the  29  patients,  only  4 received 
larger  doses  of  corticoids  in  association  with 
5-fluorouracil  administration.  The  prolonged 
intravenous  infusion  for  the  initial  course  of 
5-fluorouracil  appeared  to  be  easily  toler- 
ated, even  by  patients  who  preriously  had 
undergone  adrenalectomy.  No  adrenalec- 
tomized patient  died  as  a result  of  5-flu- 
orouracil therapy.  No  increase  was  needed 
in  corticoid  doses  in  patients  maintained  on 
weekly  single  injections  of  15  mg/kg  of  5- 
fluorouracil  for  up  to  a year.  Antitumor 
effect  attributable  to  the  drug  was  ob- 
serv'ed ; the  beneficial  effects  of  adrenalec- 
tomy and  5-fluorouracil  may  be  additive  or 
even  synergistic. 


Intolerance  to  Milk  in  Ulcerative  Colitis:  A 
Preliminarj'  Report  — H.  J.  Binder  et  al 
(Yale  Univ  School  of  Medicine.  New  Haven, 
Conn).  Amer  J Dig  Dis  11:858-864  (Nov) 
1966. 

Fifty-nine  per  cent  of  a series  of  patients 
with  ulcerative  colitis  were  found  to  have 
lactose  intolerance  by  a lactose  - tolerance 
test.  It  appears  likely  that  the  inflamed, 
irritated  bowel  of  patients  with  ulcerative 
colitis  cannot  handle  the  osmotic-acid  load 
and  that  lactose  intolerance  imposes  an  extra 
burden  upon  the  inflamed  bowel.  There- 
fore, a lactose-free  diet  is  advisable  in  pa- 
tients with  ulcerative  colitis  who  also  have 
lactose  intolerance. 


Take  five... 


Labstix*  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That's  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  v,4th  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 
Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  465 14 
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Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  «it7 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing ICTOTEST  " Reagent  Tablets,  the  30-sec- 
ond  determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 

AMES  COMPANY  (g) 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514  Ames 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  40167 


Complications  in  Indwelling  Venous  Cath- 
eters: With  Particular  Reference  to  Cath- 
eter Embolus  — R.  B.  Doering,  E.  A. 
Stemmer,  and  J.  E.  Connolly  (Univ  of  Cali- 
fornia College  of  Medicine,  Los  Angeles). 
Amer  J Surg  114:259-266  (Aug)  1967. 

Complications  with  the  use  of  polyethylene 
catheters  are  various,  the  most  important  be- 
ing polyethylene  catheter  embolus  of  which 
26  previously  reported  cases  are  analyzed 
and  23  own  cases  are  reviewed.  Mortality 
from  catheter  embolus  is  high  unless  surgical 
measures  are  instituted  for  removal.  The 
most  common  cause  of  catheter  breakage  is 
an  apparent  shearing  of  the  tubing  by  the 
sharp  leveled  needle.  The  restless  patient 
may  inadvertently  break  the  weakened 
catheter  by  bending  or  pulling  on  the  tubing. 
If  embolus  of  the  catheter  occurs  a tourni- 
quet should  be  immediately  applied  high  on 
the  extx’emity.  Appropriate  roentgenograms 
should  be  taken  of  the  extremity  for  soft 
tissue  detail.  Surgical  removal  should 
promptly  follow  localization  of  the  catheter. 
Embolus  to  the  vena  cava,  the  heart,  or  pul- 
monary artery  must  be  approached  surgically 
as  soon  as  possible  if  the  patient’s  condition 
permits. 


Response  of  Male  Mammary  Carcinoma  Meta- 
stases  to  Bilateral  Adrenalectomy  — E. 
Houttuin,  J.  V.  Prohaska,  and  P.  Tax- 
man  (Univ  of  Chicago,  Chicago).  Surg 
Gynec  Obstet  125:279-283  (Aug)  1967. 

The  response  of  metastatic  breast  carcin- 
oma to  bilateral  orchiectomy  followed  by 
adrenalectomy  induces  appreciable  regres- 
sion of  metastases  in  the  male.  The  response 
seems  greater  than  that  obtained  in  the  fe- 
male with  metastatic  mammary  carcinoma. 
All  lesions  disappeared  in  six  of  eight  pa- 
tients after  ochiectomy.  After  sequential 
adrenalectomy,  recurrent  lesions  disappeared 
in  five  of  seven  patients.  The  significance 
of  the  endocrine  response  must  be  evaluated 
by  the  disappearance  of  the  metastatic  le- 
sions and  the  prolongation  of  life  after  dis- 
tant metastases  developed. 
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If  it  doesn’t 
work  in  a week 


forget  it 


Contraindications:  Edema;  danger  of  cardiac  de- 
compensation: history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently.  Large 
doses  of  Butazolidin  alKa  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleeding 
have  occurred.  Pyrazole  compounds  may  potenti- 
ate the  pharmacologic  action  of  sulfonylurea,  sul- 
fonamide-type agents  and  insulin.  Carefully  ob- 
serve patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully  select 
patients,  avoiding  those  responsive  to  routine 
measures  as  well  as  contraindicated  patients. 
Obtain  a detailed  history  and  a complete  physi- 
cal and  laboratory  examination,  including  a 
blood  count.  The  patient  should  not  exceed  recom- 
mended dosage,  should  be  closely  supervised  and 
should  be  warned  to  discontinue  the  drug  and  re- 


port immediately  if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia):  sudden 
weight  gain  (water  retention);  skin  reactions;  black 
or  tarry  stools  or  other  evidence  of  intestinal  hem- 
orrhage occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear. 
Use  greater  care  in  the  elderly  and  in  hyperten- 
sives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics.  In  elderly 
patients  and  in  those  with  hypertension  the  drug 
should  be  discontinued  with  the  appearance  of 
edema.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  imme- 
diately before  or  after  meals  or  with  milk  to  mini- 
mize gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  reactions 
usually  requires  withholding  medication.  Purpuric 
rash  has  also  been  reported.  Agranulocytosis,  ex- 
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In  rheumatoid  arthritis,  Butazolidin  alka  needs 
only  a week’s  trial.  If  it  doesn’t  work  in  a week, 
forget  it. 

A short  trial  period  may  spare  patients  weeks  of 
discomfort.  That’s  one  reason  why  Butazolidin  alka 
seems  a good  choice  when  aspirin  falls. 

It’s  not  for  every  patient.  Check  carefully  the 
Contraindications,  Warning,  and  Precautions 
shown  below. 

And  adverse  reactions  may  occur. The 
most  common  are  nausea,  edema  and 
rash.  Rarely,  agranulocytosis  has  been 
reported.  All  adverse  reactions  are 
listed  below,  too. 

You’ll  know  quickly  if  It  works. 

And  most  of  the  time,  it  will. 


foliative  dermatitis,  Stevens-Johnson  syndrome,  or 
a generalized  allergic  reaction  similar  to  serum 
sickness  may  occur  and  require  permanent  with- 
drawal of  medication.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attributable 
to  the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Rheumatoid  Arthritis:  Initial:  3,  to  6 cap- 
sules or  tablets  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should  not 
exceed  4 capsules  or  tablets  daily;  response  is 
often  achieved  with  1 or  2 capsules  or  tablets  daily. 

6509-V(B)R2 

For  complete  details,  please  see  full  prescribing 
information. 


Butazolidin"^  alka 

Capsules:  phenylbutazone,  100  mg.;  dried  alumi- 
num hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 

Also  available:  Butazolidin®,  phenylbutazone: 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals  ; 

Division  of  Geigy  Chemical  Corporation  ^ 

Ardsley,  New  York  m 
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Serial  Rectal  Biopsy  in  Ulcerative  Colitis 
During  the  Course  of  a Controlled  Thera- 
peutic Trial  of  Various  Diets  — R.  Wright 
and  S.  Truelove  (Univ  of  Oxford,  Eng- 
land). Amer  J Dig  Dis  11:847-857  (Nov) 
1966. 

In  the  course  of  a controlled  therapeutic 
trial  of  three  different  diets  in  ulcerative 
colitis,  serial  rectal  biopsy  was  performed 
on  77  patients,  each  of  whom  was  on  a spe- 
cific diet  for  one  year.  In  all,  658  rectal 
biopsy  specimens  were  taken,  an  average 
of  more  than  eight  per  patient.  During  the 
course  of  the  trial,  patients  on  a milk  - free 
diet  had  fewer  clinical  relapses  than  patients 
on  a normal  “dummy”  diet.  Patients  on  a 
diet  excluding  both  milk  and  gluten  were 
intermediate,  and  we  judge  that  some  of 
these  patients  failed  to  adhere  to  their 
severely  restricted  diet.  The  histologic 
findings  in  the  rectal  biopsy  specimen 
showed  a close  parallelism  with  these  clin- 
ical results.  There  was  a close  but  not  per- 
fect correlation  between  sigmoidoscopic 
findings  and  rectal  biopsy  findings.  If  a 
patient  was  sigmoidoscopically  or  histolog- 
ically normal  at  the  end  of  a standard  course 
of  corticosteroid  treatment  after  admission 
to  the  trial,  this  was  a favorable  sign  in 
relation  to  the  clinical  course  for  the  re- 
mainder of  the  year.  A normal  biopsy 
specimen  gave  a better  prediction  than  a 
normal  sigmoidoscopic  appearance. 


Treatment  of  Acute  Massive  Pulmonary  Em- 
bolism: Medical  or  Surgical  — R.  D. 

Sauter,  D.  A.  Emanuel,  and  E.  J.  Wenzel 
(630  S Central  Ave,  Marshfield,  Wis). 
Ann  Thor  Surg  4:95-105  (Aug)  1967. 

It  is  generally  agreed  among  surgeons 
that  the  indication  for  pulmonary  embolec- 
tomy  is  sustained  hypotension  in  a patient 
with  massive  pulmonary  embolus.  The  sur- 


gical mortality  under  these  circumstances 
is  between  60%  and  70%.  Other  methods 
for  the  treatment  of  these  patients  should 
be  explored.  Three  patients  who  fulfilled 
the  above  criteria  were  treated  with  uro- 
kinase, which  is  an  enzymatic  fibrinolytic 
activator.  All  these  patients  suffered  acute 
massive  pulmonary  embolism  and  would 
have  been  considered  candidates  for  pulmon- 
ary embolectomy ; all  survived  and  their 
clinical  results  were  good.  Because  of  the 
poor  results  with  embolectomy,  particularly 
in  patients  over  65,  the  authors  suggest  that 
these  patients  be  treated  v/ith  urokinase, 
even  though  partial  cardiopulmonary  by- 
pass may  be  necessary  for  temporary  sup- 
port. In  the  younger  age-group  urokinase 
is  suggested  as  the  principal  form  of  therapy 
unless  the  patient’s  condition  deteriorates, 
at  which  time  pulmonary  embolectomy  could 
be  performed.  Spontaneous  resolution  of 
acute  pulmonary  emboli  has  been  well  docu- 
mented. While  this  complicates  somewhat 
the  evaluation  of  results  of  fibrinolytic  ther- 
apy, in  the  authors’  opinion  urokinase  great- 
ly hastens  the  lytic  process. 


“Just  say  that  we’re  terribly  busy.  Quit 
saying,  ‘It’s  a madhouse’!’’ 
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Picture  of 
bursitis 


treated  with 
Parafon  Forte* 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Parafon  Forte  helps  to  relieve  pain, 

restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides ; 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
lof  pain,i’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied. 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  ol 
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more  than  a fig  leaf 
was  lost , . . 

Adam  and  Eve  didn’t  appreciate  what  they  had 
in  the  Garden  so  they  went  their  own  way  and 
you  know  what  happened! 

The  climate,  the  beauty  of  the  Black  Hills,  the 
lecreational  facilities  and  the  people  of  this  area 
make  it  a paradisical  location. 

Spell  out  everything  you  would  like  for  yourself 
and  family  as  a place  to  live  and  practice  and 
you  will  come  close  to  finding  it  here. 

The  mystery  is  why  more  doctors  haven’t  dis- 
covered this  garden  spot  themselves  and  estab- 
lished practice  here. 

We  have  need  for  two  internists  and  an  opthal- 
mologist.  If  you  are  unhappy  where  you  are  and 
would  like  to  consider  a change,  let  us  hear  from 
you. 

Rapid  City  Medical  Center 

728  Columbus  Box  1991 

Rapid  City,  S.  D.  57701 


Etiological  Factors  in  Gastrointestinal  Can- 
cer in  Man  — J.  Higginson,  Dept  of  Path- 
ology, Univ  of  Kansas  Medical  Center, 
Kansas  City,  Kan).  J Nat  Cancer  Inst  37 : 
527-545  (October)  1966. 

The  results  of  a retrospective  sui’\"ey  of 
possible  etiological  factors  in  a series  of  93 
patients  with  carcinoma  of  the  stomach,  340 
patients  with  carcinoma  of  the  colon  and  rec- 
tum, and  1,020  controls  are  discussed.  Gas- 
tric cancer  patients  showed  a dietary  pat- 
tern indicating  an  increased  use  of  animal 
fats,  cooked  fats,  fried  foods,  bacon,  and  a 
decreased  use  of  dairy  produce.  The  differ- 
ence between  patients  and  controls,  how- 
ever, were  not  statistically  significant.  No 
significant  differences  regarding  marital 
status,  religion,  occupation,  bowel  habits,  to- 
bacco and  beverage  habits,  and  usage  of  in- 
dividual foodstuffs  were  observed  between 
cases  of  gastric  cancer  and  controls.  Apart 
from  a slight  negative  correlation  between 
cigarette  smoking  and  cancer  of  the  colon 
and  rectum,  and  a more  frequent  history  of 
constipation  and  use  of  laxatives,  which  were 


of  doubtful  significance,  no  obvious  differ- 
ence in  dietary  patterns  and  personal  habits 
were  observed  between  patients  with  in- 
testinal cancer  and  controls. 


Controlled  Study  Evaluation  of  Adenoton- 
sillectomy  in  Children  — S.  R.  Mawson,  P. 
Adlington,  and  M.  Evans  (King’s  College 
Hosp,  London).  J Laryng  81:777-790 
(July)  1967. 

By  random  selection  404  children  were 
placed  into  two  equal  groups.  In  one  group 
the  tonsils  and  adenoids  were  removed  with- 
in two  weeks;  in  the  other,  operation  was 
postponed  up  to  two  years.  Comparison  of 
the  two  groups  was  made  by  intensive  follow- 
up in  special  clinics.  A noticeable  reduction 
in  the  frequency  of  attacks  of  sore  throat, 
tonsillitis,  cervical  adenitis,  and  colds  togeth- 
er with  a measurable  weight  gain  were  re- 
vealed in  the  operated  group  especially  dur- 
ing the  first  postoperative  year.  No  signifi- 
cant difference  was  found  in  the  incidence  of 
otitis. 
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For  the 

cardiac  patient 
on  2 piiiows 
a night, 
consider  one 
Hygroton  a day. 


Hygroton* 


chlorthalidone 


new  50  mg.  tablet 
or  100  mg.  tablet 


She  was  the  picture 
of  arteriosclerotic 
heart  disease  in 
failure. 

She  couldn’t  sleep 
a wink  without  an 
extra  pillow. 

Then  her  doctor 
prescribed  digitalis 
and  Hygroton. 


First,  her  cardiac 
output  improved. 
Then  her  breathing 
improved  — 
along  with  her 
urinary  output. 


Nights  could  be 
a lot  more  pleasant 
for  patients 
like  this  in 
your  practice. 

Try  it  and  see. 


Hygroton  therapy  may 
also  mean  trouble- 
some side  effects  for 
certain  patients. 

A summary  of 
essential  prescribing 
information  is 
shown  below. 


severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions;  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 
tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 


caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  com- 
pounds include:  jaundice,  xanthop- 
sia, paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 


of  50  mg., in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the 
complete  prescribing  Information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
HY-5405S 


Coancilor  Districts  and  Counties 

First  District ; Councilor ; Leroy 
Lee.  Omaha.  Counties : Douglas, 
Sarpy. 

Second  District : Councilor : John 

T.  McGreer.  Jr.,  Lincoln.  Coun- 
ties : Lancaster.  Otoe,  Cass. 

Third  District:  Councilor:  Wm. 

Glenn,  Falls  City.  Counties: 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  J.  T. 

Keown.  Pender.  Counties : Knox, 
Cedar.  Dixon.  Dakota,  Antelope, 
Pierce.  Thurston.  Madison.  Stan- 
ton. Cuming.  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper.  Columbus.  Counties  : Burt. 
Washington.  Dodge,  Platte,  Col- 
fax. Boone,  Nance.  Merrick. 

Sixth  District : Councilor : W.  Ray 
Hill,  Seward.  Counties : Saun- 

ders, Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  C.  F. 
Ashby.  Geneva.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry. Keyapaha,  Brown,  Rock,  Holt. 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith.  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson.  Buffalo, 
Grant.  Hooker,  Thomas,  Blaine, 
Wheeler,  Lroup,  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill.  Hastings.  Counties  : 
Gosper.  Phelps,  Adams,  Furnas, 
Harlan.  Webster.  Kearney,  Red 
Willow.  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District : Councilor : Max 
Raines,  North  Platte.  Counties : 
Lincoln.  Perkins,  Keith,  McPher- 
son, Garden,  Arthur.  Logan. 
Deuel. 

Twelfth  District:  Councilor:  C.  J. 
Cornelius,  Sidney.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte. 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


NEBRASK-A.  STATE  MEDICAL  ASSOCLATION 

Councilor  Districts  and  Component  County  Medical  Societies 


COUNTY' 


COMPONENT  COUNTY  SOOETIES 

PRESIDENT  SECRETARY 


Adams R.  J.  Mclntire,  Hastings Earl  J.  Dean,  Hastings 

Antelope 

Boone 

Box  Butte J.  H.  Gardner,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo B.  M.  Stevenson,  Kearney J.  M.  McCammond,  Kearney 

Burt Arnold  J.  Mullmann,  Oakland-.Isaiah  Lukens,  Tekamah 

Butler 

Cass 

Cheyenne-Kimhall-Deuel L.  S.  O’Holleran,  Sidney W.  C.  Barr,  Chappell 

Clay H.  V.  Nuss,  Sutton 

Colfax Howard  L.  Fend.  Schuyler Merlin  L.  Sucha,  Schuyler 

Cuming L.  J.  Chadek,  West  Point E.  L.  Sucha,  West  Point 

Custer Clyde  Wilcox,  Ansley Thomas  Lucas,  Broken  Bow 

Dawson B.  W.  Pyle,  Gothenburg D.  O.  Inslee,  Gothenburg 

Dodge James  Bridges,  Fremont Wm.  Heusel,  Hooper 

Fillmore A.  A.  Ashby,  Geneva C.  F.  Ashby,  Geneva 

Five  County Henry  Billerbeck,  Randolph Robert  Benthack,  Wayne 

Four  County M.  E.  Markley,  Ord Paul  Martin,  Ord 

Franklin 

Gage C.  T.  Frerichs.  Beatrice P.  C.  Gillespie.  Beatrice 

Garden-Keith-Perkins A.  B.  Albee.  Oshkosh Wesley  G.  Wilhelm,  Ogallala 

Hall J.  A.  Proffitt,  Grand  Island Gordon  Francis,  Grand  Island 


K. 

.J.  S.  Ix>ng,  Alma 

Holt  & Northwest. 

E. 

_E.  C.  Hanisch.  St.  Paul 

Frank  Falloon.  Fairburv 

_G.  0.  Johnson,  Fairbury 

Johnson. 

R. 

L.  Tollefson,  Wausa 

_D.  J.  Nagengast.  Bloomfield 

P. 

.R.  A.  Brooks,  Lincoln 

Lincoln 
Madison  

_.R. 

E.  Klaas.  Norfolk 

.Francis  Martin.  Norfolk 

Nemaha Wendell  Fairbanks,  Auburn John  H.  Krickbaum,  Auburn 

N.W.  Nebr Donald  D.  Watson.  Gordon D.  E.  Metcalf.  Gordon 

Nuckolls Robert  Howe.  Nelson T.  C.  Kiekhaefer,  Superior 

Omaha-Douglas Ralph  C.  Moore,  Omaha Edward  K.  Connors,  Omaha 

Otoe R.  C.  Weldon.  Nebraska  City Arden  H.  Bonebrake,  Nebr.  City 

Pawnee A.  B.  Anderson,  Pawnee  City_.H.  C.  Stewart,  Pawnee  City 

Phelps Ralph  L.  Nicholson.  Holdrege Evald  Prems.  Holdrege 

Pierce A.  E.  Mailliard,  Osmond W.  I.  Devers,  Pierce 

Platte Clyde  A.  Medlar.  Columbus A.  H.  Liebentritt,  Columbus 

Polk Robert  Bierbower,  Shelby C.  M.  Hadley,  Polk 

Richardson Richard  D.  Gentry,  Falls  City.. Robert  L.  Burghart,  Falls  City 

Saline 

Saunders R.  E.  Norton,  Yutan John  E.  Hansen,  Wahoo 

Scotts  Bluff Allen  C.  Landers,  Scottsbluff Calvin  M.  Oba.  Scottsbluff 

Seward James  Frans,  Milford R.  W.  Herpolsheimer.  Seward 

S.W.  Nebr R.  R.  Morgan.  Cambridge R.  D.  Mason,  McCook 

Thayer F.  A.  Mountford,  Davenport R.  F.  Decker,  Byron 

W'ashington W.  E.  Goehring,  Blair K.  C.  Bagby,  Blair 

York J.  S.  Bell,  York B.  N.  Greenberg,  York 


Evaluation  of  End  Results  in  Treatment  of 
Ruptured  Lumbar  Intervertebral  Disks 
with  Protrusion  of  Nucleus  Pulposus  — 
J.  S.  Barr  et  al  (Massachusetts  General 
Hosp,  Boston).  Surg  Gynec  Obstet  125: 
250-256  (Aug)  1967. 

A review  of  the  results  of  surgical  treat- 
ment of  ruptured  intervertebral  disks  in  the 
lower  portion  of  the  lumbar  spine  in  380 
patients  of  Massachusetts  General  Hospital 
between  1947  and  1956  is  presented.  Of  the 
patients  operated  on  in  the  first  and  last 
year  of  the  study,  81%  had  satisfactory  I'e- 
sults.  In  the  ten-year  series  of  130  patients, 
70%  were  satisfactory  after  excision  of  her- 
niated fragments  and  78%  after  combined 
disk  excision  and  spinal  fusion.  Of  346  pa- 
tients, 71%  reported  they  were  able  to  con- 
tinue former  activities  or  return  to  former 
jobs,  and  9%  were  engaged  in  heavier  work. 
Results  were  the  same  after  simple  excision 
as  after  combined  excision  and  fusion. 


“Sometimes  the  old-fashioned  prescriptions 
are  best  . . . now  wait  until  I powder  this!” 
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I Controlled  Trials  of  a Sulfonamide  Given 
Weekly  to  Prevent  Exacerbations  of 
Chronic  Bronchitis  — A.  Pines  (Ware  Park 
Hosp,  Ware,  Hertfordshire,  England). 
Brit  Med  J 3:202-204  (July  22)  1967. 

Sulformethoxine  is  a sulfonamide  which  if 
given  once  a week  keeps  effective  levels  over 
the  whole  week.  Two  trials  are  described  in 
hospital  long-stay  inpatients  suffering  from 
chronic  bronchitis,  in  whom  the  initial  puru- 
lence  of  the  sputum  had  been  cleared  with 
antibiotics.  Assessment  was  by  blind  inde- 
pendent evaluation  of  the  daily  24-hour 
sputum  for  purulence.  In  the  first  trial,  11 
of  32  (34%)  treated  patients  relapsed  as  did 
12  of  16  (75%)  given  symptomatic  treat- 
ment only  (95%  confidence  interval  14%  to 
68%).  In  the  second  trial  there  were  re- 
lapses in  14  of  37  (38%)  treated  patients  and 
in  13  of  19  (68%)  given  a placebo  only 
(95%  confidence  interval  3%  to  57%).  If 
the  results  of  both  trials  are  combined,  the 
95%  confidence  interval  is  16%  to  54%. 
There  were  no  side  effects.  Sulformethox- 
ine shows  significant  prophylactic  benefit 
in  patients  with  chronic  bronchitis. 


Obstetric  Aspects  of  the  Early  Discharge  of 
Maternity  Patients  — G.  A.  Craig  and  J. 
M.  B.  Muirhead  (St.  Luke’s  Mateniity 
Hosp,  Bradford,  England.  Brit  Med  J 
3:520-522  (Aug  26)  1967. 

Case  records  of  5,000  consecutive  pa- 
tients who  were  discharged  from  hospital 
within  60  hours  of  delivery  were  analyzed. 
Experience  showed  that  planned  early  dis- 
charge does  not  result  in  increased  ma- 
ternal morbidity  nor  does  it  add  to  the  ma- 
ternal risk.  Modifications  in  the  internal 
arrangements  and  staffing  of  the  hospital 
are  described.  The  scheme  proved  to  be  an 
efficient  and  economic  way  of  ensuring  that 
the  maximum  number  of  mothers  and  babies 
receive  the  benefit  of  hospital  care  at  the 
time  of  their  greatest  need  for  it.  An  appre- 
ciable number  of  patients  like  and  request 
early  discharge.  It  is  to  be  hoped  that  a 
more  flexible  approach  to  the  management 
of  the  first  ten  days  of  the  puerperium  will 
become  the  accepted  rule. 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
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ORGANIZATIONS.  STATE  — 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Alan  Pascale,  President 

Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Secy-Treas. 

3612  Cuming,  Omaha,  Nebr.  68131 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Dr.  Barney  Rees,  Secretary 

419  The  Doctors  Building,  Omaha,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 
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Cardiac  Arrhythmias  During  Oral  Surgery 
With  Local  Anesthesia  — C.  L.  Hughes 
et  al  (1510  W.  34th  St,  Austin,  Texas). 
J Amer  Dent  Assoc  73:1095-1102  (Nov) 
1966. 

Electrocardiograms  were  recorded  be- 
fore and  during  77  oral  surgery  proce- 
dures on  65  patients.  Two  percent  solution 
of  lidocaine  with  1:100,000  epinephrine  was 
used  for  local  anesthesia.  Forty-six  opera- 
tions were  performed  on  40  patients  without 
cardiovascular  disease.  Operative  arrhyth- 
mia developed  during  eight  of  the  46  proce- 
dures {VI 9c)  in  this  group  of  patients.  Thirty- 
one  procedures  were  perfomied  on  25  patients 
with  cardiovascular  disease.  No  preoperative 
arrhythmia  was  present  in  patients  involved 
in  22  procedures.  Operative  arrhythmia  oc- 
curred during  6 of  these  22  procedures.  In 
nine  other  procedures,  preoperative  and 
operative  arrhythmia  occurred;  in  four  of 
these  the  operative  arrhythmia  differed  from 
the  preoperative  arrhythmia.  In  10  of  31 
procedures  (33%)  operative  arrhythmia  de- 
veloped. Operative  multifocal  ventricular 
premature  contractions  developed  in  3 of 
31  (10%)  procedures.  Older  patients  with 
cardiovascular  disease  had  a greater  inci- 
dence of  preoperative  and  operative  ar- 
rhythmia. No  consistent  relationship  be- 
tween quantity  of  anesthetic  and  develop- 
ment of  arrhythmia  was  noted. 


Present  Day  Status  of  Cytodiagnosis  in  Dis- 
eases of  the  Thorax:  A 15-Year  Review  — 
H.  Grunze  (II.  Medizinische  Universitats- 
klinik,  Spandauer  Damm  130,  Berlin,  Ger- 
many). Deutsch  Med  Wschr  91:1478- 
1487  (Aug  26)  1966. 

Cytological  examination  gave  definite  re- 
sults in  77%  of  794  cases  of  intrathoracic 
tumor.  Of  cases  diagnosed  by  bronchoscopy 
and  cytology,  the  histological  findings  were 
correct  in  one  third.  Single  examination  of 
bronchial  secretion  provided  a diagnosis  in 
one  third  of  the  cases.  In  two  thirds  of 
cases  of  thoracic  tumor,  cytodiagnosis 
proved  to  be  the  only  method  which  gave  a 
morphologically  confirmed  diagnosis  without 
exploratory  thoracotomy  or  mediastinoscopy. 
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Life  Problems  of  Deaf  People:  Prevention 
and  Treatment  — M.  E.  Switzer  (Dept  of 
Health,  Education,  and  Welfare,  Washing- 
ton, DC)  and  B.  R.  Williams.  Arch  En- 
viron Health  17:249-257  (Aug)  1967. 

Factors  affecting  the  lives  of  deaf  persons 
are  discussed.  The  age  at  onset  of  the  dis- 
ability and  early  discovery  of  the  deaf  child 
are  important  factors  in  the  educational  pro- 
cess. Besides  the  amount  of  residual  hear- 
ing which  a deaf  person  possesses,  his  degree 
of  adjustment  and  his  level  of  achievement  in 
every  activity  relate  directly  to  his  communi- 
cation skills,  the  gateway  to  knowledge  and 
independence.  The  problem  of  communication 
has  two  facets:  deficiencies  in  transmitting 
thoughts  (inadequate  written,  spoken,  or 
manual  language)  and  deficiencies  in  receiv- 
ing thoughts  (inability  to  comprehend  writ- 
ten, spoken,  or  manual  language).  Increas- 
ing awareness  of  the  communication  plight 
of  deaf  persons  and  growing  belief  that  it 
need  not  be  so  serious,  has  reinforced  the 
position  that  top  priority  goals  lie  in  broader 
training  methods  and  earlier  formal  instruc- 
tion. Important  progress  is  being  made  in 
the  field  of  education,  as  well  as  employ- 
ment opportunities  and  public  service  pro- 
grams for  deaf  persons.  However,  the  pre- 
ventive and  treatment  procedures  are  less 
than  adequate  and  await  an  increase  in  quali- 
fied personnel  and  places  for  service. 


“Now,  hold  on,  Mrs.  Clevely!  I can’t  tell 
anything  by  listening  to  your  heart  over  the 
telephone!  . . . Mrs.  Clevely!” 
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Late  Changes  in  the  Peripheral  Blood  After 
Thorotrast  Administration  — A.  0.  Lang- 
lands  and  E.  R.  D.  Williamson  (Western 
General  Hosp,  Edinburgh).  Brit  Med  J 
3:206-207  (July  22)  1967. 

Thirty-five  persons  who  had  received  in- 
tra  - arterial  thorium  dioxide  suspension 
(Thorotrast),  19  or  more  years  previously, 
were  examined.  In  all  patients  the  hemo- 
globin level,  white  cell  count,  and  platelet 
count  were  within  the  normal  range;  per- 
ipheral blood  film  showed  a striking  disturb- 
ance of  red  cell  morphology.  There  was  a 
varying  degree  of  anisocytosis,  occasional 
macrocytosis  and  burr  cells;  target  cell  and 
stipple  cells  were  present.  Giant  platelets 
were  a common  finding  and  Howell-Jolly 
bodies  were  present  in  the  erythrocytes  of 
all  but  one  of  the  patients  examined.  In  the 
absence  of  splenectomy,  and  when  hemo- 
tological  examination  is  otherwise  normal, 
such  findings  are  extremely  rare  and  their 
significance  is  twofold:  first,  they  may  be 
of  diagnostic  significance,  and  secondly,  they 
are  probably  indicative  of  a progi'essive  loss 
of  splenic  function  in  patients  exposed  to 
thorium  dioxide  suspension. 


“No,  no,  — the  thigh  bone’s  connected  to 
the  HIP  bone!” 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


WHAT  THE  AMA  TALKED  ABOUT 
IN  LAS  VEGAS 

Resolutions  presented  before  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion during  its  November  28  to  30,  1966  meet- 
ing in  Las  Vegas  were  many,  but  chiefly  re- 
solved themselves  into  these  ten  groups: 

1.  Title  19. 

a.  Free  choice  of  physician  and  hos- 
pital. 

b.  Direct  billing  or  assignment. 

c.  Effect  on  VA  hospitals. 

2.  Selective  service  procedures. 

3.  Coverage  of  welfare  recipients  under 
PL  89-97. 

4.  Study  of  contemporary  American  med- 
ical practice,  with  regard  to  the  Amer- 
ican physician  and  his  public  image. 

5.  Self-employed  individuals  tax  act  of 
1966. 

6.  Physician  representation  on  governing 
boards  of  hospitals. 

7.  Hospital  based  specialists. 

a.  Direct  billing  and  not  merging 
fees  with  hospital  charges. 

b.  Freedom  to  refuse  to  receive  pay- 
ment from  Medicare  through  the 
hospital. 

8.  Dual  fees. 

9.  Medicare. 

a.  Certification  and  recertification. 

b.  Utilization  review  committee  im- 
munity. 

c.  Change  in  reimbursement  proposal 
under  PL  89-97,  for  patients  who 
are  unable  to  pay  and  thus  to  ob- 
tain a receipted  bill. 

d.  Customary,  prevailing,  and  rea- 
sonable fees. 

10.  Separating  of  the  business  meeting  of 
the  AMA  House  of  Delegates  from  the 
Clinical  Meeting. 


The  House  also  congratulated  the  Canadian 
Medical  Association  for  100  years  of  serv- 
ice. 

— F.C. 

THE  EMERGENCY  ROOM 

The  emergency  room  is  no  less  than  three 
different  things.  It  is  a place  where  medical 
or  surgical  care  is  rendered  to  an  outpatient 
when  there  is  an  unmistakable  emergency. 
It  is  also  a room  in  which  first  aid  and  some- 
what minor  surgery  can  be  administered, 
again  to  outpatients.  And  it  has  obviously 
become  a substitute  for  the  doctor’s  office, 
and  perhaps  for  the  house  call,  where  pa- 
tients come  or  are  brought,  to  be  examined 
or  treated  for  conditions  that  are  not  of  a 
serious  nature,  and  certainly  not  life- 
threatening.  An  example  of  the  first  type 
is  the  patient  who  has  been  injured  in  an 
automobile  accident,  who  is  brought  direct- 
ly to  the  emergency  room  by  ambulance, 
and  who  is  obviously  bleeding.  Patients  in 
the  second  group  include  those  with  lacera- 
tions of  the  skin,  sprained  ankles,  and  for- 
eign bodies  in  the  eye.  The  third  class  of 
patients  may  complain  only  of  headache, 
upset  stomach,  sore  throat,  or  merely  in- 
ability to  sleep. 

Sewing  skin,  strapping  ankles,  and  taking 
lashes  out  of  the  eye  are  hardly  emergencies. 
Sore  throats  and  headaches  do  not  need  to 
be  treated  in  the  emergency  room.  In  the 
past,  some  patients  were  seen  and  treated, 
without  charge,  in  outpatient  departments, 
where  they  presented  themselves  in  differ- 
ent rooms  for  minor  disturbances  of  various 
parts  of  the  body,  and  so  we  had  separate 
rooms  or  gi’oups  of  rooms  for  gastro-intest- 
inal  and  for  cardiac  and  for  urologic  dis- 
orders. Perhaps,  with  the  great  society,  this 
has  been  condensed  into  the  emergency  room, 
which  has  therefore  grown  to  equal  in  size 
what  it  has  replaced. 

An  emergency  sounds  like  something  that 
must  be  done  now.  But  must  is  a word  that 
means  different  things  to  different  people. 
It  may  be  better,  or  more  convenient,  to  su- 
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ture  a wound  one  day  or  one  hour  than  the 
next,  but  it  is  not  life-saving.  A laceration 
or  a sprain  may  be  considered  to  be  an 
emergency  or  not,  and  it  is  not  easy  to  de- 
cide. According  to  one  set  of  values,  an 
emergency  is  something  that  may,  if  neglect- 
ed, prove  fatal,  while  to  another,  it  is  only 
something  that  is  better  done  now  than  later. 
And  unfortunately,  it  may  be  only  a sore 
throat  or,  and  let  us  be  frank,  a headache. 

Why  the  hospital  cannot  say  it  has  fur- 
nished the  room  and  the  facilities,  but  it  does 
not  practice  medicine,  we  do  not  know.  And 
why  physicians  feel  obligated  to  staff  the 
E.R.,  we  do  not  know  either.  One  study 
has  shown  that  less  than  one  sixteenth  of 
cases  seen  there  are  emergencies.  The 
emergency  room  may  be  a good  place  to  see 
patients,  but  the  system  where  a patient 
called  a doctor  first  is  the  best. 

The  patient  should  choose  a doctor.  Not 
a room. 

Hospitals  are  apparently  not  required  to 
have  emergency  departments,  but  they  gen- 
erally have  them.  And  when  they  do,  they 
are  then  offering  emergency  care  to  those 
who  need  it.  And  they  must  then  accept  any 
emergency  patient  who  is  brought  there,  in 
contrast  to  the  hospital’s  general  right  to 
refuse  admission  to  a patient.  Further, 
when  a patient  is  brought  to  the  emergency 
department,  it  is  required  that  reasonable 
care  be  given.  Legal  risks  involving  the 
emergency  room  may  not  be  great,  but  they 
exist.  Patients  have  to  be  treated,  and 
physicians  should  render  the  best  care  pos- 
sible. That’s  the  law. 

F.C. 

WHILE  MAKING  ROUNDS 

Our  intelligence  quotient  is  as  average  as 
the  next  man’s,  and  we  are  daily  confronted 
by  conversational  dilemmas  we  cannot 
pierce;  we  no  longer  ask  what  was  that  you 
said  when  we  hear  a senseless  continuation 
of  meaningless  words. 

Why  is  your  stethoscope  cold?  Now  that’s 
easy.  We  weren’t  always  able  to  get  it  really 
cold,  but  with  modern  refrigeration,  we  can 
now  go  from  patient  to  patient  with  an  icy 


stethoscope.  It  doesn’t  make  for  better 
hearing,  but  it  does  impress  one,  and  we 
have  learned  that  it  is  expected  of  us.  Have 
you  ever  had  heart  disease?  Dr.  Cloverleaf 
is  my  doctor.  We  know  Dr.  Cloverleaf,  and 
if  he  is  your  doctor,  we  can  understand  your 
having  heart  disease.  How  much  do  you 
weigh?  I used  to  weigh  150.  How  inter- 
esting, we  desperately  want  to  say,  I used 
to  weigh  seven  and  a half. 

Why  do  nurses  say  scpel?  We  have  tried 
to  eradicate  this  phenomenon  as  we  would 
disease,  by  showing  them  the  printed  word 
in  a book.  This  form  is  not  recommended ; 
scpel  sounds  much  better. 

Why  don’t  people  live  as  long  as  doctors? 
That  was  when  we  learned  we  weren’t  peo- 
ple, and  anyway,  what  with  Medicare,  se- 
cret remedies  are  out  the  window.  Do  fried 
foods  bother  you?  0 no,  I never  eat  them. 
You  know,  if  you  think  this  through,  he’s 
right.  Will  this  make  my  hair  fall  out? 
You  bet  it  will,  especially  if  you  go  back 
to  the  beauty  operator  who  said  it  would. 

I take  those  little  pink  pills;  and  why  do 
you  have  such  cold  hands?  It  all  takes  us 
back  to  Mr.  Dubious;  he  said  it  hurts  when 
I do  that,  and  the  doctor  said  don’t  do  that. 

We  have  saved  the  best  for  the  last,  and 
we  beg  our  nonmedical  friends  to  tell  us 
what  in  God’s  name  do  they  think  we  are 
doing  when  we  put  those  little  things  in  our 
ears,  for  if  there  is  one  scene  we  cannot 
for  the  life  of  us  fathom,  it  is  the  patient 
talking  endlessly  when  we  are  listening  to 
her  heart.  Some  day,  when  we  are  bold 
enough,  perhaps  we  will  ask,  but  we  hate  to 
spoil  so  perfect  an  absurdity. 

—F.C. 

HAPPY  NEW  YEAR 

We  do  not  wish  each  other  happy  Fourth 
of  July,  and  we  merely  overeat  when  Thanks- 
giving comes  around.  We  are  grateful  for 
Labor  Day  and  reverent  on  Memorial  Day, 
which  we  used  to  call  Decoration  Day,  but 
we  say  Happy  Birthday  and  Merry  Christ- 
mas. And  at  the  beginning  of  each  year,  it 
is  the  custom  in  many  parts  of  the  world  to 
celebrate  merrily  and  to  meet  with  friends. 
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New  Years  have  this  special  meaning  for 
doctors:  we  have  seen  to  it  that  people  have 
more  of  them,  as  medical  progress  has 
lengthened  the  span  of  life,  once  in  the 
twenties,  and  now  three  score  and  ten. 

Of  course,  another  year  has  gone  by  with 
every  Valentine’s  Day  and  every  Mother’s 
Day,  and  even  with  every  Father’s  Day,  but 
tradition  has  come  to  mean  the  start  of  a 
new  calendar  year.  Yearly  calculations  are 
based  on  lunar  and  on  apparently  solar  pe- 
riods, but  no  matter.  New  Year  falls  on 
January  first  in  the  Gregorian  calendar;  the 
Jewish  New  Year  on  about  the  first  of  Sep- 
tember; the  Chinese  New  Year  between 
January  tenth  and  February  19th;  and  Old 
Style,  or  Julian,  on  March  25th.  But  of  what 
importance  are  these  things?  The  custom 
has  happily  sprung  up,  and  we  are  glad.  For 
auld  lang  syne. 

Happy  New  Year. 

— F.C. 


Pesticide  Exposure  From  Concentrate  Spray- 
ing — H.  R.  Wolfe,  J.  F.  Armstrong,  and 
W.F.  Durham  (Wenatchee  Field  Station, 
US  Public  Health  Service,  Wenatchee, 
Wash).  Arch  Environ  Health  13:340-344 
(Sept)  1966. 

A comparison  was  made  of  the  exposure 
to  parathion  for  orchard  spraymen  operat- 
ing conventional  concentrate  airblast  spray 
machines  and  for  those  operating  dilute  air- 
blast  spray  machines.  The  calculated  poten- 
tial dermal  exposure  for  operators  of  concen- 
trate spray  equipment  was  27.9  mg/hour 
as  compared  with  19.4  mg/hour  with  the 
high-volume  equipment.  The  greater  der- 
mal exposure  with  the  concentrate  machine 
was  primarily  due  to  greater  contamination 
of  the  hands.  Potential  respiratory  exposure 
with  the  concentrate  machine  was  0.055 
mg/hour  of  exposure,  or  about  2.7  times  that 
determined  for  operators  of  conventional  di- 
lute machines  (0.020  mg/hour).  This 
greater  respiratory  exposure  for  operators 
of  concentrate  equipment  may  be  attributed 


to  the  greater  probability  of  inhaling  the 
smaller  spray  droplets. 

Idiopathic  Thrombocythemia  Presenting 
With  Ischemia  of  the  Toes:  Report  of 
Three  Cases  — D.  L.  Annetts  (Harbor 
General  Hosp,  Torrance,  Calif)  and  G.  D. 
Tracy.  Med  J Aust  2:180-182  (July  23) 
1966. 

In  three  cases  of  digital  gangrene  in  which 
the  presenting  symptom  was  ischemia  of  the 
toes,  apparently  normal  ankle  pulses  were 
palpable.  Early  blood  studies  failed  to  re- 
veal a significant  hematological  disorder. 
Treatment  by  local  amputation  and  lumbar 
sympathectomy  was  undertaken.  Later  in- 
vestigation revealed  a marked  elevation  of 
the  platelet  count  in  each  case.  The  platelet 
disorder  was  treated  with  radioactive  phos- 
phorus 32.  Further  studies  pointed  to  a 
precise  diagnosis  of  idiopathic  thrombocy- 
themia. 

Primary  Gastric  Lymphoma  and  Its  Grades 
of  Malignancy  — J.  A.  Stobbe  (Mayo 
Clinic,  Rochester,  Minn.),  M.  B.  Dockerty, 
and  P.  E.  Bernatz.  Amer  J Surg  112:10- 
19  (July)  1966. 

Of  126  patients  with  primary  gastric 
lymphoma,  108  were  treated  by  partial  gas- 
tric resection,  and  about  65%  survived  more 
than  five  years.  Of  seven  patients  treated 
by  total  gastrectomy,  three  survived  more 
than  five  years.  The  lesions  of  the  remain- 
ing 11  patients  were  so  far  advanced  that 
primary  curative  surgery  could  not  be  per- 
formed and  were  treated  by  roentgen  ray 
therapy  alone.  Lymphomas  have  immature, 
partially  mature,  and  fully  mature  cells  side 
by  side  in  a disorganized  coexistance.  Lym- 
phoma shows  a polytonal  structure  while 
grade  4 undifferentiated  carcinoma  which 
has  invaded  or  metastasized  to  lymphoid  tis- 
sue has  a two-tone  effect.  Some  cases  of 
lymphoma  show  a marked  numeric  prepon- 
derance of  rather  immature  cells,  others 
reveal  predominant  evidence  of  cell  matura- 
tion, and  still  others  exhibit  a more  even 
mixture  of  the  various  cell  types.  The  size 
of  the  lesion  was  of  some  prognostic  im- 
portance, smaller  lesions  carrying  a more 
favorable  outlook  than  the  larger  ones. 
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ORIGINAL  ARTICLES 


An  Assist  by  the  Digital  Computer 
In  the  Hematology  Clinic 


The  problems  of  systematic 
medical  data  collection,  re- 
trieval, and  display  increase  as 
more  patients  are  seen,  the  number  of  visits 
per  patient  multiplies,  and  the  team  of 
physicians  and  students  enlarges.^  The  hos- 
pital chart,  as  a record  keeping  derice,  tends 
to  become  thick  with  repeated  patient  ob- 
servations; the  problems  of  “hidden  data” 
and  information  recoveiy  become  correspond- 
ingly difficult.  \Mien  a student  or  physician 
encounters  such  a chart  for  the  first  time, 
the  assimilation  of  the  patient’s  medical 
problem  and  course  of  illness  requires  con- 
siderable time  and  effort  on  the  part  of  the 
observer. 

In  the  Hematology  Clinic,  many  patients 
are  seen  repeatedly;  problems  such  as  malig- 
nancy, bleeding  disorders,  and  anemia, 
among  others,  require  special  attention  to 
diagnosis  and  therapy.  Careful  and  pro- 
longed follow-up  is  very  important  in  the 
management  of  these  serious  illnesses.  A 
number  of  the  obseiwations  made  on  such 
patients,  from  the  standpoint  of  both  physi- 
cal and  laboratory  examinations,  are  re- 
corded in  numbers  or  at  least  lend  them- 
selves to  a numerical  system.  Thus,  these 
observations  can  be  organized  and  serially 
recorded  in  a chart  form,  to  supplement  the 
record  of  patients  during  follow-up  and 
management  of  therapy  in  this  clinic  setting. 

The  advent  of  the  computer  has  been  of 
great  interest,  not  only  for  its  speed  and 
mathematical  ability,  but  because  it  lends 
itself  to  wide  application.  The  use  of  a 
computer  as  a teaching  device  has  perhaps 
not  been  stressed  in  the  medical  literature 
as  much  as  certain  other  utilizations.^  In 
addition,  the  adaptation  of  the  digital  com- 
puter to  perform  a specific  function  in  an 
individualized  situation  allows  the  approach 
to  fit  the  local  circumstances.  It  amirably 
fulfills  the  need  for  improved  teaching  sup- 
port in  the  presentation  of  serial  patient 
data  to  students  and  house  officers. 


PERRY  RIGBY.  M.D.;* 

PAUL  JEWETT,  M.D., 

and 

PEYTON  PRATT,  M.D. 
Department  of  Medicine, 
University  of  Nebraska  School  of  Medicine 
Omaha,  Nebraska 


Method  and  Results 

The  Hematology  Clinic  of  the  University 
of  Nebraska  Hospital  meets  for  two  hours 
in  the  afternoon  twice  weekly.  Approxi- 
mately 750  patient  visits  per  year  are  re- 
corded, and  two  attending  hematologists  are 
involved  in  the  patient  care.  Resident  physi- 
cians from  the  Department  of  Internal  Medi- 
cine, as  well  as  occasionally  from  other  de- 
partments (as  Pediatrics),  contribute  to  the 
patient  care  in  this  clinic  as  a part  of  their 
hematology  training  program.  Junior  medi- 
cal students  all  rotate  through  the  clinic  in 
groups  of  five  or  six  per  clinic,  a constant 
part  of  their  medical  clerkship.  Senior  medi- 
cal students  who  are  taking  an  elective  in 
hematology  also  may  be  present  in  the  clinic, 
as  well  as  occasionally  student  nurses  as  a 
part  of  their  teaching  progi'am.  Thus,  the 
Hematologj'  Clinic  serves  as  a teaching  exer- 
cise for  various  groups  of  people. 

In  the  program  to  be  described,  an  IBM 
1620  computer  system  was  utilized,  with  a 
1401  printer.  The  system  has  been  in  effect 
since  May,  1965,  and  all  patients  seen  in 
the  clinic  have  been  included  in  the  recorded 
data.  The  data  on  each  patient  are  back- 
coded  to  include  the  entire  hospital  and  out- 
patient record. 

The  authors  began  this  progi’am  by  de- 
signing code  sheets  to  include  the  informa- 
tion desired  on  each  patient.  Data  collection 
forms,  partially  illustrated  as  cards  1 and 
2,  were  designed  to  record  patient  informa- 
tion concerning  identification,  history,  phj’’si- 
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Card  1 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF  MEDICINE,  HEMATOLOGY  DEPARTMENT 

yr.  mo.  day 

^ U)  (2)  (3)_(4)  (3)  (6)  Date  (7W^  (9)  (10),  (H)  (12) 
Hosp.  # 1 I I I I I I Seen  [_  | j | | | I I I 


Card  (13) 
Code  \ j I 


Clinic  (14) 

Code  1 I 

0 . undef. 

1 . heme . 

2.  UH  other  cl. 
3-  UH  inpat. 

4.  OB  preg. 

5.  OB  GYN  npreg. 


General  Symptoms:  ( 13) 


(17) 

Bleeding: 

0 . none 

1 . skin 

2.  GI 

3.  GU 

4 . pulmonary 
5*  epistaxis 
6.  Joints 

?•  multiple 
8.  other 


Skin  (23) 
Symptoms:  | I 
0 . none 


1.  pruritic 

2.  Jaundice 
rash 
1 + 2 

1 + 3 

2 + 3 
1+2 
other 


3. 

4. 

5. 

6. 

7. 

8. 


+ 3 


0. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 


none 

fatigue,  malaise 
fever 
pain 
1 + 2 

1 + 3 

2 + 3 

1 + 2 + 3 
other 


General  ( l6] 
Symptoms:  | 

0.  none 

1 . nausea 

2.  headache 

3.  dizziness 

4.  1 + 2 

5.  1 + 3 

6.  2 + 3 

7.  1+2+3 

8.  other 


Wt.,  (18)  (19)  (20) 

1 I 1 I 


Infection  site:  ( 

0 . none 

1.  undetermined 

2.  EENT 

3.  lung 

4.  skin 

5.  GU 

6.  musc-skel. 

7.  CNS 

8.  combined 

9.  other 


(21) 


Infection, 
type:  (22) 


Mass, 


( 24)  CNS 


(25) 


Pain:!  I 


0.  none 

1.  undetei'- 
mined 

2.  viral 

3.  bacteria 

4.2  + 3 

5.  AFB 

6 . fungal 

7.  combined 

8.  other 

126) 


0. 

none 

0. 

none 

0. 

none 

1. 

cervical 

1. 

motor,  loss  of 

1. 

extremity 

2. 

axillary 

2. 

sensory 

2. 

bone 

3. 

inguinal 

3. 

mentation 

3. 

chest 

4. 

abdominal 

4. 

autonomic 

4. 

abdomen 

5. 

liver,  spleen 

5. 

1 + 2 

5. 

neck 

6 . 

extremities 

6. 

1 + 3 

6. 

back 

7. 

head 

7. 

2 + 3 

7. 

head 

8. 

multiple 

8. 

1 + 2 + 3 

8. 

combined 

9. 

other 

9. 

other 

9. 

other 

Lymphadenopathy , cm. (8=  0 to  1cm. ; 9=  not  examined) 


Lt.  anterior  neck  area 

w 

Rt . ant . neck  area 

Lt . posterior  ceivlcal 

Rt . post,  cervical 

Lt.  axillary 

W 

Rt . axillary 

Lt.  epitrochlear 

□ 

Rt.  epitrochlear 

Lt . inguinal 

Rt . inguinal 

(32) 


ns 


OH 


og 


Spleen,  cm.  @ rest  (37)  ( 3Q ) 

S99=  not  me.'i  r.mcd ) |_ | 

r 


[O  to  1cm.-  1) 


Spleen,  cm.  @ deep 
99-  not  measmed) 
0 to  loin-  1) 


•-’tr 


insp.  (39)  (40) 
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cal  examination,  hematologic  and  other  lab- 
oratory studies,  and  environmental  and  so- 
cial circumstances.  The  total  possible  in- 
formation at  the  initiation  of  the  patient 
evaluation  corresponds  to  six  standard  IBM 
cards  or  480  columns  of  information.  A 
serial  recording  of  each  patient  visit  was 
accomplished  by  means  of  the  code  sheet 
by  physicians,  nursing  personnel,  technolo- 
gists, and  certain  medically  oriented  per- 
sonnel. Student  nurses  and  students  at  the 
college  level  were  able  to  perform  the  coding 


and  subsequent  card  punching  quite  effec- 
tively. 

A program  was  then  written  to  obtain  a 
chronologically  arranged  individual  patient 
visit  record  as  a printed  out  form  on  each 
patient.  The  record  included  the  patient’s 
name,  diagnosis,  date  of  visit,  date  of  first 
symptom,  date  of  diagnosis,  and  birthdate. 
The  date  on  each  line  was  followed  by  the 
formed  blood  element  counts,  the  differential 
count  of  the  peripheral  blood  smear,  the 


(con't  of  card  1) 


Liver,  cm.  ©rest 
(99=  not  examined)  | 
(0  to  1cm. = 1) 

Antibiotics : (4? ) 

n a 

0.  none 

1.  pen.  G or  V 

2.  syn.  pen. 

3.  tetracyclines 

4.  chloramphenicol 

5.  sulfa 

6.  streptomycin 

7.  erythromycin 

8.  combined 
9-  other 


(41)  (42)  Mass,  (43)  (44)  Clinical  (45)  (46) 

I I greatest  | | Eval.:  | | | 1 


diajn.  in 

cm. 

0. 

not  done 

1. 

no  change 

Complication  (48) 

2. 

si.  worse 

of  treatment:!  j 

3. 

feels  poorly 

0 . none 

4. 

mark,  worse 

1.  yes  (comp,  of 

disease ) 

5. 

si.  better 

2.  heme,  anemia 

6 . 

feels  well 

3.  1 + 2 

7. 

mark,  better 

4.  other 

8. 

other 

Drug  Therapy: 

_(^9)  (50) 
Myleran  mg/d  ( j i 

~r51)'  C5g) 

Leukeran  mg/d  ( j j 

,(53) 

TEM  mg  r I I 

^36^  "(56)  (57) 

CTX-oral  mg/d  f 1 | | 

(5b)  (59)  (to) 
CTX-IV  mg.  I I I I 

Vincristine  mg.  IV. (6l)  ( 62) 


Vinblastine  mg.  IV.  f 

(65)  (66) 

6 MP  mg/d  I I I 

Cb8)  i69)  rm 

MTX  mg/d  I 


(63)  (64) 


1 I 


Prednisone 


, m)^)  (73) 

one  mg/d  | j I I 
(75)  776)^T77T 
Drug  A I I 

— m 


(74) 


Oral  lorn  \_ 

0.  no 

1.  yes 


m 


Bi2  ™ 

0 . no 

1.  yes 


Hosp. 


) (2)  (3)  (4)  (5)  (6) 

n 11  r I 1 


Date  (7)  (8) 
Seen  ( | | 


Card  (13) 
Code  r I 
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Card  2 


Hosp.  # I i 


(1)  (2), (3)  (^)  (5)  (6) 


J ^ L 


yr.  mo.  day 

Date  (7i.(8)  (9)  (10)  (H)  [12) 
Seen  | 1 | I ..  I { 1.1  I 


Card  (13) 
Code  1^1 


Clinic  (14J 
Code  I I 

0 . undef. 

1 . heme . 

2.  UH  other  cl. 

3*  UH  inpatient 

OB  pregnant 
5.  OB  GYN  not  pg. 


(15)  (16) 

(17), 

(60)  (61) 

Hemoglobin  | | | • | 

1 

Plasma  cells  % | | 

TlSi  (19) 

(62) 

Hematocrit  [ 1 

Eosin.  % 1 1 1 

^ C20)  (21) 

RBC  X 10^  ri . 1-^ 

(b4)  (b9) 

Baso.  ^ I T 1. 

(22)  i23)  (2U) 

(wrT67) 

Retie  f)  \ 1 -1 

(27)  (28) 

Nucl.  RBC5^  I I 

(2^ 

(26) 

■5ffr(69> 

Platelets  x 1000  1 | 

, . J 

1 1 

Unidentified  .;  . | | | 

(29)  (3t3TT3 

52) 

(r;r)~ 

WBC  X 100  1 1 

1 

IJ 

Aniso  (0-4+)  1 1 

, (33TTyT 

Segs  %\  1 1 

Bands  % | | | 

(71) 

Poikilo  (0-4+)  1 

^2) 

Rypochrom  (0-4+)  | | 

71311(38} 
Myelocytes  % \ \ 

1 

(73), 

Macro.  (0-4+)  | | 

^ (39)"(fer^ 

Meta  % II T 

(7^ 

Micro.  (0-4+)  1 1 

niTr(42) 

Promyelo  % | J 

(^)  m) 

Blasts  % 1 1 1 

TO)  (46)' 

Lymphs  %\  I | 

Prolymph  % j | | 



Atypical  lymph  % | | 

(50) 

Targets  (0-4+)  | | 

(7b) 

Ovalo  (0-4+)  1 1 

(77) 

Hyper  se^s  (0-4+)  ) | 

Other  1 1 

0.  no 

1.  yes 

(51)  T5?r 

Monocytes  % | | 1 

Bilirubin,  total  | | 

15i) 

■Pi 

(72) 

Serology  | | 

0.  not  done 

1.  positive 

Bilirubin,  direct) 

(87 

Tl 

’P 

2.  negative 

iiai 

Platelets  ( | 

Sphero  (0-4+)  | j 

0.  not  done 
1 . r.oriTial  or  okay 
2.  1 .’.creased 

3-  decreased 
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drugs  administered  and  their  dosage,  the 
size  of  reticuloendothelial  organs  (such  as 
liver,  spleen,  and  lymph  nodes),  and  certain 
other  significant  date  including  symptoms, 
bleeding,  occurrence  of  infection,  administra- 
tion of  transfusions,  and  the  use  of  anti- 
biotics (See  Figure  1).  These  individual 
patient  summary  records  were  then  stored 


in  folders  at  the  clinic,  and  were  obtained 
prior  to  the  patient  clinic  visit  to  assist  the 
teaching  progi’am  at  that  time. 


group  of 
the  pa- 


As  patients  were  seen  by  the 
physicians  and  medical  students, 
tient  evaluation  included  pertinent  history, 
physical  examination,  a review  of  blood 


Figure  1.  Chronologic  computer  print-out  on  hematologic  patient  data.  See  text. 
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O 
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> 
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Ui 
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^ -N  O 
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^ • 
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X — 


CO  9 CD  9 9^  O 


8 


Nebraska  S.  M.  J 


counts  taken  immediately  prior  to  that  clinic 
visit,  and  a review  of  the  patient’s  chart 
along  with  the  computer  form.  The  situa- 
tion was  discussed  briefly,  and  decisions  were 
made  regarding  further  therapy  and  follow- 
up in  the  clinic  or  referral  situation.  The 
time  spent  with  each  patient  varied  from  as 
little  as  five  minutes  to  as  much  as  30  min- 
utes. 

The  computer-patient-printouts  may  illus- 
trate the  following  points  as  examples.  In 
a patient  with  acute  lymphocytic  leukemia, 
the  problem  of  followup  involves  monitoring 
the  use  of  drugs  to  suppress  the  prolifera- 
tion of  leukemic  cells.  When  an  exacerba- 
tion of  disease  follows  upon  remission,  a 
change  of  drug  is  often  accomplished  (Figure 
1).  This  may  be  related  to  a change  in  the 
patient’s  history,  examination,  or  blood 
counts  (among  other  items),  and  much  of 
this  information  is  recorded  on  the  patient 
printout.  Thus,  a precise  review  of  the  pa- 
tient’s past  performance  can  be  depicted 
serially  by  the  printout  form,  and  this  in- 
formation can  be  related  to  the  present 
evaluation  of  the  patient  and  choice  of  sub- 
sequent therapy. 

In  patients  with  malignant  lymphoma, 
such  as  giant  follicular  lymphoma,  lympho- 
sarcoma, or  Hodgkin’s  disease,  and  especial- 
ly in  those  with  prolonged  courses,  the  print- 
out sheets  can  show  the  relationship  of  or- 
gan sizes  and  blood  counts  to  the  type  and 
amount  of  therapy  used.  The  prolonged 
maintenance  of  remission  by  some  patients, 
whether  or  not  specific  therapy  is  given, 
may  also  be  illustrated.  In  patients  with 
anemia,  a calculation  of  blood  requirements, 
red  cell  survival  time,  and  fluctuations  in  the 
course  of  disease  with  complicating  illnesses 
can  be  readily  observed.  In  the  patient  with 
a bleeding  disorder,  such  as  classic  hemo- 
philia (a  deficiency  of  anti  - hemophilic 
globulin  on  an  hereditary  basis),  the  print- 
out may  illustrate  the  number  and  severity 
of  bleeding  episodes  and  response  to  therapy 
with  transfusions,  ii’on,  or  both.  The  sta- 
bility of  the  course  of  some  patients,  such  as 
those  with  pernicious  anemia,  can  be  well 
documented  over  a long  period  of  time  by 
these  patient  printout  forms.  These  exam- 


ples represent  only  a few  of  the  possible  uses 
of  a part  of  the  data  collected. 

Discussion 

The  task  undertaken  in  this  Hematology 
Computer  Teaching  Program  has  been  to 
evaluate,  classify,  and  simplify  a large  data 
load  on  an  individual  patient  to  a more  usable 
form.  Thus,  the  computer  printout  has  been 
most  effective  for  teaching  purposes  on  pa- 
tients undergoing  repeated  followup  visits; 
in  this  situation,  medical  students  or  house 
officer  physicians  may  see  a different  pa- 
tient each  five  to  30  minutes  (new  to  him  or 
her),  and  a need  to  become  acquainted  with 
the  patient’s  past  history  in  a brief  time  is 
evident.  The  use  of  a chronological  record 
to  include  pertinent  blood  counts,  blood  mor- 
phology, drug  therapy,  physical  evaluation, 
and  other  items  has  been  most  helpful.  This 
computer  data  processing  system  is,  of  course, 
only  one  means  of  accomplishing  this  end, 
but  once  initiated  works  reasonably  effec- 
tively. In  addition,  the  data  can  be  used 
with  other  programs  for  many  purposes, 
such  as  case  summaries,  disease  evaluation, 
diagnostic  computer  programs,  tabulations, 
and  calculations. 

There  are,  of  course,  possible  disadvan- 
tages of  such  a computer  progi*am.  If  prop- 
er patient  charting  is  neglected,  or  if  de- 
tails on  the  chart  which  are  not  tabulated 
are  unobserved,  pertinent  items  regarding 
patient  care  may  be  missed.  Thus,  all  meth- 
ods of  patient  evaluation  should  be  used 
simultaneously.  Secondly,  there  may  be  an 
overemphasis  on  mechanics  or  on  numbers 
compared  to  human  values,  and  it  should 
be  noted  that  the  computer  is  no  substitute 
for  good  medical  care  or  for  personalized 
relationships  with  patients.  In  addition, 
there  may  be  a tendency  to  overemphasize 
certain  data  or  evaluations  and  neglect  oth- 
ers. 

Thus,  this  computer  teaching  program, 
while  instructing  students  and  house  offi- 
cers in  the  possible  uses  of  the  computer  and 
some  of  the  mechanics  involved,  has  attempt- 
ed to  restrain  the  overemphasis  of  the  com- 
puter compared  to  good  fundamental  patient 
care.  The  computer  is  therefore  included 
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in  the  total  care  of  the  patient  and  student 
instruction  as  an  adjunct  or  an  addition  to 
the  basic  training  programs  in  hematology. 
An  introduction  to  the  utilization  of  a digi- 
tal computer  in  this  medical  setting  has 
been  well  accepted  by  the  house  officers  and 
students  involved  and  has  proved  useful  as 
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Clinical  Trial  of  Four  Hypnotic  Drugs  — W. 

H.  le  Riche  (150  College  St.,  Toronto),  A. 

Csima,  and  M.  Dobson.  Canad  Med  Assoc 

J 95:300-302  (Aug  13)  1966. 

A clinical  trial  was  carried  out  of  four 
hypnotic  drugs,  RO  4 — 5360,  10  mg  (Moga- 
don), methyprylon,  200  mg  (Noludar),  RO 
4 — 5360,  5 mg  (Mogadon),  secobarbital  so- 
dium, 100  mg  (Seconal),  and  a placebo.  The 
study  was  on  the  usual  double-blind  basis, 
with  observation  made  by  a full-time  nurse. 
Capsules  were  given  at  10  p.m.  for  five 
nights  in  succession,  with  two  nights  free 
from  medication  or  observation.  There  were 
five  such  periods.  The  nurse  carried  out 
her  observations  right  through  the  night,  de- 
termining whether  the  patients  were  awake 
or  asleep.  Each  of  these  drugs  was  statistic- 
ally significantly  different  from  the  placebo 
in  tei-ms  of  length  of  sleep.  Differences 
were  not  significant  between  drugs.  The 
length  of  action  of  the  various  drugs  ap- 
peared to  be  similar,  with  a somewhat  longer 
period  of  activity  for  the  Mogadon  in  both 
dosages.  The  major  side  effect  was  some 
drowsiness  which  was  increased  after  the 
administration  of  Mogadon  10  mg.  The  hyp- 
notics gave  less  than  one  hour  more  sleep. 
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The  Diagnosis  and  Management  of 
Pancreatic  Disease 


The  exact  diagnosis  of  pan- 
creatic disease  and  pancreatico- 
biliary  tract  disease  is  fre- 
quently not  possible  with  cuiTent  laboratory 
tests.  Any  procedures  that  offer  a promise 
to  assist  in  improving  correct  diagnosis  are 
welcomed  by  everyone.  Some  of  the  diffi- 
culties in  diagnosing  pancreatic  disease  are 
due  to  the  anatomical  location  of  the  pan- 
creas and  its  relative  inaccessibility. 

Obstruction  to  the  normal  flow  of  pan- 
creatic juice  within  the  pancreas  or  in  the 
main  ducts  by  any  lesion  will  tend  to  pro- 
duce “spill-over”  of  enzymes  into  the  cir- 
culation, and  this  obstruction  phenomenon 
is  the  basis  for  many  laboratory  tests  rela- 
tive to  pancreatic  function.  Normally,  the 
main  duct  and  accessory  duct  allow  a free 
flow  of  juice  into  the  lumen  of  the  duo- 
denum. 

The  pancreatic  juice  is  composed  of  bi- 
carbonate and  chloride  and  various  enzymes. 
The  body  of  the  gland  contains  lobules  of 
acinar  glands  which  are  made  up  of  cuboidal 
cells  forming  an  acinous  structure  which 
empties  into  the  intercalary  and  larger  ducts 
leading  to  the  chief  pancreatic  duct.  Bicar- 
bonate probably  is  produced  by  the  ductular 
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epithelium,  since  methionine  destroys  acinar 
structures  without  altering  bicarbonate.  The 
enzymes  probably  are  released  from  the  aci- 
nar cells.  Tagging  of  aminoacids  has  dem- 
strated  a rapid  turnover  with  appearance  of 
the  isotope  in  enzymes  within  45  minutes 
of  injection. 

Secretin  stimulates  pancreatic  flow,  and 
pancreozymin  increases  enzyme  output. 
These  hormones  are  released  from  the  duo- 
denal mucosa  by  acid  and  ingested  food  or 
fluid  and  stimulate  pancreatic  flow.  Vagal 
fibers  to  the  pancreas  in  part  stimulate  en- 
zyme output  which  can  be  blocked  by  anti- 
cholinergic drugs,  whereas  carbonic  anhy- 
drase  inhibitors  block  volume  and  bicarbon- 
ate output. 

Clinical  tests  for  the  presence  of  pan- 
creatic disease  are  based  upon  two  ap- 
proaches: (1)  pancreatic  function  and 

(2)  various  enzyme  detenninations  applic- 
able to  conditions  producing  obstruction  tc 


CURRENT  CONCEPTS  OF  POSSIBLE  MECHANISMS 
RESULTING  IN  PANCREATIC  DISEASE 


OBSTRUCTION  TO  FLOW  OF  PANCREATIC  JUICE  BY 
BILIARY  TRACT  DISEASE  OR  PANCREATIC  DUCTAL  DISEASE 

INFECTIONS 

AUTO-IMMUNITY  AND  ALLERGY 
TRAUMA 

METABOLIC,  TOXIC  AND  CHEMICAL  CAUSES 
VACULAR  FACTORS 
IDIOPATHIC 

Figure  1.  Possible  mechanisms  leading  to  pancreatic  disease. 
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the  flow  of  pancreatic  juice.  Functional 
tests  are  necessarily  gross  measurements 
with  wide  values  of  normal,  and  frequently 
advanced  disease  must  be  present  before 
these  tests  become  positive.  They  therefore 
are  limited  in  application,  just  as  tests  based 
upon  obstruction  to  pancreatic  flow  are 
limited  since  they  apply  only  to  specific  prob- 
lems. Sensitive  tests  indicative  of  very 
early  disease  of  the  pancreas  have  not  yet 
been  devised,  possibly  because  so  little  is 
known  about  clinical  manifestations  in  the 
earliest  stages  of  pancreatic  pathology.  It 
seems  reasonable  to  conjecture  that  bio- 
chemical and  metabolic  derangements  oc- 
curring early  in  pancreatic  disease  could  be 
used  as  valuable  diagnostic  aids  if  proper 
tests  for  identifying  them  could  be  devised. 
Our  current  methods  therefore^  are  insensi- 
tive and  greatly  limited  in  variety,  and  un- 
fortunately are  nonspecific  as  to  the  primary 
cause  of  the  pancreatic  disease. 

Attention  to  the  pancreas  and  study  of 
this  organ  at  postmortem  has  made  it  ap- 
parent that  numerous  causes  for  pancreatic 
disease  exist,  and  that  much  is  yet  to  be 
learned  clinically  to  appreciate  this.  Mor- 
tality of  pancreatitis  is  about  10  per  cent. 
Figure  1 summarizes  current  concepts  of  the 
development  of  pancreatic  disease  and  indi- 
cates a variety  of  possible  etiological  agents. 


Figure  2 lists  a number  of  presently  recog- 
nized forms  of  pancreatic  diseases.  Figure 
3 demonstrates  the  principle  employed  in 
some  of  these  tests  based  upon  function  of 
the  pancreas  or  obstruction  to  pancreatic 
flow.  Some  of  these  tests  will  be  briefly 
described. 

Tests  of  Function 

Glucose  Tolerance  Test:  This  test  may 

reveal  progressive  damage  of  the  islet 
cells  eventually  leading  to  a diabetic  glucose 
tolerance  test.  This  test  performed  early  in 
acute  pancreatitis  may  reveal  a temporary 
diabetic  curve.  It  is  helpful  in  problems  of 
alcoholism  complicated  by  chronic  relapsing 
pancreatitis  and  pancreatic  calcification  may 
be  seen  on  X ray.  It  is  also  helpful  in  sus- 
pected carcinoma  of  the  pancreas  and  be- 
comes positive  when  pancreatic  tissue  be- 
comes diffusely  destroyed  by  malignant  in- 
filtration. 

Fecal  Fat:  If  sufficient  pancreatic  dam- 
age exists,  steatorrhea  results.  Gross  stea- 
torrhea is  easily  recognized  by  the  appear- 
ance of  the  stool  which  typically  is  bulky, 
light  in  color,  greasy,  and  malodorous.  Less- 
er degrees  of  steatorrhea  may  escape  detec- 
tion even  though  diarrhea  may  be  present. 
The  most  accurate  method  for  determining 
its  presence  is  by  chemical  fat  balance 


SOME  PRESENTLY  RECOGNIZED  FORMS  OF 
PANCREATIC  DISEASE 

pancreatitis:  ACUTE,  HEMORRHAGIC,  CHRONIC  RELAPSING 

CARCINOMA  OF  THE  PANCREAS 

CYSTIC  FIBROSIS  OF  THE  PANCREAS 

PANCREATITIS  ASSOCIATED  WITH  HYPERPARATHYROIDISM 

HEREDITARY  PANCREATITIS 

ESSENTIAL  HYPERLIPEMIA  AND  PANCREATITIS 

PRIMARY  ATROPHY  AND  LIPOMATOSIS  OF  THE  PANCREAS 

POLYGLANDULAR  ADENOMATOSIS  AND 
ZOLLINGER  - ELLISON  SYNDROME 

PANCREATIC  DISEASE  DUE  TO  MALNUTRITION 

PANCREATIC  DISEASE  AND  CIRRHOSIS  OF  THE  LIVER 

ISLET  CELL  TUMORS  OR  HYPERPLASIA 

Figure  2.  Presently  recognized  forms  of  pancreatic  disease. 
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studies.  On  a fixed  fat  diet  of  100  grams 
a patient  should  not  excrete  over  six  per 
cent  of  fat. 

Triolein  and  Oleic  Acid  Absorption:-  In 
our  experience  fecal  measurements  are  more 
accurate  than  serum  measurements  for  radio- 
activity. 

Secretin  Test:  A standardized  secretin 

test  that  is  clinically  useful  has  been  care- 
fully developed  by  Dreiling.  A major  factor 
in  its  limited  use  has  been  the  scarcity  of 
readily  available  secretin.  Its  chief  disad- 
vantage is  the  time  consumed  and  the  care 
required  in  performing  it.  A double-lumen 
tube  or  a gastric  and  duodenal  tube  must  be 
accurately  placed  so  that  the  tip  of  the  duo- 
denal tube  is  just  below  the  sphincter  of 
Oddi  as  checked  fluoroscopically,  and  frac- 
tional samples  of  pancreatic  juice  are  then 
collected.  After  a 20  minute  control  sample 
one  unit  of  secretin  per  kilogram  of  body 
weight  is  injected  intravenously,  and  four 
subsequent  20  minute  collections  are  made. 
Bicarbonate  content,  volume,  and  amylase 
are  measured.  Normal  bicarbonate  should 
be  90  mEq  per  liter  in  at  least  one  sample, 
and  volume  should  measure  two  ml  per  kilo- 
gram. If  intramuscular  mecholyl  or  ure- 


choline  are  used  in  place  of  secretin,  the 
pancreatic  enzyme  concentrations  are  meas- 
ured, since  use  of  these  drugs  is  responsible 
for  enzyme  stimulation  rather  than  volume 
flow. 

Starch  Tolerance  Test:  The  starch  toler- 
ance test  is  based  upon  the  presence  of  pan- 
creatic amylase  to  hydrolyze  starch  given 
orally  and  determining  blood  sugar  values 
for  comparison  with  the  standard  oral  glu- 
cose tolerance  test.  Some  clinicians  have 
considered  it  unreliable,  since  only  50  per 
cent  of  patients  with  known  pancreatic  dis- 
ease so  studied  had  a positive  starch  toler- 
ance test.  This  may  be  explained  by  sali- 
vary amylase  rather  than  pancreatic  amylase 
being  responsible  for  digestion  of  starch. 

Tests  of  Obstruction  to  Pancreatic 
Flow 

Serum  Amylase:  The  most  familiar  meth- 
ods for  diag-nosis  of  pancreatitis  are  enzyme 
determinations  of  serum  amylase  and  lipase. 
The  serum  amylase  determination  was  de- 
scribed as  a diagnostic  test  for  pancreatic 
disease  by  Elman,  Arneson,  and  Graham  in 
1929.  The  enzyme  originates  primarily  in 
the  pancreas.  Amylase  was  found  in  the 


FUNCTIONAL  TESTS  OF  THE  PANCREAS 
GLUCOSE  TOLERANCE 
FECAL  FAT 

TRIOLEIN  AND  OLEIC  ACID  ABSORPTION 
SECRETIN 

STARCH  TOLERANCE 


TESTS  OF  OBSTRUCTION  TO  PANCREATIC  FLOW 
SERUM  AMYLASE 
SERUM  LIPASE 
URINARY  AMYLASE 
SERUM  "TRYPSIN" 

PROVOCATIVE  PANCREOZYMIN -SECRETIN 

Figure  3.  Pancreatic  tests  relating  to  function  of  the  organ  and  tests 
relating  to  obstruction  of  pancreatic  flow. 
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blood  by  Magendie  in  1846,  but  these  authors 
were  the  first  to  correlate  serum  levels  with 
cases  of  pancreatitis  found  at  operation  or 
autopsy.  Besides  amylase  in  the  blood  the 
enzyme  can  be  demonstrated  in  leukocytes 
and  the  intestinal  wall.  Small  amounts  also 
may  be  derived  from  the  salivary  glands, 
liver,  muscle,  and  adipose  tissue. 

The  serum  amylase  test  is  popular,  since 
it  is  simple  and  can  be  performed  quickly  re- 
quiring about  one  hour.  A disadvantage  is 
that  the  test  must  be  done  on  serum  ob- 
tained early  in  the  onset  of  the  attack, 
since  amylasemia  is  usually  transient,  some- 
times lasting  only  a few  hours.  Occasionally 
amylase  levels  remain  elevated  as  long  as 
three  to  four  days  in  some  severe  cases. 

Amylase  elevations,  however,  are  not  al- 
ways present  in  pancreatic  disease,  nor  does 
the  degree  of  amylasemia  necessarily  cor- 
relate with  the  clinical  severity  of  the  case. 
In  one  study  of  32  cases  of  acute  pancreatic 
necrosis,  elevations  were  present  in  only  50 
per  cent  of  the  cases.  Neither  is  an  elevated 
serum  amylase  pathognomonic  of  pancrea- 
titis, since  many  other  intra  - abdominal 
conditions  may  be  responsible.  High  levels 
have  been  found  in  obstruction  of  the  small 
bowel  and  perforated  duodenal  ulcer.  Mod- 
erate elevations  occur  in  acute  cholecystitis 
and  appendicitis,  and  such  miscellaneous  con- 
ditions as  urinary  tract  infections  without 
renal  failure,  hemolysis  or  conditions  asso- 
ciated with  hemolysis,  Meckel’s  diverticu- 
litis, abdominal  carcinomatosis,  splenic  hem- 
orrhage, cerebral  trauma,  thyroidectomy,  he- 
patic disease,  intestinal  infarction,  and 
ruptured  ectopic  pregnancy.  In  one  series 
of  1800  amylase  determinations,  20  per  cent 
were  above  normal  in  diseases  other  than 
pancreatitis.  The  serum  amylase  may  rise 
in  mumps,  but  symptoms  of  pancreatitis  co- 
exist in  less  than  20  per  cent  of  cases  and 
other  alterations  should  be  present  such  as 
an  elevated  lipase  to  confinn  the  existance 
of  the  complication. 

The  Somogyi  method  or  one  of  its  modi- 
fications is  most  frequently  employed.  Nor- 
mal values  range  from  80  to  180  units  (60 
to  200  S.U.  in  some  laboratories). 

Levels  over  1,000  units  in  the  usual  serum 


amylase  determination  are  most  likely  due 
to  pancreatitis,  although  they  may  also  occur 
in  occasional  cases  of  perforated  ulcer.  These 
high  values  in  perforated  ulcer  may  be  ex- 
plained in  part  by  loss  of  pancreatic  juice 
into  the  peritoneal  cavity  with  rapid  absorp- 
tion through  the  peritoneal  membrane.  In 
general,  however,  with  these  exceptions  a 
value  of  500  units  or  more  is  compatible  with 
a diagnosis  of  pancreatitis.  In  some  other 
abdominal  conditions  with  amylasemia,  the 
elevations  have  been  explained  by  the  pres- 
ence of  amylase  producing  organisms  in  the 
human  intestine  resulting  in  absorption  of 
amylase  due  to  increased  vascularity  of  the 
affected  area. 

Contrary  to  a generally  held  opinion  that 
patients  in  uremia  or  prerenal  azotemia 
have  elevated  levels  of  amylase  and  lipase 
because  of  impaired  or  compromised  renal 
function  specific  clinical  studies  in  such 
patients  have  not  borne  this  out.  If  the  en- 
zyme is  increased  in  these  cases,  it  is  prob- 
ably due  to  existing  pancreatitis  rather 
than  to  a failure  of  renal  clearance. 

Serum  Lipase:  This  determination  re- 

quires 24  hours  for  its  completion,  but  the 
serum  level  can  remain  elevated  for  seven 
to  ten  days  after  the  amylase  has  returned 
to  normal,  and  is  helpful  in  patients  seen 
later  in  the  course  of  their  illness.  This 
determination  also  is  as  nonspecific  as  the 
serum  amylase,  since  lipasemia  may  be 
found  in  intestinal  obstruction,  fractures, 
cholelithiasis,  jaundice,  hepatic  tumor,  he- 
patic cirrhosis,  and  peritonitis.  The  source 
of  the  increased  serum  lipase  in  fractures 
is  said  to  be  the  lung.  The  laboratory  meth- 
od usually  employed  is  that  of  Cherry  and 
Crandall  or  a modification  of  it.  The  upper 
limit  of  normal  is  1.0  unit. 

Urinaj-y  Amylase:  A more  sensitive 

measurement  of  serum  amylase  levels  is 
the  urinary  amylase  test.  In  this  test,  a 
quantitative  24  hour  urine  collection  is 
used.  An  aliquot  of  urine  is  incubated  with 
starch  substrate  at  37°  C,  and  approximately 
every  three  minutes  a drop  of  this  is  added 
to  an  iodine  solution  until  a red-brown  color 
appears.  The  time  is  noted  and  multiplied 
by  the  dilution  and  starch  factor  for  Somo- 
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gja  units.  The  upper  limit  of  normal  is 
6,000  units  per  24  hours.  Urinary  eleva- 
tions may  persist  for  a number  of  days  even 
after  cessation  of  pain  and,  therefore,  are  of 
value  in  the  study  of  patients  whose  acute  at- 
tacks have  subsided.  (Urinary  excretion  of 
lipase  may  also  be  increased  but  a satisfac- 
tory laboratory  test  for  this  still  remains  to 
be  developed). 

From  the  laboratory’s  point  of  view,  sim- 
plicity of  laboratory  tests  is  always  desir- 
able. The  serum  amylase  and  lipase  tests 
have  this  important  quality.  The  same  may 
be  said  for  the  urinary  amylase.  From  the 
physician’s  point  of  view,  this  quality  of 
simplicity  is  also  of  great  importance.  Quan- 
titative collection  of  urine  for  24  hours  is 
not  too  difficult  for  any  hospital,  and  an  ele- 
vation above  6,000  to  7,000  units  even  on  a 
partial  collection  is  extremely  valuable  posi- 
tive information. 

Provocative  Test 

Another  test  that  offers  considerable 
promise  but  requires  further  evaluation  is 
the  provocative  pancreozymin-secretion  test. 
We  have  combined  this  with  a 24  hour  uri- 
nary amylase  collection.  This  test  has  as- 
sisted us  clinically  in  a number  of  obscure 
cases  of  intra-abdominal  pain. 

The  provocative  test  is  predicated  on  the 
supposition  of  intrapancreatic  obstruction 
from  any  cause.  The  hormone  pancreozymin 
is  given  intravenously,  and  results  in  a co- 
pious flow  of  pancreatic  juice  high  in  en- 
zyme concentration.  This  hormone  injec- 
tion is  followed  by  secretin  intravenous- 
ly, which  causes  a large  volume  flow 
of  water  and  bicarbonate  from  the  pan- 
creas. Any  obstruction  to  the  flow  and 
exit  of  the  juice  from  the  ductal  system  can 
result  in  a “regurgitation  or  back  flow”  phe- 
nomenon of  enzymes  into  the  circulation,  re- 
sulting in  significant  elevations  of  the  serum 
amylase  and  lipase  and  an  increased  urinary 
excretion  of  amylase. 

D-Xylose 

Mucosal  absorption  of  d-xylose  is  normal 
in  pancreatic  insufficiency  therefore  a nor- 
mal amount  of  this  pentose  would  be  excret- 


ed in  the  urine,  but  because  of  the  lipase 
deficiency  steatorrhea  would  coexist. 

Sweat  Test 

The  sweat  test  is  the  most  reliable  method 
for  diagnosis  of  fibrocystic  disease.  Weighed 
3"  gauze  squares  are  applied  to  the  skin  of 
the  back  after  it  has  been  washed  with  dis- 
stilled  water  and  covered  with  plastic.  The 
patient  is  made  to  sweat  for  30  to  90  min- 
utes by  applying  external  heat,  and  after 
a period  of  time,  the  gauze  squares  are  re- 
moved, weighed  and  analyzed  for  sodium. 
(The  total  volume  of  sweat  is  not  increased 
in  these  patients).  Amounts  of  sodium  above 
60  mEq  per  liter  are  diagnostic  of  the  dis- 
ease. 

Iontophoresis 

Iontophoresis  involves  the  localized  stimu- 
lation of  sweating  by  applying  an  electrode 
with  pilocarpine  solution  on  it  to  the  skin 
for  a five  minute  period.  Weighed  gauze  is 
then  placed  over  the  area  and  a sweat  col- 
lection is  made.  The  test  can  be  simply  and 
safely  performed  on  a series  of  patients  at 
any  one  time.  Normal  values  of  sodium  are 
the  same  as  in  the  sweat  test. 

Urinary  Lysine 

Urinary  lysine  is  measured  in  suspected 
cases  of  hereditary  pancreatitis.  As  judged 
from  our  present  state  of  knowledge  this  is 
probably  rare,  and  is  unusual  because  of  the 
age  group  affected.  It  resembles  the  non- 
hereditary  form  in  most  respects.  Calcifica- 
tion is  not  diffuse,  but  tends  to  be  in  the 
form  of  calculi  in  the  larger  ducts.  It  oc- 
curs in  very  young  children  as  well  as  below 
the  age  of  twenty.  There  may  be  a familial 
incidence.  It  must  be  considered  in  cases 
of  unexplained  abdominal  pain  in  young 
people.  Abnormalities  of  serum  and  urinary 
amino  acids  occur  in  hereditary  and  non- 
hereditary  pancreatitis  but  are  considerably 
different  in  the  two  forms  of  the  disease. 
Diagnosis  can  be  made  by  urinary  amino- 
acid  studies ; these  patients  characteristically 
have  lysinuria. 

Serum  Lipids:  Essential  or  Idiopathic 

Hyperlipemia  (Buerger  - Grutz  disease)  is 
sometimes  associated  with  pancreatitis. 
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This  is  usually  of  the  chronic  relapsing  va- 
riety. The  disease  may  occur  in  children, 
with  sporadic  attacks  of  acute  abdominal 
pain,  xanthomatous  skin  lesions,  and  a fast- 
ing serum  which  is  milky  white.  Attacks 
are  accompanied  by  fever,  polymorphonu- 
clear leukocytosis,  and  anorexia.  With  ex- 
cessively high  blood  lipid  levels  lipemia 
retinalis  can  be  readily  identified.  There  is 
a great  increase  in  total  lipids;  the  neutral 
fat  fractions  are  markedly  increased. 

The  incidence  of  lipemia  with  lactescence 
of  serum  has  been  reported  to  be  as  high  as 
four  to  eight  per  cent  in  acute  pancreatitis 
in  the  experience  of  some  clinicians.  This 
however  is  not  synonymous  with  essential 
hyperlipemia. 

Intravenous  Tolbutamide  Test:  One  gram 
or  30  mg  per  kilogram  of  intravenous  so- 
dium tolbutamide  are  used.  A positive  tol- 
butamide test  is  characterized  by  a marked 
depression  of  the  blood  sugar  which  is  sus- 
tained over  an  extended  period  of  time,  the 
prolonged  length  of  time  being  particularly 
significant.  The  degree  and  duration  of 
the  hypoglycemia  suggest  release  of  exces- 
sive amounts  of  insulin  from  the  insulinoma. 

Hyperplasia  of  islets  has  been  reported  in 
advanced  parenchymal  damage  of  chronic 
pancreatitis  with  markedly  diminished  exo- 
crine function  and  episodes  of  hypoglycemia. 

The  foregoing  has  been  a rapid  review  of 
some  pancreatic  tests.  The  limited  infoi*ma- 
tion  they  supply  emphasizes  their  short- 
comings and  our  inadequate  clinical  knowl- 
edge of  the  pancreas. 

Selective  Celiac  Angiography 

Although  this  spectrum  of  tests  is  avail- 
able, there  are  still  problems  of  diagnosis 
that  remain  unresolved.  Obscure  abdominal 
pain  in  older  patients  may  suggest  an  occult 
carcinoma  of  the  pancreas  undetected  by 
usual  tests.  In  such  instances  selective 
celiac  angiography  may  be  helpful. 

Within  recent  years  various  radiologic  ap- 
proaches to  visualize  the  pancreas  have  been 
used.  One  that  has  been  employed  with  some 
success  in  France  did  not  appeal  to  most 
American  radiologists,  perhaps  because  of 


its  complexity.  This  method  involved  retro- 
peritoneal air  injection  under  the  coccyx 
with  simultaneous  air  distention  of  the  stom- 
ach, and  serial  horizontal  planograms  of  the 
pancreas.  The  retroperitoneal  air  separat- 
ed the  pancreas  from  the  adjoining  opacities 
of  the  liver  and  kidneys,  and  the  inflated 
stomach  further  accentuated  this  separation 
so  that  appropriate  tomograms  clearly  de- 
lineated the  organ. 

The  availability  of  isotopic  selenium  and 
its  concentration  in  the  pancreas  suggested 
a promising  method  of  scanning.  Unfor- 
tunately clear  definition  from  surrounding 
tissues  is  not  as  yet  possible  with  selenium 
thus  severely  limiting  this  theoretically  at- 
tractive approach. 

Skill  in  techniques  of  angiography  pro- 
vided still  another  method.  Vascular  distor- 
tions, irregularities  or  destruction  with  tu- 
mor staining,  as  has  been  demonstrated  in 
other  organs  could  also  be  applied  to  the 
pancreas,  provided  dye  injections  could  be 
made  directly  into  appropriate  arteries.  This 
has  led  to  the  method  of  selective  celiac 
angiography  for  visualization  of  the  pan- 
creatic arteries,  a procedure  which  presently 
appears  to  be  the  best  radiologic  approach 
to  the  pancreas. 

It  has  few  contra-indications.  The  fe- 
moral pulse  should  be  palpable  and  patients, 
of  course,  should  not  be  sensitive  to  iodinated 
contrast  material.  Patients  receive  clear 
liquids  the  day  before  to  decrease  renal  con- 
centration of  the  dye.  Procaine  is  injected 
locally,  and  a Karras  needle  is  inserted  into 
the  femoral  artery  just  below  the  inguinal 
ligament.  A guide  wire  is  inserted  through 
the  needle  into  the  iliac  artery,  the  needle 
is  withdrawn,  and  a teflon  catheter  is  thread- 
ed over  it.  The  wire  is  then  removed,  and 
with  the  TV  monitor  the  catheter  is  placed 
in  the  celiac  axis  and  a test  injection  is  made. 
If  the  catheter  is  properly  placed,  20  to 
30  ml  of  60%  conray  is  then  hand  injected 
over  a three  to  four  second  interval.  Serial 
angiograms  are  obtained  by  an  Odelca 
changer  or  similar  equipment,  usually  two 
per  second  for  five  seconds  for  arterial  and 
capillary  phases,  then  one  per  second  for 
five  seconds.  The  catheter  is  then  placed 
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in  the  superior  mesenteric  artery,  and  the 
injections  and  filming  are  repeated.  Oblique 
and  lateral  views  may  be  obtained.  Some- 
times it  is  not  possible  to  insert  the  catheter 
into  the  appropriate  artery,  and  an  aorta- 
gram  may  then  have  to  be  substituted. 

Management 

The  management  of  acute  pancreatitis  or 
chronic  relapsing  pancreatitis  is  similar  in 
the  more  severe  forms  of  the  disease.  Re- 
lief from  pain  and  nausea  with  vomiting  is 
often  rapidly  achieved  by  constant  gastric 
suction.  Removal  of  the  gastric  contents 
results  in  a decrease  in  circulating  secretin 
and  pancreozymin  also.  Antibiotics  are  fre- 
quently advisable  in  the  severe  cases  with 
fever  since  secondary  abscesses  and  infec- 
tions of  the  pancreas  can  result.  Antitryptic 
substances  such  as  Trasylol  are  questionably 
helpful  although  this  medication  is  almost 
routinely  used  in  Europe  at  the  present  time. 


There  seems  to  be  some  help  provided  by 
it  in  experimental  pancreatitis,  but  the  same 
cannot  be  said  for  clinical  forms  of  pancrea- 
titis. Serial  urinary  amylase  values  are  fre- 
quently helpful  to  follow  the  course  of  the 
disease.  In  hemorrhagic  pancreatitis,  hemo- 
concentration  and  shock  can  occur,  and  for 
this  intravenous  albumin  is  indicated. 

Following  the  acute  phase  of  the  attack 
pancreatic  insufficiency  may  supervene  re- 
sulting in  steatorrhea,  diarrhea,  and  vary- 
ing degrees  of  malnutrition.  Pancreatic  sup- 
plement in  increasing  dosage  to  control  ste- 
atorrhea is  extremely  helpful  for  this.  In 
order  to  decrease  the  frequency  of  recurrent 
attacks,  management  of  various  functional 
aspects  of  the  gastrointestinal  tract  is  prob- 
ably helpful.  Cystic  fibi’osis  can  also  be  han- 
dled with  some  degree  of  satisfaction  today 
by  the  use  of  pancreatic  supplement  and  anti- 
biotics for  the  control  of  pulmonary  infec- 
tions. 


Comparison  of  Currently  Popular  Thyroid 
Function  Tests  — R.  B.  Squires  (1000  W. 
Moreno  St.,  Pensacola,  Fla),  and  W.  H. 
LangboiTie.  Amer  J Clin  Path  46:189- 
192  (August)  1966. 

The  protein-bound  iodine  (PBI),  24-hour 
radioactive  iodine  uptake  (RAIU),  resin 
sponge  uptake  of  ^*^1  triiodothyronine  (T3), 
and  the  photomotogram  (PMG)  tests  com- 
pared in  a clinical  study  of  37  euthyroid, 
37  hyperthyroid,  and  26  hypothyroid  pa- 
tients. The  overall  cori’elation  (100  pa- 
tients) for  the  T3,  PMG,  PBI,  and  RAIU  was 
89%,  83%,  80%,  and  78%  respectively.  In 
the  hyperthyroid  group  the  accuracy  of  the 
T3  test  was  97%  as  compared  to  87%  for 
the  PMG  and  RAIUU  and  83%  of  the  PBI 
test.  The  correlation  for  the  hypothyroid 
group  was  poor  for  all  tests,  being  77%  for 
the  PMG  and  T3  and  70%  and  58%  for  the 
RAIU  and  PBI  test,  respectively.  The  T3 
and  PMG  tests  offer  the  advantages  of  rela- 
tively simple  procedures  not  affected  by  ex- 
trinsic and  intrinsic  contaminants. 
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Neurologic  Symptoms  in  Lymphoma 
I.  Hodgkin's  Disease 


HODGKIN’S  disease  is  often 
classified  as  one  of  the  malig- 
nant lymphomas.  It  is  now 
considered  to  be  neoplastic  (or  quasineoplas- 
tic) by  many  authorities,  although  some  con- 
sider it  an  infectious  disease.  It  is  common- 
ly included  in  any  broad  discussion  of  malig- 
nant disease. 

It  has  also  been  described  as  a lympho- 
granulomotous  disease  of  lymph  nodes  and, 
less  commonly,  of  non-nodal  lymphatic  tissue. 
Reticulum  cells  are  more  implicated  than 
lymphocytes.  While  not  common  in  child- 
hood, it  may  appear  at  any  age  beyond  two 
and  manifests  most  frequently  between  ages 
20  to  40.  Males  are  more  commonly  affect- 
ed 2:1.  The  course  of  the  disease  appears 
today  to  depend  generally  on  the  extent 
of  anatomical  involvement  of  the  disease 
(“stage”),  imprecise  and  not  universally 
agreed  on  histopathologic  classifications,  and 
the  sex  of  the  patient  (women  endure  it 
longer).  Some  patients  die  with  Hodgkin’s 
disease  quickly.  In  others  it  remains  a slug- 
gish or  intermittent  disorder  that  may  linger 
three  or  more  decades,  even  allowing  the 
individual  to  die  of  unrelated  cause. 

With  stage  I involvement  (only  one  group 
of  lymph  nodes  affected),  50  to  70%  of  pa- 
tients survive  five  years,  50  to  60%  survive 
ten  years.  With  stage  Ila  (two  or  more 
adjacent  groups  of  lymph  nodes  affected,  but 
not  spread  above  or  below  diaphragm  and 
without  systemic  manifestations)  the  five 
and  ten  year  survivals  are  slightly  less.  With 
stage  Ilb  involvement  (same  as  Ila  plus 
systemic  manifestations)  survivals  drop  to 
28%  for  five  years  and  14%  for  ten  years. 
At  stage  III  (widespread  lymph  node  in- 
volvement with  systemic  manifestations), 
only  10%  survive  five  years  and  3%  endure 
ten  years. 

Neurologic  symptoms  have  been  reported 
variously  as  appearing  in  15  to  30%  of 
patients  with  Hodgkin’s  disease.  Few  sur- 
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veys  of  consecutive  patients  admitted  with 
Hodgkin’s  disease  are  made  by  neurologists. 
Long-term  follow-through  to  a thorough 
postmortem  examination  to  determine  the 
natural  neurological  history  of  numbers  of 
patients  with  this  disease  is  likewise  lacking. 

The  following  lists  in  approximate  order 
of  frequency  the  neurologic  syndromes  ap- 
pearing with  Hodgkin’s  disease. 

Herpes  zoster 
Peripheral  neuropathy 
Spinal  cord  or  root  disorders 
Cerebral  and  cerebellar  syndromes 
Cranial  nerve  palsy 
Infection  (usually  meningitis) 

Hemorrhage 

We  shall  present  details  under  the  follow- 
ing outline : 

I.  Intracranial  Syndromes 
Progressive  multifocal  leukoencephalo- 

pathy 

Dural  nodules  and  plaques 
Intracerebral  growth 
Diffuse  encephalitic  and  leptomeningeal 
infiltration 
Intracranial  infection 
Intracranial  hemorrhage 
Irradiation  injury 

Toxic  (chemotherapeutic  or  hypercal- 
cemic)  encephalopathy 
Cerebellar  syndromes 
Obstruction  of  superior  vena  cava 
Cranial  nerve  involvement 
Cranial  bone  involvement 

II.  Vertebral  and  spinal  cord  syndromes 
Vertebral  invasion 

Epidural  tumor 

Spinal  nerve-root  infiltration 

Herpes  zoster 

Radiation  injury 

Tract  demyelinization 
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III.  Peripheral  nerve  involvement 

IV.  Polymyositis 

I.  INTRACRANIAL  SYNDROMES 

The  most  common  symptoms  of  intra- 
cranial involvement  with  Hodgkin’s  disease 
are: 

Focal  or  generalized  convulsions 
Cranial  nerve  palsy 
Increased  intracranial  pressure 
Mental  changes 
Focal  cerebral  deficit 
Cerebellar  ataxia 

Postmortem  examination  does  not  invari- 
ably demonstrate  satisfactory  explanation 
for  all  cerebral  symptoms  (especially  mental 
changes  and  generalized  convulsions). 

Progressive  Multifocal  Leuko- 
encephalopathy 

This  is  an  uncommon  syndrome  of  pro- 
gressive cerebral  demyelinization  which  ap- 
pears as  a terminal  event  in  Hodgkin’s  dis- 
ease. It  has  been  reported  also  in  leukemia 
(especially  lymphocytic),  and  less  commonly 
in  lymphosarcoma,  sarcoidosis,  tuberculosis 
and  carcinomatosis.  It  may  be  associated 
rarely  with  a variety  of  chronic  diseases  as 
isolated  reports  have  described  its  appear- 
ance late  in  the  course  of  multiple  myeloma, 
Whipple’s  disease,  and  senility.  A major- 
ity of  these  patients  with  Hodgkin’s  disease 
are  40  to  55  years  of  age  although  a spread 
from  28  to  68  years  is  noted. 

Although  rare  patients  are  cited  in  whom 
this  was  even  the  primary  manifestation  of 
occult  Hodgkin’s  disease,  most  patients  were 
known  to  have  Hodgkin’s  disease  from  one 
to  three  years.  A few  instances  of  chronic 
Hodgkin’s  of  4.5,  7 and  even  13  years  are 
known.  The  ratio  of  men  to  women  afflicted 
remains  approximately  as  the  ratio  for 
Hodgkin’s  disease  in  general,  with  men  pre- 
dominant 2:1. 

The  clinical  picture  is  one  of  progressive 
subacute  evolution  with  death  ensuing  in 
one  week  to  seven  months  after  onset  of 
cerebral  symptoms  (most  of  these  patients 
expire  in  one  to  three  months).  Progres- 
sive and  coalescing  focal  cerebral  deficits 
appear  with  no  evidence  of  increased  intra- 


cranial pressure.  Several  of  the  following 
symptoms  are  common : 

Organic  mental  changes  progressing  to 
dementia. 

Aphasic,  agnosic  and  apraxic  disorders. 

Pyramidal  tract  signs,  paresis,  plegia. 

Hemianopsia  which  may  progress  to  blindness. 

Tremors 

Ataxia 

Pontine  and  bulbar  palsies 
Dysarthria  common 

Sensory  loss;  astereognosis  and  brainstem 
forms 

Convulsions  (not  common) 

Progressive  weakness  and  incapacity  lead 
to  stupor,  coma  and  death.  Spinal  fluid 
commonly  reveals  no  abnormality,  occasion- 
ally a minimal  or  borderline  rise  in  cells, 
protein  or  pressure.  EEC  tracings  are  usual- 
ly abnormal,  demonstrating  diffuse  slow 
waves  with  asymmetries  and  foci  corre- 
sponding to  underlying  structural  changes. 

Histopathologic  study  discloses  character- 
istic, widely  disseminated,  small,  perivas- 
cular foci  of  demyelinization  which  gradually 
become  confluent.  Astrocytic  proliferation 
occurs  with  bizarre,  giant  forms,  prominent 
nuclei  and  evidence  of  mitotic  activity. 
Oligodendrocytes  reveal  large,  round  baso- 
philic nuclei.  Perivascular  cuffing  is  often 
noted.  Lesions  are  more  common  and  out- 
standing in  cerebral  hemispheres  but  brain- 
stem and  cerebellum  may  be  severely  in- 
volved, too.  Occasionally  extensive  involve- 
ment spreads  to  the  spinal  cord. 

The  etiologic  processes  of  this  disorder 
are  not  known.  Viral,  “toxic,”  biochemical 
and  auto-immunologic  theories  have  been 
cited. 

No  treatment  is  known. 

Dural  Nodules  and  Plaques 

Hodgkin’s  tissue  may  appear  as  nodules  in 
cranial  bones  and  spread  into  or  through 
the  dura.  It  may  appear  solely  in  the  dura 
as  a mass  lesion.  It  may  compress  or  even 
infiltrate  the  cerebrum,  cranial  nerves  or 
venous  sinuses.  Lesions  may  be  localized  or 
widespread. 

Clinical  presentations  appear  with  middle 
cranial  fossa  syndromes  (cranial  nerve, 
pituitary  or  hypothalmic  implication),  cere- 
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bral  hemispheric  involvement  or  with  pos- 
terior fossa  symptoms. 

This  may  present  with  undiagnosed  (oc- 
cult) Hodgkin’s  disease  or  appear  up  to  ten 
years  after  diagnosis  (most  appear  before 
six  years  of  the  disease) . The  predominance 
of  male  over  female  (2:1)  in  Hodgkin’s  dis- 
ease appears  less  in  this  group  (?  5:4).  In 
addition  these  patients  are  commonly  under 
age  40. 

Other  clues  to  this  development  include 
clinical  features  of  intracranial  mass  lesion, 
elevated  spinal  fluid  protein,  cranial  bone 
destruction,  radio-active  brainscan  focus  and 
defects  on  arteriography  or  air  studies.  Re- 
sponse to  chemotherapy  or  radiation  to  the 
intracranial  site  may  also  be  diagnostic. 

Intracerebral  Growths 

Uncommonly  intracerebral  (or  intracere- 
bellar)  Hodgkin’s  masses  are  described  and 
quite  rarely  these  appear  as  primary  foci, 
especially  in  frontal  lobe  or  cerebellum.  Pri- 
mary intracerebral  Hodgkin’s  disease  likely 
arises  from  histiocytes  in  leptomeninges  and 
perithelium  of  cerebral  vessels.  These  are 
usually  single  (occasionally  extensive  or 
multiple)  lesions  which  present  as  brain 
tumors,  diagnosed  only  at  biopsy  unless 
Hodgkin’s  disease  were  previously  known. 
They  would  be  expected  to  respond  to  chemo- 
therapy or,  if  superficial,  to  radiation.  The 
patient’s  anticipated  longevity  must  be 
weighed  against  risk  of  brain  injury  by 
radiation.  Surgical  extirpation  may  be 
preferable  in  some  patients. 

Diffuse  “Encephalitic”  and  Lepto- 

meningeal  Infiltration 

Diffuse  micro  - infiltration  of  Hodgkin’s 
cells  may  appear  in  leptomeninges,  spreading 
widely,  invading  cortex  (or  cerebellum, 
brainstem)  by  means  of  perivascular  spaces, 
extending  into  cranial  nerves  and  spinal 
nerve  roots.  This  infiltrative  form  may  be 
combined  with  dural  nodules  and  plaques 
described  above.  Optic  chiasm,  pituitary 
and  hypothalmus  may  be  involved.  From 
the  few  patients  documented  one  notes  a pre- 
dominance of  males  and  a broad  age  spread 
of  ages  five  to  61.  In  five  of  seven  patients. 


neurologic  symptoms  appeared  before  other 
features  of  Hodgkin’s  disease. 

The  clinical  picture  varies  considerably 
depending  on  site  and  extent  of  involvement: 
Subacute  basilar  “meningitis,”  subacute  “en- 
cephalitis,” focal  cerebral  symptoms,  optic 
nerve  or  chiasm  impairment,  cranial  nerve 
palsies  or  increased  intracranial  pressure. 
Spinal  fluid  protein  is  often  elevated. 

Intracranial  Infection 

Hodgkin’s  disease  and  its  therapies  com- 
bine to  alter  immune  functions  in  the  patient, 
leaving  him  more  susceptible  to  infections. 
Of  neurologic  interest  are  occasional  patients 
with  meningitis  or  encephalitis.  Interesting- 
ly these  infections  are  seldom  due  to  the 
usual,  common  organisms  seen  with  intra- 
cranial infections.  Cryptococcus,  nocardia, 
aspergillus,  mucormycosis,  gram  - negative 
enteric  bacilli  and  toxoplasma  account  for 
many.  Purulent  (pneumococcus  especially), 
listeria  and  tuberculous  meningitis  also  oc- 
cur. Of  viral  infections,  rarely  encephalitis 
due  to  herpes  simplex,  herpes  zoster  or  in- 
fectious mononucleosis  appears. 

Intracranial  Hemorrhage 

Intracranial  bleeding  occurs  in  a very  small 
number  of  patients  with  Hodgkin’s  disease. 
This  is  commonly  blamed  on  the  thrombo- 
penia  which  may  be  severe  in  these  patients. 
However,  other  bloodclotting  factors  and 
vascular  infiltration  may  play  a role.  In  re- 
cent years  the  following  have  been  docu- 
mented : intracerebellar  hemorrhage,  ret- 

inal hemorrhages,  spontaneous  subdural 
hematoma. 

Radiation  Injury 

Radiation  therapy  beyond  that  tolerated 
by  normal  brain  and  spinal  cord  results  in 
chronic  necrosis  and  scarring  after  a latent 
interval.  Neurosurgical  procedure  may  be 
less  traumatic  in  some  instances. 

Brainstem  and  hypothalamus  injury  oc- 
curs if  over  3500  r are  administered  in  17 
days  or  less.  Other  parts  of  the  brain  tol- 
erate up  to  4500  r in  17  days.  Chronic 
syndromes  of  focal  brain  injury  appear  in 
several  months  to  seven  years  after  ex- 
posure to  excessive  radiation. 
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Occlusion  of  gi’eat  vessels  arising  from 
the  aortic  arch  associated  with  Hodgkin’s 
disease  has  been  described  in  two  recent  re- 
ports. Radiation  therapy  has  been  blamed 
tentatively.  This  disorder,  known  as 
“pulseless  disease,”  manifests  with  ischemia 
in  carotid,  vertebral  and  brachial  artery  dis- 
tribution. Paresthesias,  intermittent  clau- 
dication of  upper  extremities  and  extensive 
cerebral  arterial  insufficiency  syndromes  ap- 
pear. 

Toxic  Encephalopathy 

Vinblastine,  a chemotherapeutic  agent 
commonly  used  in  treatment  of  Hodgkin’s 
disease,  discloses  a dose-dependent  toxicity 
which  may  produce  mental  depression,  con- 
fusion and  peripheral  neuropathy.  Ptosis 
and  facial  weakness  have  also  been  described. 

Hypercalcemia  develops  in  some  patients 
with  Hodgkin’s  disease  and  may  manifest 
with  lethargy,  mental  confusion,  delirium 
and  profound  muscular  weakness. 

In  late  stages  of  the  disease,  cerebral 
symptoms  may  be  due  to  renal,  pulmonary  or 
hepatic  failure. 

Cerebellar  Syndromes 

Cerebellar  deficit  may  appear  from  a num- 
ber of  the  pathologic  processes  described 
above.  Progressive  multifocal  leucoence- 
phalopathy  maj^  occur  with  outstanding 
cerebellar  deficit.  Transdural  nodules,  dif- 
fuse leptomeningeal  spread  or  intracerebellar 
growths  may  occur.  Hemorrhage,  infection, 
or  radiation  injury  may  affect  the  cerebellum 
principally. 

Another  cerebellar  involvement  rarely  re- 
ported with  Hodgkin’s  disease  is  subacute 
cerebellar  degeneration.  This  disorder  usual- 
ly appears  with  carcinoma  (especially  of 
lung,  ovary  or  breast)  and  features  diffuse 
loss  of  Purkinje  cells.  Clinically,  there  ap- 
pears a progressive  cerebellar  deficit  that 
leaves  the  patient  totally  disabled  in  a few 
months.  Interestingly,  this  cerebellar  dis- 
order may  present  before  Hodgkin’s  disease 
is  diagnosed.  If  conclusions  can  be  drawn 
from  larger  groups  of  patients  with  car- 
cinoma, subacute  cerebellar  degeneration  ap- 
pears in  older  patients  (ages  36  to  70,  aver- 


age 57  years).  As  often  as  not,  the  neuro- 
logic deficit  precedes  discovery  of  the  neo- 
plasm by  2 to  36  months.  Spinal  fluid  ex- 
amination is  usually  normal  although  cell 
counts  to  20  per  cu  mm  and  protein  to  120 
mg  per  100  ml  have  been  reported.  Ac- 
companying dementia,  cranial  nerve  palsies, 
neuropathy  and  anterior  horn  cell  degen- 
eration are  not  unusual. 

Obstruction  of  Superior  Vena  Cava 

Great  mediastinal  Ijonphadenopathy  is 
common  in  Hodgkin’s  disease.  It  may  re- 
sult in  critical  obstruction  of  venous  drain- 
age from  the  brain.  Venous  congestion  of 
brain,  pulmonary  insufficiency  and  carbon 
dioxide  narcosis  may  combine  to  produce 
headaches,  lethargj’,  personality  changes, 
loss  of  consciousness,  and  cerebral  edema. 

Cranial  Nerve  Involvement 

Cranial  nerves  are  affected  in  Hodgkin’s 
disease  by  transdural  nodules,  leptomenin- 
geal infiltration,  subacute  infectious  menin- 
gitis or  vinblastine  toxicity.  Most  frequent- 
ly affected  are  cranial  nerves  5,  6,  and  7 ; 
then  2 and  3.  Single,  multiple  or  sequential 
implication  occurs.  Vinblastine  toxicity  may 
cause  ptosis  and  facial  muscle  weakness. 

Cranial  Bones 

Hodgkin’s  infiltration  appears  uncom- 
monly in  the  base  of  the  skull,  extending 
into  paranasal  sinuses,  venous  sinuses  and 
through  the  dura.  Cranial  nerve,  pituitary 
or  cerebral  involvement  may  then  occur. 
The  lesions  are  osteolytic. 

II.  VERTEBRAL  AND  SPINAL 
CORD  SYNDROMES 

Spinal  cord  syndromes,  vertebral  invasion 
and  herpes  zoster  are  among  the  most  com- 
mon neurologic  developments  with  Hodgkin’s 
disease. 

Vertebral  Involvement 

Approximately  15  to  20%  of  patients  with 
Hodgkin’s  disease  disclose  clinical  and  X-ray 
evidence  of  bone  involvement,  commonly 
manifest  later  in  course  of  the  disease,  rare- 
ly presenting  as  first  manifestations.  Spine, 
ribs,  sternum,  pelvis  and  femur  are  especial- 
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ly  involved.  Dorsal  and  lumbar  vertebral 
invasion  is  present  in  at  least  half  of  pa- 
tients with  boney  implication.  Bone  pain 
may  be  an  outstanding  symptom.  Rarely 
vertebral  damage  is  sufficient  to  incite  neu- 
rologic symptoms.  Typical  X-ray  findings 
include  osteolysis,  osteosclerosis  and  perios- 
teal calcification  of  vertebral  bodies. 

Epidural  Tumor 

This  is  one  of  the  more  common  neuro- 
logic manifestations  of  Hodgkin’s  disease. 
In  at  least  5 to  10%  of  patients  with  this 
involvement,  it  manifests  thus  before 
Hodgkin’s  is  otherwise  diagnosed.  In  ap- 
proximately 40  to  50%  of  these  patients 
there  appears  X-ray  evidence  of  vertebral 
involvement.  The  epidural  Hodgin’s  mass 
produces  symptoms  by  means  of  (a)  com- 
pression of  the  spinal  cord,  (b)  impairing 
segmental  arterial  and  venous  flow,  and 
(c)  compression  or  infiltration  of  nerve 
roots. 

Back  pain,  root  symptoms  and  finally 
spinal  cord  deficit  evolve  over  weeks  or  sev- 
eral months.  Occasionally  more  rapid  evo- 
lution appears,  commonly  due  to  circulatory 
impairment  effected  by  epidural  gro^\i;h. 

Dorsal  segments  are  most  frequently  af- 
fected, the  disease  extending  back  from 
mediastinal  and  retroperitoneal  lymph  nodes. 
The  clinical  evolution  varies  from  a gradual 
segmental  involvement  to  a rapidly  develop- 
ing transverse  “myelitis.”  Circulatory  im- 
pairment and  myelomalacia  are  common  de- 
velopments. Laminectomy  appears  indicat- 
ed whenever  rapid  evolution  of  neurologic 
deficit  occurs,  lest  ischemic  effects  worsen. 

Myelography  may  be  required  to  ascer- 
tain the  diagnosis  or  the  anatomic  dimen- 
sions of  the  tumor. 

Spinal  Nerve-Root  Infiltration 

Segmental  or  extensive  spinal  leptomenin- 
geal  and  nerve-root  infiltration  produces  a 
syndrome  appearing  like  Guillain-Barre' 
polyradiculitis.  Cerebral  leptomeningeal  in- 
volvement and  cranial  nerve  deficits  may  ac- 
company. 

Subacute,  progressive  flaccid  paralysis, 
root  pains,  paresthesias,  meningism,  distal 


sensory  losses,  a spinal  fluid  protein  of  200 
mg  or  more  per  100  ml  and  no  evidence 
of  intraspinal  block  (Queckenstedt  test, 
myelogram)  comprise  the  complete  picture. 

Herpes  Zoster 

Herpes  zoster  is  one  of  the  more  fre- 
quent neurologic  accompaniments  of  Hodg- 
kin’s disease,  appearing  in  approximately 
5 to  10%  of  patients.  In  one  patient  of 
five  with  both  Hodgkin’s  and  herpes,  the 
latter  disease  is  generalized  and  may  con- 
tribute to  demise.  Rarely  more  extensive 
neurologic  implication  appears  with  herpes 
zoster,  including  myelitis  and  encephalitis. 

Radiation  Injury  of  Spinal  Cord 

Post-radiation  myelopathy  must  be  con- 
sidered whenever  the  spinal  cord  may  have 
received  more  than  a safe  exposure  of  X-ray 
therapy.  A dose  of  2,000  r in  one  day  (or 
4500  r in  30  days)  is  the  approximate  high- 
est dose  safely  tolerated  by  the  human  spinal 
cord.  Cord  injury  manifests  with  a seg- 
mental syndrome  at  site  of  maximal  radia- 
tion two  months  to  six  years  after  exposure. 

Tract  Demyelinization ; Loss  of 
Anterior  Horn  Cells 

Demyelinization  of  pyramidal  tracts  and 
posterior  columns,  and  loss  of  anterior  horn 
cells  have  been  described  rarely,  without  in- 
filtration or  tumor  mass  to  account  for 
these.  Demyelinization  syndromes  of  the 
spinal  cord  are  likely  more  common  with 
those  of  nerve  roots  and  peripheral  nerves, 
believed  due  to  “toxic”  or  immunologic  alter- 
ations (see  below). 

PERIPHERAL  NERVE  INVOLVEMENT 

Peripheral  neuropathy  occurs  with  Hodg- 
kin’s disease  as  follows: 

Proximal — 

Nerve  roots  sensory  ganglia 
Nerve  trunks,  plexus 
Due  to  infiltration  of  Hodgkin’s  cells 
Due  to  little  understood  “toxic”  or  auto- 
immunologic  degeneration  and  demyelini- 
zation 

Distal — 

Due  to  little  understood  “toxic”  or  auto- 
immunologic  demyelinization 
Due  to  vinblastine  toxicity 
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Phrenic  nei*\"e,  recurrent  laryngeal  nerve 
and  the  cervical  sympathetic  ganglia  may 
also  be  affected,  principally  by  extension  and 
infiltration  of  Hodgkin’s  masses. 

For  discussion  the  clinical  picture  is  pre- 
sented as  sensory  neuropathy  and  motor 
neuropathy,  although  one  usually  sees  mixed 
sensorimotor  forms  with  either  sensory  or 
motor  phenomena  predominating.  The 
sensory  symptoms  include  pain,  dysesthesias, 
hjT)eralgesia,  burning  and  paresthesias.  If 
progressive,  extensive  sensory  loss  may  ap- 
pear, including  ataxia.  Demyelinization  of 
posterior  columns  accompanies  loss  of  neu- 
rones in  sensory  ganglia.  Involvement  of  a 
single  nerve,  multiple  single  (scattered,  iso- 
lated) nerves  or  diffuse  distal  polyneuritis 
may  occur. 

These  patients  are  age  20  and  over,  com- 
monly having  had  known  Hodgkin’s  disease 
two  months  to  nine  years.  However,  neuro- 
pathy appearing  before  other  manifestations 
of  Hodgkin’s  disease  is  not  rare. 


POL\TWYOSITIS 

Another  poorly  understood,  “toxic”  or 
auto-immunologic  phenomenon  appears  in 
muscles.  This  is  well-known  with  several 
common  carcinomas  but  it  has  been  reported 
a few  times  with  Hodgkin’s  disease.  Prox- 
imal limb  muscles  are  primarily  affected. 
The  course  is  subacute  or  chronic  and  muscle 
weakness  may  become  extensive.  Dysphagia 
is  often  present.  Muscles  are  tender  in  50% 
of  patients  and  a skin  rash  (dermatomyo- 
sitis)  is  often  present.  This  disorder  may 
present  before  other  features  of  Hodgkin’s 
disease.  Prednisone  is  effective  treatment 
in  some  patients. 

Histopathologic  study  of  involved  muscle 
discloses  nonspecific  findings  of  patchy  de- 
generation of  muscle  fibres,  sarcolemmal 
proliferation,  and,  in  some,  lymphocytic  in- 
filtration. 

In  some  instances,  muscular  hypotonia 
and  weakness  may  be  associated  with  the 
hypercalcemia  which  appears  in  occasional 
patients  with  Hodgkin’s  disease. 


Examination  of  Commercial  Kits  for  Deter- 
mination of  Glutamic  Oxaloacetic  Transa- 
minase (GOT)  and  Glutamic  Pyruvic 
Transaminase  (GPT)  in  Serum  — M.  Hol- 
lands (Laboratory  of  Hygiene,  Department 
of  National  Health  and  Welfare,  Ottawa) 
and  J.  E.  Logan.  (Canad  Med  Assoc  J 95: 
303-306  (Aug  13)  1966. 

Four  transaminase  kits  based  on  the  spec- 
trophotometric  method  and  15  transaminase 
kits  based  on  the  colorimetric  procedure  were 
evaluated.  Two  kits  contained  faulty  re- 
agents in  both  the  SCOT  and  SGPT  pack- 
ages. Four  of  the  15  kits  gave  results  which 
differed  significantly  from  those  of  the  ref- 
erence method.  The  precision  of  the  various 
kit  procedui’es  was  adequate  in  each  case  for 
the  determination  of  SGOT  and  SGPT.  The 
need  to  evaluate  the  adequacy  of  each  kit  in 
a routine  operation  before  relying  upon  the 
results  obtained  with  it  is  stressed. 
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Total  Epidural  Block 


Total  epidural  block  anesthesia 
provides  maximum  muscular 
relaxation,  minimum  blood  loss 
and  a patient  with  less  central  nervous  sys- 
tem depression.  Fifteen  patients  at  the 
University  Hospital  have  had  total  epidural 
anesthesia.  (Figure  1).  Anesthesia  is  pro- 
duced by  filling  the  entire  epidural  space 
with  a local  anesthetic. 

The  boundaries  of  the  epidural  space  are: 
anteriorly  — posterior  longitudinal  ligament 
overlying  the  vertebrae  and  intervertebral 
discs,  laterally  — pedicles  of  the  vertebrae 
and  intervertebral  foramina,  posteriorly  — 
foramen  magnum  where  the  periosteal  and 
spinal  layers  of  the  dura  fuse,  inferiorly  — 
the  sacrococcygeal  membrane.  The  poten- 
tial epidural  space  filled  with  loose  areolar 
tissue,  fat,  and  blood  vessels  surrounds  the 
dura-covered  spinal  cord  within  these  bor- 
ders. Complete  filling  of  this  potential 
space  with  an  anesthetic  agent  such  as  lido- 
caine  produces  a block  of  all  nerves,  sympa- 
thetic, sensory,  and  motor,  as  they  emerge 
from  the  dura-covered  spinal  canal.  Cranial 
nerves  alone  are  not  effected.  Caudal  anes- 
thesia is  a well-known  partial  or  low  epidural 
block. 

Corning!  jg  usually  credited  with  first  us- 
ing epidural  anesthesia.  Sicard^  and  Cathe- 
lin*  in  France,  at  the  turn  of  the  century, 
popularized  caudal  anesthesia. 
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Several  methods  have  been  divised  to  iden- 
tify the  epidural  space  (Sicard,!  Forestier,® 
Dogliotti,®  and  Gutierrez^),  which  is  two  to 
four  cm  below  the  skin  in  the  lumbar  area. 
Three  important  landmarks  are  utilized  in 
determining  the  position  of  the  needle:  the 
superficial  supraspinatous  ligament,  the 
intraspinatous  ligament  connecting  the  dural 
spines  of  the  vertebrae,  and  the  ligamenta 
flava  whose  elastic  fibers  run  longitudinally 
between  the  adjacent  laminae.  The  liga- 
menta flava  are  thickest  and  therefore  best 
defined  in  the  lumbar  region.  In  this  area, 
the  space  extending  from  the  ligamentum 
flavum  to  the  dura  mater  measures  approxi- 
mately two  mm. 

After  appropriate  preparation  of  the  skin, 
a wheal  is  made  in  the  midline  at  the  level 
of  the  iliac  crests.  A Tuohy  needle  with  a 
Huber  point,  with  stylet  in  place,  is  inserted 


Figure  1 


Pt. 

Age 

Sex 

B.P. 

Operation 

1 

46 

M 

110/68 

Vagotomy,  hemigastrectomy 

2 

68 

M 

142/74 

Cardioesophageal  resection 

3 

67 

M 

150/90 

Vagotomy  and  H-M  pyloroplasty 

4 

67 

M 

108/64 

Vagotomy  and  jaboulay  pyloroplasty, 
hiatus  hernia 

5 

51 

M 

130/80 

Incisional  herniorrhaphy  using  mesh 

6 

57 

F 

92/50 

C.  C.  exploration,  cholecystectomy, 
duodenostomy 

7 

63 

M 

106/70 

Rt.  colectomy,  choledochostomy, 
duodenostomy 

8 

58 

M 

150/90 

Vagotomy,  Billroth  II 

9 

37 

M 

110/70 

Retroperitoneal  node  dissection 

10 

24 

M 

112/80 

90%  gastric  resection 

11 

54 

F 

150/94 

Celiotomy,  oophorectomy 

12 

25 

M 

128/70 

Porto-caval  shunt 

13 

55 

M 

112/70 

Bilateral  aorto-femoral  bypass 

14 

43 

F 

106/76 

C.C.  Exploration,  cholecystectomy 

15 

69 

M 

140/60 

Porto-caval  shunt 

January,  1967 


25 


through  the  skin,  supraspinatous  ligament, 
and  then  into  the  interspinatous  ligament 
until  the  needle  supports  its  own  weight. 
The  stylet  is  then  removed  and  a five  ml 
syringe  filled  with  sterile  saline  is  attached. 
\\  ith  the  hypothenar  eminence  of  the  left 
hand  against  the  patient’s  back  and  the  bevel 
of  the  needle  facing  cephalad,  the  needle  is 
slowly  and  continuously  advanced  by  the  left 
hand.  Simultaneously,  the  right  hand 
gi’asps  the  syringe  and  attempts  to  inject 
the  saline.  While  in  the  interspinatous 
ligament,  the  saline  can  be  injected  with  con- 
siderable resistance.  However,  when  the 
ligamentum  flavum  has  been  entered,  saline 
can  no  longer  be  injected.  This  is  the  signal 
that  the  epidural  space  lies  only  one  to  two 
mm  deeper.  Upon  entering  the  epidural 
space,  there  is  a sudden  release  (relative 
negative  pressure)  and  the  entire  syringe 
of  saline  will  be  injected  with  ease.  An  ad- 
ditional five  ml  of  saline  is  then  injected, 
converting  the  potential  space  into  a real 
space  with  the  dura  being  pushed  anteriorly. 
The  Tuohy  needle  is  advanced  one  mm  at  this 
time,  to  make  sure  that  the  entire  bevel  lies 
within  the  epidural  space.  A few  drops  of 
“cool”  room  temperature  saline  may  return, 
but  if  a subarachnoid  tap  has  been  accom- 
plished a profuse  flow  of  cerebral  spinal  fluid 
through  the  rather  large  gauge  needle  will 
be  at  “warm”  body  temperature.  A vinyl 
plastic  catheter  is  inserted  through  the 
needle.  Vinyl  plastic  is  used  since  it  is  hard 
enough  to  maintain  a lumen  and  yet  flex- 
ible enough  to  withstand  acute  angulation. 
The  catheter  is  advanced  three  to  four  cm 
beyond  the  tip  of  the  needle,  and  the  needle 
is  then  removed  while  holding  the  catheter 
in  place.  The  catheter  is  never  pulled  retro- 
grade through  the  needle  lest  the  sharp  bevel 
sever  the  catheter  with  loss  of  the  remnant. 
The  catheter  is  then  run  cephalad  to  the 
shoulder  and  the  entire  catheter  is  secured 
to  the  skin  with  tape. 

The  patient  is  then  placed  in  the  recum- 
bent position  and  following  the  placement  of 
an  infusion  set  and  the  measuring  of  an  ini- 
tial blood  pressure  in  this  position,  a test 
dose  of  drug  is  given  consisting  of  five  ml 
of  2%  lidocaine  without  epinephrine.  If  the 
catheter  is  properly  placed,  the  patient  will 


note  only  slight  warming  of  the  lower  ex- 
tremities or  hypesthesia  after  five  min- 
utes. In  the  event  that  100  mg  of  lidocaine 
is  inadvertently  injected  into  the  subarach- 
noid space,  a “good”  spinal  anestlietic  will  be 
apparent.  Blood  pressure  is  monitored  dur- 
ing this  interval. 

Once  the  test  dose  has  proved  favorable, 
the  total  epidural  is  perfonned  by  injecting 
one  to  1.5  ml  of  1.5%  lidocaine  per  vertebral 
segment,  or  approximately  30  ml.  As  much 
as  45  ml  has  been  given  initially  in  large 
patients.  This  is  above  the  recommended 
dose  of  500  mg,  but  neither  we  nor  Henley 
and  Kritchman,®  who  used  up  to  60  ml,  ob- 
served any  reactions  to  the  local  anesthetics. 
Minor  reactions  to  the  local  anesthetic  may 
be  obscured  by  the  general  anesthesia  which 
is  given  a short  time  later.  Half  of  the  ini- 
tial dose  of  lidocaine  is  repeated  every  30 
minutes. 

A total  epidural  block  is  said  to  have  been 
accomplished  when  the  systolic  blood  pres- 
sure drops  to  a plateau  of  70±10,  and  the 
pulse  is  steady  at  60±10. 

Since  the  phrenic  and  intercostal  nerves 
are  blocked,  respiration  must  be  maintained 
for  the  patient.  In  order  to  avoid  apprehen- 
sion, the  patient  is  induced  with  intermittent 
small  increments  of  sodium  thiopental,  oxy- 
genated, and  an  endotracheal  tube  is  placed 
following  a single  dose  of  succinylcholine. 
Following  this,  the  patient  is  maintained  on 
3 L/minute  N,0  and  2 L/minute  0,.  Only 
minute  amounts  of  sodium  thiopental  are 
needed,  75  mg  initially  and  25  mg  approxi- 
mately every  20  minutes.  Respiration  is 
controlled  by  means  of  manual  ventilation 
with  the  rebreathing  bag  on  the  anesthesia 
machine  or  by  means  of  a respirator.  One 
patient  met  the  requirements  for  a total 
epidural  and  yet  breathed  spontaneously,  an 
instance  where  the  concentration  of  the  drug 
in  the  cervical  region  was  not  sufficient  to 
affect  the  more  heavily  myelinated  motor 
fibers. 

Lidocaine  injections  are  discontinued  one 
hour  before  the  anticipated  conclusion  of  the 
operation;  thus  the  patient  will  be  awake 
with  spontaneous  and  adequate  respiration 
at  the  termination  of  the  operation.  An  in- 
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travenous  phenylephrine  drip  is  given  to 
raise  the  blood  pressure  to  “normal”  levels 
before  closure  of  the  operative  site.  In  this 
manner  vessels  that  had  not  bled  at  a pres- 
sure of  70  mm  Hg  will  bleed,  be  identified, 
and  ligated.  Before  this  innovation,  one  pa- 
tient undergoing  a gastrectomy  required 
several  units  of  blood  postoperatively  for 
apparent  internal  bleeding  due  to  failure  of 
recognition  of  bleeding  points  with  a low 
pressure  during  the  operation  . 

The  majority  of  our  patients  were  normo- 
tensive  and  the  remainder  only  moderately 
hypertensive.  Three  of  the  four  hyperten- 
sive patients  had  either  an  abnormal  ECG 
or  chest  X ray  suggestive  of  cardiovascular 
disease.  The  fourth  had  a normal  chest 
X ray,  but  an  ECG  was  not  obtained.  In 
addition,  one  normotensive  patient  had  a 
right  bundle  branch  block. 

With  total  epidural  block,  the  blood  pres- 
sure is  an  accurate  reflection  of  the  blood 
volume.  Of  the  five  forces  that  control 
blood  pressure,  only  the  blood  volume  can 
fluctuate.  Peripheral  resistance,  arterial 
wall  elasticity,  and  viscosity  of  the  blood 
all  reach  plateau  values  and  remain  essen- 
tially constant.  The  heart  is  entirely  under 
vagal  control  and  stabilizes  at  about  60  beats 
per  minute.  If  the  blood  volume  is  sufficient, 
the  blood  pressure  will  stabilize  at  70  mm 
Hg  ±10.  An  initial  deficiency  of  as  little 
as  200  to  300  ml  of  blood,  or  a loss  of  200 
to  300  ml  of  blood  during  the  operative 
procedure  in  an  adult  patient  will  be  reflect- 
ed in  a decline  in  the  arterial  blood  pressure. 

A conscientious  effort  is  made,  therefore, 
to  have  an  adequate  preoperative  blood  vol- 
ume. Two  important  clues  are  to  be  gleaned 
from  the  history.  Frank  bleeding,  tarry 
stools,  or  evidence  of  bone  marrow  suppres- 
sion are  of  great  value.  Recent  weight  loss 
is  also  quite  reliable.  The  68  year  old  white 
male  who  underwent  a cardioesophageal  re- 
section for  carcinoma  had  a recent  20  lb 
weight  loss  with  no  history  of  blood  loss. 
Yet  only  after  1000  ml  of  whole  blood  did 
his  blood  volume  become  normal  as  tested  by 
radioactive  chromium.  Naturally,  the  hemo- 
globin is  determined,  but  it  is  well-known 
that  it  may  be  normal  or  near  normal  in  the 


presence  of  a rather  profound  blood  volume 
deficiency. 

During  the  course  of  the  procedure,  cen- 
tral venous  pressure  is  monitored  by  the  use 
of  an  8-inch  “Intracath”  inserted  into  the  ex- 
ternal jugular  vein.  Changes  in  venous  pres- 
sure occur  in  the  patients  with  total  epidural 
block  just  as  they  respond  in  all  patients, 
regardless  of  the  presence  or  absence  of  anes- 
thesia. 

Contrary  to  the  patient  who  is  in  shock 
with  a blood  pressure  of  70,  the  patient 
with  a total  sympathectomy  does  not  have 
a cold,  clammy  sweating  skin,  but  rather 
is  warm,  dry,  pink,  and  has  excellent  capil- 
lary refill  time.  The  peripheral  pulse  is  full, 
but  can  be  occluded  more  easily  than  with 
the  higher  blood  pressure. 

It  is  a commonly  accepted  premise  that  the 
kidney  will  not  produce  urine  at  these  low 
blood  pressures.  Hourly  urines  were  meas- 
ured during  the  operative  period  in  the  last 
five  patients  studied.  The  volumes  ranged 
from  20  to  34  ml  per  hour.  One  patient  was 
not  included  in  the  above  range  because  there 
was  no  proof  that  his  bladder  was  empty  at 
the  beginning  of  the  operative  procedure. 
He  produced  43  ml  per  hour  during  the  op- 
eration and  averaged  100  ml  per  hour  for 
the  first  12  hours,  and  112  ml  per  hour  for 
the  following  12  hours  postoperatively. 
Other  urine  volumes  were  as  noted  (Figure 
2). 

The  fluid  volumes  may  seem  large,  but 
operative  and  postoperative  fluids  have  been 
governed  according  to  the  response  of  the 
central  venous  pressure.  The  postoperative 
BUN,  creatinine,  and  the  ability  of  the  kid- 
ney to  concentrate  suggest  that  the  kidneys 
suffered  no  ill  effect  from  the  hypotensive 
episode.  No  patients  received  any  diuretic. 
Postoperatively,  the  condition  of  the  patients 
is  most  remarkable.  Within  30  to  60  minutes, 
the  patient  closely  resembles  his  preopera- 
tive state.  Blood  pressure  has  returned  to 
normal ; he  is  awake,  and  alert.  It  has  been 
our  impression  that  their  postoperative 
course  is  also  smoother. 

Complications  and  Special  Cases 

The  only  apparent  complication  was  the 
previously  mentioned  failure  to  ligate  a large 
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vessel  which  was  not  noted  to  be  bleeding 
at  the  time  of  the  operation. 

The  other  serious  occun-ence  was  the 
mechanical  failure  of  the  anesthetic  machine 
resulting  in  acute  and  total  hypoxia  with 
temporary  cardiac  arrest.  The  defect  w^as 
readily  corrected,  and  massage  was  initiated 
approximately  30  seconds  after  the  diagnosis 
had  been  made.  Of  great  interest  was  the 
response  of  the  patient,  for  although  he 
had  been  in  a hypotensive  state  for  nearly 
four  hours  prior  to  the  arrest,  his  heart 
began  to  beat  regularly  after  one  or  tw’o 
attempts  at  massage,  and  no  further  cardiac 
difficulty  was  encountered.  His  kidneys, 
liver,  and  central  nervous  system  showed  no 
adverse  effects.  The  urine  output  w'as  65 
ml  in  the  first  hour  immediately  following 
the  reinstitution  of  normal  cardiac  actirtty. 
Postoperative  ECG  was  normal.  Concurrent 
to  the  arrest,  the  right  side  of  a bilateral 
aorto-iliac  graft  clotted.  The  continuity  of 
this  vessel  was  again  restored,  but  eventually 
an  above  the  knee  amputation  on  the  right 
was  necessary.  It  must  be  pointed  out,  how’- 
ever,  that  the  left  side  functioned  well  and 
the  patient  retained  good  function  on  this 
side. 

The  importance  of  the  central  venous 
pressure  is  demonstrated  in  the  record  of 
the  patient  undergoing  the  portocaval  shunt. 
As  the  shunt  became  functional,  the  venous 
pressure  climbed  shaii^ly,  apparently  reflect- 


ing an  autotransfusion  from  the  portal  to  the 
systemic  circulation.  If  an  infusion  of  any 
consequence  had  been  given  here,  or  the  pa- 
tient had  no  initial  cardiac  reseiwe,  cardiac 
failure  could  result. 

Discussion 

The  sympathetic  component  of  the  auto- 
nomic neiwous  system  is  designed  for  adjust- 
ments by  the  body  to  a stressful  situation 
in  order  to  protect  vital  organs.  In  hemor- 
rhage, increase  in  peripheral  resistance  and 
heart  rate  are  initiated  in  order  to  maintain 
“normal”  perfusion  of  heart  and  brain.  This 
is  commonly  thought  to  be  a good  response; 
however,  there  may  be  some  haiTnful  effects 
if  the  sympathetic  component  becomes  over- 
active.  These  effects  are  those  related  to 
inadequate  tissue  perfusion  of  the  body  ex- 
clusive of  the  heart  and  brain. 

Inadequate  tissue  perfusion  leads  to  hy- 
poxia of  the  tissues  with  resultant  anaerobic 
metabolism.  This  in  tuni  permits  an  ac- 
cumulation of  the  products  of  incomplete 
metabolism  which  are  acidic  in  nature.  Thus, 
a severe  metabolic  acidosis  can  ensue  with 
its  harmful  effects  on  the  action  of  the  heart : 
decrease  in  effective  contraction,  rate,  and 
conduction. 

Total  epidural  block,  in  addition  to  sensory 
anesthesia  and  muscle  relaxation  due  to  mo- 
tor blockade,  blocks  the  entire  sympathetic 
outflow  of  the  nervous  system.  It  prevents 


Figure  2 


OPERATIVE 

FLUID 

THERAPY 

URINE  VOLUMES 

PER  HOUR 

Other 

Blood 

During 

1st  12 

2nd  12 

Ft. 

Fluids 

EBL 

Given 

Hartmann’s 

Operation 

Hours 

Hours 

1 

500 

75 

0 

1000 



12 

42 

2 

500 

400 

1000 

1000 



36 

42 

3 

500 

150 

0 

2000 



50 



4 

500 

100 

0 

2000 



73 

79 

5 

0 

300 

0 

1000 



25 

51 

6 

1000 

350 

0 

0 



17 

35 

7 

1000 

2000 

2500 

0 



121 

115 

8 

500 

450 

500 

** 



21 

56 

9 

1000 

150 

0 

0 



32 

41 

10 

1500 

4000 

4000 

1600 

43 

100 

112 

11 

500 

250 

0 

2000 

34 

22 

88 

12 

1000 

2000 

1700 

1000 

28 

45 

33 

13 

1000 

2000 

2000 

2000 

30 

76 

75 

14 

500 

350 

0 

1000 

20 

36 

48 

15 

450 

2100 

2000 

2500 

20 

53 

41 

•• — Dextran  500 


28 


Nebraska  S.  M.  J. 


vasoconstriction  of  peripheral  vessels  so 
that  tissue  perfusion  continues.  Providing 
adequate  pulmonary  ventilation  and  a normal 
extracellular  fluid  volume  are  maintained, 
an  adequate  amount  of  oxygen  is  delivered 
to  all  tissues.  The  metabolic  cycle  can  now 
continue  uninterruptedly,  and  metabolic  aci- 
dosis be  avoided.  This,  of  course,  is  the 
reason  these  patients  remain  warm,  dry,  and 
pink  with  no  evidence  of  shock. 

Adequate  training  in  the  art  of  anesthesia 
gives  one  the  ability  to  provide  good  pulmon- 
ary ventilation.  A more  subtle  problem  is 
faced  in  maintaining  normal  extracellular 
fluid  volume. 

Extracellular  fluid  volume  is  said  to  com- 
prise 20%  of  the  body  weight.  Approxi- 
mately one  fourth  of  this  is  found  intra- 
vascularly  and  three  fourths  in  the  extra- 
vascular  spaces.  The  loss  of  intravascular 
fluid  (blood)  during  an  operation  can  be 
seen,  the  amount  estimated  with  reasonable 
accuracy  and  replaced. 

The  effects  of  burns  on  loss  of  extracel- 
lular fluid  are  well  known.  Equally  well 
known  but  rarely  recognized  is  the  loss  of 
extracellular  fluid  during  operative  proce- 
dures. It  is  logical  to  think  of  an  operative 
wound  as  a burn : the  greater  the  amount  of 
exposed  tissue,  the  greater  the  loss  of  fluid. 
Likewise,  the  longer  the  time  the  tissues  are 
exposed,  the  greater  the  loss  of  fluids. 
Therefore,  the  amount  of  fluid  lost  is  a func- 
tion of  time  plus  area  exposed.  Serous  sur- 
faces, as  intestine,  peritoneum,  and  pleura, 
greatly  increase  the  surface  area  exposed. 

In  the  past,  it  has  been  our  practice  to 
regulate  fluid  replacement  on  the  operative 
day  as  on  any  other  convalescent  day,  by 
replacement  of  body  fluids  collected  from 
various  sources  plus  a small  amount  for  in- 
sensible loss.  This  has  resulted  in  the  “ob- 
ligatory oliguria”  of  the  surgical  patient. 

Fortunately,  venous  pressure  reflects  total 
extracellular  fluid  loss,  extravascular  as  well 
as  intravascular,  so  that  these  “insensible” 
and  unrecognized  losses  can  be  replaced  with 
a great  deal  of  accuracy.  When  larger  vol- 


umes of  fluids  are  used,  one  no  longer  sees 
obligatory  oliguria  (Figure  2). 


Summary 

Total  epidural  block  is  a relatively  un- 
tapped resource  in  anesthesia.  Data  is  pre- 
sented showing  our  findings  in  a limited 
series  of  patients.  Although  systolic  blood 
pressures  of  70  mm  Hg  are  produced,  the 
patients  do  not  show  the  classic  signs  of 
shock,  nor  do  they  respond  similarly  to  the 
patient  who  is  in  shock  for  several  hours. 
None  of  our  patients  have  had  the  serious 
cardiac  or  cerebrovascular  diseases  as  have 
those  of  Henley;  but  it  would  appear  that 
epidural  anesthesia  is  of  value  in  selected 
cases,  particularly  those  extending  over  sev- 
eral hours  duration.  The  most  fascinating 
thing  is  the  excellent  general  condition  of 
the  patient  postoperatively.  Within  30  to 
60  minutes  postoperatively,  they  appear  as 
alert  as  they  did  preoperatively.  Their  post- 
operative course  is  smooth. 
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SPECIAL  ARTICLE 


Medical  Licensure  by  Reciprocity 

In  Nebraska 


The  securing  of  a license  to 
practice  medicine  in  Nebraska 
by  endorsement  or  reciprocity, 
by  an  applicant  having  a license  in  another 
state,  has  until  recently  been  an  administra- 
tive function  of  the  Nebraska  State  Health 
Department.  IMore  recently,  revised  statutes 
make  the  Board  of  Examiners  in  Medicine 
and  Surgeiy  and  the  state  health  department 
responsible  for  the  issuance  of  such  license, 
and  the  procedure  has  been  handled  by  the 
Executive  Secretary  of  the  Board  of  Exam- 
iners (Director  of  the  Bureau  of  Examining 
Boards),  together  with  the  physician  sec- 
retary of  the  Board  of  Examiners.  The 
state  health  department  supplies  the  forms 
and  questionnaire  and  informs  the  applicant 
as  to  the  need  for  certain  papers,  copies  of 
certificates,  etc.,  to  meet  the  requirements 
of  the  State  Health  Department.  When  the 
papers  are  completed,  these  forms  are  re- 
viewed in  the  Department  of  Health,  and  by 
a representative  of  the  Board  of  Examiners 
as  indicated  above.  If  all  papers  are  in  order 
and  no  derogatoiy  information  is  obtained 
in  regard  to  the  applicant,  a license  is  issued. 

There  have  been  two  major  problems  pres- 
ent in  some  cases  of  licensure  by  reciprocity, 
and  these  should  be  brought  to  the  attention 
of  the  medical  profession.  These  problems 
serve  as  the  stimulus  for  this  contribution. 

First,  there  are  those  applicants,  who,  for 
various  reasons,  do  not  understand  a delay 
in  securing  a license  to  practice,  and  who 
have  anticipated  starting  their  work  in  the 
state  immediately  after  they  move  to  a new 
community  in  Nebraska,  and  then  are  rather 
surprised  when  there  is  a delay  in  secur- 
ing their  license.  Since  there  is  no  provi- 
sion in  Nebraska  for  a temporary  license, 
this  means  that  the  individual  cannot  prac- 
tice until  such  time  as  the  new  license  is 
actually  issued.  This  has  caused  some  incon- 
venience, and  in  some  instances  a feeling 
on  the  part  of  the  new  applicant,  or  his  col- 
leagues, that  there  was  no  excuse  for  any 
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delay,  and  that  the  individual  should  be  able 
to  move  to  Nebraska  and  start  practice  the 
next  day. 

The  second  problem,  closely  related  to  the 
above,  is  the  occasional  development  of  a 
disciplinary  problem,  or  an  issue  of  moral 
integrity,  developing  later  in  an  individual 
who  has  secured  his  license  to  practice  in 
Nebraska  by  reciprocity.  In  such  instances, 
the  physicians  of  the  state  raise  the  question 
as  to  why  this  man  was  issued  a license  so 
quickly  without  an  investigation  that  should 
have  uncovered  his  basic  personality  defect. 

Thus,  the  Director  of  Health  and  the  Di- 
rector of  the  Bureau  of  Examining  Boards 
and  the  State  Board  of  Medical  Examiners 
are  pressed  from  one  side  by  the  applicant 
and  his  new  associate  or  employer  to  issue  a 
license  as  quickly  as  possible,  and  on  the 
other  hand  they  are  confronted  with  a pos- 
sible delayed  complaint  by  organized  medi- 
cine that  the  license  was  issued  too  quickly 
and  before  a thorough  check  of  the  appli- 
cant’s background  had  been  carried  out. 

Experience  has  shown  that  applicants  with 
major  problems  of  a disciplinary  nature  in 
another  state  rarely  furnish  any  references 
or  papers  that  would  acquaint  the  Nebraska 
State  Department  of  Health  with  this  infor- 
mation. It  has  to  be  literally  “dug  out.” 
This  obviously  takes  time.  The  professional 
ethics  department  of  the  American  Medical 
Association,  and  the  secretary’s  office  of  the 
Federation  of  State  Boards  of  Medical  Exam- 
iners, both  furnish  a central  area  for  ac- 
cumulating information  regarding  an  indi- 
vidual physician’s  past  history  in  relation- 
ship to  unethical  practice,  alcoholism,  drug 
addiction,  and  other  factors  relating  to  his 
moral  and  ethical  character.  These  sources, 
as  well  as  others  available  to  the  State  De- 
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partment  of  Health  must  be  contacted  and 
information  obtained  after  the  applicant  has 
submitted  his  completed  forms  requesting 
license  by  reciprocity.  It  should  be  realized 
by  all  physicians  that  this  is  necessary  and 
actually  most  important  from  the  standpoint 
of  protecting  the  profession,  and  that  this 
investigation  is  not  carried  out  in  an  effort 
to  prolong  or  delay  the  time  necessary  to 
secure  license  by  reciprocity.  The  applicant 
and  his  prospective  employer  must  also 
realize  that  it  is  essential  for  a new  physician 
in  the  state  to  secure  a valid  license  pnor  to 
his  beginning  practice,  and  that  it  is  impor- 
tant that  steps  be  taken  to  secure  that  license 
well  in  advance  of  his  actual  move  to  Ne- 
braska and  the  starting  of  his  practice.  It 
has  been  the  experience  of  the  members  of 
the  Board  of  Examiners  in  Medicine  and 
Surgery  that  the  Department  of  Health  and 
its  Bureau  of  Examining  Boards  work  most 
efficiently  and  rapidly,  but  that  there  is  a 
certain  minimum  of  time  that  will  elapse  be- 
tween the  submission  of  a completed  applica- 
tion form  and  the  issuance  of  a license  to 
practice.  The  reason  for  this  minimum  time 
lapse  is  evident  from  the  above  and  should 
offer  no  problem  or  unnecessary  delay  if  all 
parties  concerned  understand  the  circum- 
stances involved. 


Detection  of  Cervical  Cancer  by  Irrigation 
Smear  and  Cervical  Scraping  — J.  M.  Mus- 
kett,  A.  K.  Carter,  and  0.  G.  Dodge 
(Christie  H o s p,  Manchester,  England). 
Brit  Med  J 2:341-342  (Aug  6)  1966. 

The  procedure  of  a Davis  cytopipette  sam- 
ple followed  by  a cervical  scrape  (Ayre)  was 
carried  out  on  905  women  to  evaluate  the 
comparative  value  of  these  methods  in  the 
detection  of  cervical  malignant  cells.  Malig- 
nant cells  were  seen  in  12  cervical  scrape 
smears  and  in  cytopipette  smears  of  only  six 
of  these.  Atypical  cells  were  seen  in  six 
cerival  scrape  smears  and  in  three  cytopi- 
pette smears.  The  cytopipette  slides  were 
more  sensitive  in  the  detection  of  trichomoni- 
asis. Thirty  women  with  proved  invasive 
cervical  cancer  were  examined  by  both 
methods.  Malignant  cells  were  identified  in 
all  cervical  scrape  smears  but  in  only  19 


cytopipette  slides.  Where  the  specimen  can 
be  taken  by  a doctor,  the  cervical  scrape  is 
the  method  of  choice  for  population  screen- 
ing for  cervical  cancer. 

Postoperative  Changes  in  Gas  Tension  of 
Arterial  Blood  and  in  Ventilation  Function 

— M.  L.  Diament  and  K.  N.  V.  Palmer 
(Department  of  Medicine,  University, 
Aberdeen,  Scotland).  Lancet  2:180-182 
(July  23)  1966. 

The  effects  of  surgery  on  arterial  blood- 
gas  tension  and  their  relationship  to  ventila- 
tory function  changes  were  measured  pre- 
operatively  and  on  the  first  postoperative 
day  in  180  patients.  In  64  cases  of  upper 
abdominal  surgery  the  mean  fall  in  arterial 
PO2  was  18.8  mm  Hg;  in  56  lower  abdominal 
operations,  9.5  mm  Hg;  and  in  60  patients 
with  nonabdominal  minor  surgery  the  fall 
was  5.7  mm  Hg.  Slight  hypercapnia  oc- 
curred only  after  upper  abdominal  surgery. 
No  significant  correlation  between  the  de- 
gree of  hypoxemia  and  the  restrictive  ven- 
tilatory defect  was  found. 

THAM  (Tromethamine)  in  Treatment  of 
Severe  Burns  in  Children  H.  Ewerbeck 
(Kinderkrankenhaus,  Amsterdamer  Str. 
59,  Cologne-Riehl,  Germany).  Deutsch 
Med  Wschr  91:1333-1338  (July  29)  1966. 

Of  12  patients  with  severe  metabolic  and 
respiratory  acidosis  associated  with  exten- 
sive burns  treated  with  tromethamine  in  ad- 
dition to  the  usual  measures,  eight  patients 
survived.  Despite  third  degree  burns  involv- 
ing up  to  90%  of  the  body  surface,  none  of 
the  children  developed  anuria;  urine  pro- 
duction was  at  least  30  to  50  ml/hour.  There 
were  no  signs  of  cerebral  involvement  or  loss 
of  consciousness;  nor  did  generalized  edema 
or  cerebral  edema  develop.  Reexamination 
of  seven  of  the  eight  survivors  18  months 
later  confirmed  the  absence  of  postburn  en- 
cephalopathy in  all.  Full  general,  neurologi- 
cal, and  EEG  examinations  gave  normal  re- 
sults, including  intelligence  and  liver  and 
renal  functions  in  all  but  one  patient,  the 
exception  being  of  doubtful  significance. 
Electrolyte,  fluid,  and  blood-gas  correction  is 
important  to  the  prevention  of  encephalo- 
pathy. 
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SPECIAL  DEPARTMENTS 


Y 


Dr.  Robert  Stryker  lives  in  Omaha,  is  a 
barbershopper,  and  has  been  a member  of 
the  SPEBSQSA  for  some  time.  Barbershop 
harmony  is  four  part  vocal  harmony  sung 
in  the  true  or  diatonic  scale,  as  distin- 
guished from  the  tempered  or  off-pitch 
scale  used  by  keyboard  instruments  such  as 
the  piano.  And  all  those  letters  mean  the 
Society  for  the  Preservation  and  Encourage- 
ment of  Barber  Shop  Quartet  Singing  in 
America.  Dr.  Stryker  has  been  doing  this 
since  his  high  school  days.  He  has  since 
then  been  in  four  quartets  (which  sounds  like 
a quartet  of  quartets),  has  been  president 
of  the  Omaha  chapter,  and  is  now  its  chorus 
director.  There  are  about  30,000  people  pur- 


suing this  hobby  in  the  United  States  and 
Canada.  The  Omaha  chapter  has  some  50 
members,  and  presents  an  annual  show  of 
quartets,  with  the  proceeds  going  to  charity ; 
they  are  nonprofit.  They  meet  every  week, 
they  sing  a capella,  and  they  compete  in  a 
seven  state  district;  our  friend  is  the  only 
doctor  in  the  group  right  now. 

Dr.  Stryker  says  there  is  no  greater  sound 
than  a ringing  barbershop  chord.  This  kind 
of  music,  he  insists,  is  one  of  the  few  that 
originated  in  America,  and  barbershoppers 
want  first,  to  preserve  this  American  art 
form,  and  second,  to  enjoy  themselves.  When 
a chord  really  “rings,”  he  says,  he  gets  goose- 
bumps.  We  know  what  he  means.  We  do 
not  sing  ourselves,  not  in  the  house,  but  we 
love  harmony  and  quartets.  And  we  have 
always  been  for  American  art  forms.  Dr. 
Stryker  is  second  from  the  left  in  the  pic- 
ture, his  mouth  is  open  and  he  seems  to  be 
enjoying  himself.  Barbershop  singing  keeps 
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him  quite  busy ; they  meet  and  they  perform 
and  they  practice.  He  tells  us  that  a top 
quartet  sings  five  minutes  in  international 
competition,  and  spends  an  hour  preparing 
for  each  second  of  those  five  minutes. 

This  sounds  like  a wonderful  hobby.  It 
seems  to  require  little  or  nothing  in  the  way 
of  equipment.  It  is  pure  fun.  Dr.  Stryker 
says  they  sometimes  start  without  any  re- 
hearsing and  just  sing  spontaneously;  they 
call  this  “woodshedding.”  And  on  occasion 
they  pick  four  men  from  the  chorus  to  get 
up  and  sing;  they  call  these  tag  quartets. 
Then,  too,  there  is  the  pleasure  they  get  in 
their  “sing-outs”  where  they  perform  for 
hospitals  and  nursing  homes,  and  in  their 
fund  raising  for  charity. 

Music  is  fun,  but  the  human  voice  is  an 
instrument  like  no  other.  It  is  our  one  way 
of  making  music  without  equipment.  It  is 
fun  to  sing,  and  some  of  us  sing  in  the  bath- 
tub. Dr.  Stryker  and  his  hobby  sharers 
know  what  they  are  doing,  their  music  is  real 
music,  and  we  have  become  a one-man  so- 
ciety for  the  preservation  of  their  society. 

— F.C. 


Our  Medical  Schools 

Dr.  Holthaus  Named  to  Committee — 

Dr.  Joseph  M.  Holthaus,  associate  dean 
of  the  Creighton  University  Medical  School, 
has  been  appointed  to  the  Research  on  Stu- 
dent Affairs  Committee  of  the  American  As- 
sociation of  Medical  Colleges.  The  commit- 
tee’s primary  responsibility  is  the  study  of 
problems  related  to  student  selection  and  ad- 
mission procedures  in  medical  schools. 


Before  the  record-breaking  turnout  of 
voters  on  November  8th,  one  almost  as- 
sumed our  nation  was  not  aware  of  the 
dangerous  encroachment  upon  our  freedoms, 
and  had  ceased  to  care.  The  result  from  the 
polls  was  like  a breath  of  fresh  air!  Our 
system  of  checks  and  balances  still  works. 
We  have  proof  that  “government  of  the  peo- 
ple, by  the  people  and  for  the  people”  is 
not  lost.  The  election  has  come  and  gone. 
Are  we  now  prepared  to  answer  the  man- 
date from  our  people  by  putting  our  shoul- 
ders to  the  wheel?  Freedom  never  was  and 
can  never  be  an  easy  way  of  life.  The  miser- 
able battles  of  Lexington  and  Concord  must 
be  waged  over  and  over  again.  The  decisive 
vote  against  the  present  trend  of  government 
demands  that  we  now  begin  the  careful  selec- 
tion of  candidates  we  will  support  for  the 
next  campaign.  As  doctors’  wives,  are  we 
well  informed?  Are  we  doing  all  we  can  to 
overcome  the  apathy  in  our  own  group? 
The  present  ideological  battle  is  all  the  more 
deadly  because  it  is  subversive  and  silent. 
Each  of  us  must  find  her  own  answers.  No 
one  man  ever  won  a war.  It  is  imperative 
that  we  pool  our  resources  and  efforts  to 
achieve  results.  Fortunately,  there  is  an 
existing  organization  already  prepared  and 
equipped  waiting  for  your  enlistment.  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medi- 
cal Association  and  the  American  Medical 
Association  is  the  nucleus  around  which  we 
may  assemble.  Let  us  unite,  close  our  ranks, 
and  march  forward  in  active  battle  to  pre- 
serve our  American  way  of  life. 


Grant  to  Dr.  Magee — 

The  chairman  of  the  Department  of  Phar- 
macology-Physiology at  the  Creighton  Uni- 
versity School  of  Medicine  has  been  awarded 
a $5,000  grant  from  the  Smith  Kline  & 
French  Foundation  of  Philadelphia,  Penn- 
sylvania. 

The  recipient  of  the  grant  is  Dr.  Donal  F. 
Magee.  The  foundation  grant  is  unrestrict- 
ed. Dr.  Magee  said  the  grant  will  be  used 
for  research  programs  in  the  Department  of 
Pharmacology-Physiology  . 


Mrs.  Fay  Smith,  President, 
Woman’s  Auxiliary  to  the 
Nebraska  State  Med.  Assn. 

Woman’s  Auxiliary  to  the  American  Med- 
ical Association  is  constantly  trying  to  make 
your  organization  a better  organization. 
Each  year  brings  changes  and  improve- 
ments. Among  these  is  the  attractive  new 
dress  worn  by  M.D.’s  Wife,  a publication 
especially  for  you  and  received  by  every 
dues  paying  member  to  the  Woman’s  Aux- 
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iliary.  Auxiliary  President,  Mrs.  Fay  Smith, 
and  President-Elect,  Mrs.  Arthur  L.  Smith, 
have  been  “The  Traveling  Smiths.”  They 
have  visited  twelve  auxiliaries  throughout 
the  state  presenting  new  program  material 
and  ideas  from  the  Annual  Fall  Conference 
in  Chicago  which  they  attended  the  first 
week  in  October.  They  intend  to  visit  the 
remaining  auxiliaries  next  spring. 

Say  That  Again 

Nothing  is  so  much  to  be  feared  as  fear. 

Thoreau. 

Iron  curtain. 

Ethel  Snowden. 

von  Krosigk. 

Goebbels. 

Troubridge. 

Down  Memory  Lane 

1.  That  there  may  be  a physical  basis 
for  criminal  tendencies  is  not  gainsaid,  but 
these  tendencies  must  be  looked  for  as  a re- 
sult of  poverty,  starvation,  alcoholism,  drug 
addictions  and  the  like.  Adenoids  have  been 
blamed  for  more  than  their  share  in  a low- 
ered physical  status.  Clearing  of  the  upper 
air  passages  is  most  desirable,  but  practical 
results  must  be  looked  for  in  improved  aera- 
tion and  consequently  improved  general 
health.  Changes  in  the  moral  fiber  of  the 
individual  must  come  as  a reflex  of  the  im- 
provement in  the  general  physical  condition. 

2.  So,  as  might  have  been  foreseen,  the 
string  galvanometer  has  found  its  “place” 
in  hospitals  and  as  stated  by  Lewis:  “The 
time  is  not  distant  when  no  hospital  which 
undertakes  the  care  of  many  of  these  (car- 
diac) patients  may  neglect  the  string  gal- 
vanometer, if  it  is  to  rank  amongst  institu- 
tions whose  design  is  proficiency. 

3.  The  citizens  of  Kearney  have  inaugur- 
ated a Tag  Day  for  the  support  of  St.  Luke’s 
Hospital  of  that  city. 

4.  A very  striking  feature  of  the  present 
epidemic  of  lagrippe  in  Omaha  and  vicinity 
is  the  concomitant  epidemic  of  scarlet  fever. 

5.  Surgeon  General  William  C.  Gorgas, 


U.S.A.,  accompanied  by  five  members  of  the 
International  Health  Commission  has  recent- 
ly returned  from  a two  months’  trip  up  the 
Amazon.  The  purpose  of  the  committee  was 
the  study  of  yellow  fever  and  other  tropical 
diseases. 

— Nebraska  State  Medical  Journal, 
January,  1917 


Surgical  Treatment  of  Ulcerative  Colitis  — 
A.  Sanderud  (Rikshospitalet,  Oslo).  T 
Norske  Laegeforen  86:981-985  (July  1) 
1966. 

The  surgical  treatment  of  82  patients  with 
ulcerative  colitis  and  the  results  of  the  va- 
rious treatment  groups  are  discussed  and 
compared.  Except  for  a small  number  of 
patients  with  strict  segmental  localization  of 
the  disease,  a conservative  surgical  proce- 
dure has  delayed  the  cure  of  the  patients 
and  additional  operations  were  needed.  Of 
the  two  main  groups  treated  with  radical 
surgery,  those  with  ileostomy  and  pan-proc- 
tocolectomy had  a much  better  result  than 
the  ileo-proctostomy  group.  Patients  with 
ulcerative  colitis  who  do  not  improve  satis- 
factorily on  medical  management  should 
have  an  ileostomy  and  pan-proctocolectomy 
carried  out  in  one  stage. 

An  American  Dilemma:  The  Periodic  Health 
Examination  — G.  S.  Siegel  (Division  of 
Occupational  Health,  US  Public  Health 
Service,  Washington,  DC).  Arch  Environ 
Health  13:291-294  (Sept)  1966. 

The  value  of  early  (asymptomatic  stage) 
detection  for  many  of  the  prevalent  chronic 
diseases  is  questioned.  Seeing  a physician 
early  when  symptoms  present  or  when  the 
patient  believes  he  may  be  ill,  coupled  with 
selected  period  mass  screening  programs 
for  the  detection  of  those  diseases  in  which 
early  detection  has  proved  value,  should  be 
vigorously  and  publicly  promoted.  The 
periodic  health  examination  as  now  usually 
performed  should  be  encouraged  for  experi- 
mental study  populations  only,  until  the 
question  of  the  value  of  asymptomatic  dis- 
ease detection  can  be  better  answered. 
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COMMENTS  FROM  YOUR  PRESIDENT 


There  are  several  small  hospitals  in  Ne- 
braska who  are  unable  to  participate  in  the 
! medicare  program  for  various  reasons  of  de- 
I ficiency.  It  has  come  to  our  attention  that 
elderly  citizens  from  the  surrounding  com- 
munities are  writing  to  the  State  Depart- 
ment of  Health,  wondering  why  their  hos- 
pitals cannot  take  them  under  the  medicare 
program  and  why  they  must  travel  30  to  50 
miles  to  go  to  a hospital  which  is  certified 
for  medicare  patients.  These  people  indeed 
have  a legitimate  question,  and  should  be 
informed. 

One  of  the  reasons  that  these  hospitals 
are  not  certified  is  lack  of  a utilization  com- 
' mittee,  because  there  are  not  enough  physi- 
cians in  the  area  who  are  participating,  or 
because  the  staff  is  too  small  to  have  two 
physicians  on  the  committee  as  demanded  by 
medicare  regulations. 

The  government,  through  HEW,  has  set 
I up  certain  stipulations  and  regulations  re- 
garding such  committees,  knowing  full  well 
1 what  a hardship  it  is  for  the  local  commun- 
ities to  do  this  It  is  this  writer’s  opinion 
that  this  is  part  of  the  gi-and  scheme  to  split 
the  medical  profession  so  that  the  profession 
can  be  downgraded  by  the  public  and  the 
physicians  put  in  a bad  light,  as  not  co- 
operating. There  is  nothing  that  HEW 
would  rather  see  than  a split  of  small  hos- 
' pitals  and  physicians  in  an  area,  so  that 
patients  do  not  get  medicare  privileges.  In 
1 this  way,  they  can  say  that  the  doctors  did 
' not  cooperate.  Then  they  can  go  further 
: and  say  that  since  the  physicians  are  not 

able  to  establish  these  review  committees, 
they  must  be  established  through  other  chan- 
nels, such  as  the  carrier  for  Part  B,  or  by 
the  Department  of  Health  of  the  State  of 
Nebraska,  or  get  in  some  outside  agency 
to  do  this,  which  very  well  may  contain  no 
physicians  on  it.  This  committee  could  con- 
tain someone  who  has  no  idea  of  what  the 
patient’s  needs  are. 

The  Nebraska  State  Medical  Association 
feels  that  it  is  necessary  to  keep  these  com- 
mittees in  the  hands  of  physicians,  and  is 
willing  to  help  in  any  way  it  can  toward 


organizing  and  implementing  the  utilization 
review  committee  for  a small  hospital.  This 
can  be  done  through  the  councilor  of  a dis- 
trict, or  in  cooperation  with  a local  county 
medical  society,  or  a nearby  county  medical 
society.  In  that  way,  two  different  doctors 
could  be  used  to  do  this.  It  would  not  be 
necessary  for  the  doctors  to  visit  the  location 
to  recertify  the  need  for  further  care.  The 
hospital  could  simply  send  copies  of  the 
pertinent  data  from  the  patient’s  chart  for 
review  by  the  two  physicians  who  are  to 
serve  on  the  committee.  Then  they  could 
act  accordingly.  For  the  most  part,  there 
should  be  very  few  of  these  patients,  since 
the  hospitals  in  Nebraska  are  certainly  not 
over-utilized,  and  it  would  be  only  an  occa- 
sional elderly  patient  that  it  would  be  neces- 
sary to  certify  for  further  care. 

If  any  of  the  physicians  in  these  localities 
need  help,  the  Nebraska  State  Medical  As- 
sociation is  anxious  to  give  them  such  help. 
We  certainly  do  not  care  to  have  outsiders 
setting  up  the  practice  of  medicine  in  these 
hospitals. 

Our  executive  staff  will  do  all  we  can  to 
help  in  this  sticky  situation. 

Dan  Nye,  M.D. 
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Anniversary  Time 

January  6,  1884. 

Mendel  died. 

January  19,  1847 

Dr.  James  Y.  Simpson  used  ether  in 
obstetrics. 

January  3,  1855. 

Alexander  Wood;  introduction  of  the 
hypodermic  syringe:  On  a new  method 
of  introducing  medicines  into  the  sys- 
tem, more  especially  applicable  to  pain- 
ful local  neiwous  affections. 


While  Making  Rounds 

The  blood  pressure  was  120  the  last  time 
I got  it. 

No  complaints  except  nausea,  medication 
given  for  headache. 

Low  backache  across  right  upper  abdo- 
men. 


All  About  Us 

Doctor  Gerald  O’Neil,  Omaha,  is  the  new- 
ly elected  president  of  the  medical  staff  of 
Children’s  Memorial  Hospital. 

Doctor  James  Maly,  Fullerton,  was  guest 
speaker  at  a recent  meeting  of  the  Central 
City  Woman’s  Club. 

Doctor  H.  V.  Nuss,  Sutton,  has  moved  his 
offices  to  the  new  Nuss  Clinic  Building. 

Doctor  Cecil  Wittson,  Omaha,  has  been 
selected  a candidate  for  the  post  of  vice- 
president  of  the  American  Psychiatric  As- 
sociation. 

Doctor  Robert  Koefoot,  Grand  Island,  was 
a recent  speaker  at  the  annual  dinner  meet- 
ing of  the  Hall  County  Extension  Service. 

Doctor  .1.  M.  Woodard,  Aurora,  was  re- 
cently honored  for  his  years  of  service  as  a 
member  of  the  Masonic  Lodge. 

Doctor  Russell  Mclntire,  Hastings,  was 
named  president  of  the  Adams  County  Med- 
ical Society  at  the  society’s  annual  meeting. 


Doctor  P.  Wayne  Marsh,  Omaha,  has  been 
elected  to  fellowship  in  the  American  Acad- 
emy of  Pediatrics. 

Doctor  Harold  Dahlheim,  Norfolk,  was  re- 
cently initiated  into  membership  at  the  an- 
nual Clinical  Congress  of  the  American  Col- 
lege of  Surgeons  held  in  San  Francisco. 

Doctor  William  C.  Barr  has  opened  his 
medical  practice  at  Chappell  and  is  tempor- 
arily located  at  the  Miller  Memorial  Hos- 
pital. 


Scene 


1.  Auxiliary  Heart  Pumping  Devices — 

The  National  Institute  of  Health  is  con- 
centrating its  efforts  in  the  artificial  heart 
field  to  support  programs  for  development 
of  auxiliary  heart-pumping  devices  instead 
of  a complete  artificial  heart. 

The  auxiliary  device  approach  includes  the 
programs  led  by  Dr.  Michael  E.  DeBakey 
of  the  Baylor  University  College  of  Medicine 
in  Houston,  and  Dr.  Adrian  Kantrowitz, 
chief  of  surgical  services  at  Brooklyn’s  Mai- 
monides  Hospital.  Other  teams  working  on 
developing  complete  artificial  hearts  will 
continue  their  research,  but  the  government 
will  not  emphasize  their  approach. 

The  decision  to  forego  for  the  present  a 
major  program  to  build  a complete  artificial 
heart  was  made  by  Dr.  James  A.  Shannon, 
NIH  director,  after  he  determined  that  not 
enough  fundamental  information  existed  on 
just  how  the  heart  operates  to  make  such 
a project  feasible. 

Dr.  Kantrowitz  described  the  problems  in- 
volved in  designing  artificial  heart  devices 
in  a speech  at  a meeting  of  the  American 
Society  of  Mechanical  Engineers  in  New 
York. 

“The  heart  is  not  a simple  pumping  de- 
vice. It  receives  thousands  of  signals  from 
other  parts  of  the  body,”  he  said. 
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“For  example,  when  a good-looking  blonde 
walks  down  the  street,  your  heart  speeds 
up.  To  make  mechanical  hearts  respond  to 
a blonde  will  not  be  so  easy.  It’s  better  to 
leave  the  heart  in  place  to  respond  to  all 
these  signals  and  make  a mechanical  pump 
as  an  auxiliary  device  to  do  most  of  the 
work.” 

Dr.  DeBakey  is  working  toward  develop- 
ment of  a device  that  would  allow  the  heart 
to  rest  long  enough  for  it  to  recover  its 
strength  and  resume  its  role  in  the  bodv 
without  assistance.  Dr.  Kantrowitz  is  work- 
ing toward  development  of  an  implantable 
auxiliary  device  that  would  permanently  aid 
those  whose  hearts  cannot  function  ade- 
quately alone.  Both  these  approaches  and 
others  similar  to  them  are  of  the  type  the 
institute  wants  to  support. 

“We  want  to  develop  both  a family  of 
highly  efficient  shortterm  devices  to  tide 
people  over  acute  heart  attacks  and  also 
completely  implantable  heart-assist  devices,” 
a NIH  spokesman  said. 

“Then,  after  this  type  of  development  is 
worked  out  and  devices  have  been  proven 
in  clinical  trials  with  a high  degree  of  re- 
liability and  it  looks  like  total  heart  replace- 
ment is  feasible,  we  will  push  toward  that 
goal.” 

Dr.  Kantrowitz  praised  the  partnership 
between  physicians  and  engineers  necessary 
in  the  artificial  heart  field  but  he  said  ef- 
forts must  be  made  to  ensure  that  leadership 
in  the  research  must  remain  with  the  medical 
profession  and  not  be  given  to  engineers  who 
do  not  fully  understand  the  medical  prob- 
lems involved. 

2.  Obesity — 

Obesity  has  become  a major  health  prob- 
lem in  the  United  States  and  a special  health 
hazard  for  three  obesity-prone  groups,  ac- 
cording to  the  Public  Health  Service. 

Quoting  a new  PHS  source  book  for  health 
professionals,  OBESITY  AND  HEALTH,  the 
Service  said  that  the  prevalence  of  obesity 
in  this  country  is  a source  of  growing  med- 
ical concern  because  “fat  people  are  more 
likely  to  develop  certain  diseases  and  to  die 


at  an  earlier  age  than  people  of  normal 
weight.” 

Prime  candidates  for  the  development  of 
obesity  and  its  attendant  association  with 
certain  serious  disorders  and  possible  early 
death,  according  to  the  PHS,  are : 

1.  Children  whos  relatives  are  obese:  In 
one  study,  73  per  cent  of  1,000  obese 
patients  had  at  least  one  obese  parent. 

2.  Heavily  built  persons  who  also  have 
corpulent  tendencies:  Obese  individu- 
als usually  have  a heavier  physique 
than  their  non  - obese  counterparts. 
Large-boned  and  thickly  muscled  per- 
sons, particularly  adolescents,  who  fit 
this  description  should  be  watched 
closely. 

3.  Persons  who  are  becoming  less  active, 

more  sendentary:  Food  intake  does 

not  decrease  proportionately  with  de- 
crease in  energy  expenditure.  As  ac- 
tivity decreases,  for  whatever  reason, 
the  risk  of  developing  obesity  in- 
creases. 

The  Service  said  that  while  a substantial 
amount  of  obesity  exists  at  every  age  in 
both  sexes,  obesity  in  children  and  adoles- 
cents is  a particularly  discouraging  omen  for 
the  future. 

“Obese  children  and  adolescents  are  a ma- 
jor reservoir  for  obesity  in  adult  life,”  the 
source  book  said.  “They  are  more  likely 
to  remain  obese  as  adults  and  to  have  more 
difficulty  in  losing  fat  and  maintaining  fat 
loss  than  people  who  become  obese  as  adults.” 

3.  Children’s  Aspirin — 

No  bottle  of  children’s  aspirin  sold  after 
July  1,  1967,  will  contain  more  than  36  tab- 
lets in  a joint  government-industry  effort 
to  reduce  accidental  overdose. 

This  restriction  was  one  of  several  steps 
announced  jointly  by  the  Food  and  Drug  Ad- 
ministration and  32  drug  firms  after  a con- 
ference aimed  at  curbing  childhood  deaths 
and  illnesses. 

Also  by  July  1,  bottle  of  children’s  aspirin 
will  contain  this  cautionary  label: 
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“Precaution : Xo  cap  is  100  per  cent  child- 
proof. In  case  of  accidental  overdose,  notify 
physician  immediately.’” 

Also  agreed  on  was  a limitation  in,  the 
potency  of  children’s  aspirin.  Some  now 
range  as  high  as  5 grains  a tablet.  The 
new  limit  will  be  li/4  gi’ains. 

4.  Help  Wanted — 

Dr.  W'illiam  H.  Stewart,  Surgeon  General 
of  the  Public  Health  Service,  says  the  na- 
tion’s hospitals  need  20  per  cent  more  pro- 
fessional and  technical  workers  — primarily 
nurses  — to  provide  the  best  patient  care. 

Stewart’s  statement  accompanied  a joint 
U.S.  Public  Health  Service  - American  Hos- 
pital Association  survey  which  showed  that 
more  than  80,000  additional  nurses  and  40,- 
000  practical  nurses  are  needed,  plus  50,00'0 
aides  in  general  hospitals,  30,000  in  psychi- 
atric institutions,  9,000  medical  technolo- 
gists, 7,000  social  workers  and  4,000  physical 
therapists.  X-ray  technologists  and  surgical 
technicians. 

5.  Environmental  Health — 

John  W.  Gardner,  Secretary  of  Health, 
Education  and  Welfare  has  appointed  a six- 
member  Task  Force  on  Environmental 
Health  and  Related  Problems  and  instructed 
it  to  “think  af  least  50  years  ahead.” 

Chairman  of  the  Task  Force  is  Ron  M. 
Linton,  who  was,  until  last  September,  staff 
director  of  the  Senate  Committee  on  Public 
Works  and  is  now  associated  with  Urban 
America,  Inc. 

The  Task  Force  will  be  concerned,  Linton 
said,  not  only  with  such  obvious  threats  to 
health  as  air  and  water  pollution  but  with 
“crowding,  noise,  lack  of  open  space,  lack 
of  mobility,  dirt.”  The  Task  Force  will 
hold  hearings  in  a number  of  cities,  and 
is  scheduled  to  report  to  Gardner  by  June 
1,  1967. 

Medicinews 

Contamination  in  the  Operating  Room — 

A study  of  operating  rooms  showed  that 
horizontal  surfaces  were  usually  well  con- 
taminated, and  that,  in  particular,  the  upper 


surfaces  of  the  operating  lights  were  the 
worst. 


Highlights  From  the  Recent  Omaha-Midwest 
Clinical  Society  Meeting — 

Doctor  L.  B.  Leinbach,  associate  profes- 
sor of  radiology  at  the  Bowman  Gray  Medi- 
cal School  in  Winston-Salem,  North  Caro- 
lina, emphasized  that  paralysis  following  a 
“stroke”  doesn’t  necessarily  mean  that  the 
arteries  in  the  brain  are  the  source  of  the 
trouble.  He  stated,  “In  many  cases  the 
trouble  is  confined  to  arteries  in  the  neck. 
X-rays  will  show  if  the  neck  arteries  are 
narrowed  or  blocked,  and  if  this  is  the  case, 
surgical  procedures  are  possible  w’hich  will 
restore  the  individual  to  normal.  Surgeons 
can  open  the  obstructed  artery,  enlarge  the 
arterial  lumen  by  putting  in  a patch,  replace 
the  vessel  with  a plastic  graft,  or  else  place 
a gi-aft  w’hich  will  detour  the  blood  around 
the  obstructed  area.  Preventive  surgery 
also  is  effective  in  many  of  these  cases.” 

Doctor  Gordon  McNeer,  chief  of  the  gas- 
tric and  mixed  tumor  services  at  New  York 
City’s  Memoiial  Hospital,  stated,  “In  the 
past  30  years  cancer  of  the  stomach  has 
decreased  nearly  50  per  cent  in  adult  white 
males  in  the  U.S.  And  while  this  decreased 
incidence  has  been  observed  in  this  country, 
the  incidence  of  gastric  carcinoma  among 
Japanese  men  has  shown  a marked  increase. 
And  the  incidence  remains  high  in  Northern 
European  countries.  We  really  don’t  under- 
stand the  reasons  for  these  differences,  al- 
though perhaps  there  is  a correlation  between 
a high  cancer  rate  and  the  diet.  Perhaps 
a diet  high  in  smoked  fish  may  be  one  fac- 
tor.” 

Doctor  Norman  W.  Hoover,  consultant  on 
orthopedic  surgery  at  the  Mayo  Clinic,  urged 
physicians  to  “keep  closed  fractures  closed.” 
He  added,  “Surgical  treatment  of  closed  frac- 
tures has  been  a fad  since  1937  when  non- 
corrosive  metals  were  developed.  But  ex- 
cept in  necessity,  when  there  are  positive 
indications  for  open  treatment,  to  openly 
treat  uncomplicated  fractures  is  unjustifi- 
able. Fractures  involving  a joint  and  long- 
bone  fractures  are  the  possible  exceptions. 
Nearly  all  others  can  be  handled  more  safely 
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and  within  a shorter  healing  period  if  treated 
closed.  One  of  the  great  dangers  in  the  open 
surgical  treatment  is  the  increased  possi- 
bility of  bone  infection.  Although  this  oc- 
curs in  only  about  two  per  cent  of  the  cases 
treated,  when  it  does  occur,  it  is  a major 
tragedy.” 

Doctor  Richard  J.  Reitemeier,  assistant  pro- 
fessor in  the  department  of  medicine  at  the 
Mayo  Clinic,  stated  that  an  estimated  60 
million  Americans  over  40  years  of  age  are 
suffering  from  a health  problem  that  most 
will  never  know  they  have,  namely,  diver- 
ticulosis  of  the  colon.  He  added,  “Diver- 
ticulosis  can  be  interpreted  as  the  presence 
of  small  hernias  in  the  lining  of  the  large 
bowel.  In  about  20  per  cent  of  patients  with 
this  condition,  symptoms  may  be  present. 
These  are  usually  associated  with  infection 
and  inflammation,  or  associated  with  disten- 
tion of  these  hernias  secondary  to  intra- 
colonic pressure  following  the  ingestion  of 
certain  foods  or  following  emotional  stress. 
In  treating  these  patients,  a high  residue 
diet  is  sometimes  helpful.  Morphine  should 
be  avoided.  Infections,  when  present,  should 
receive  appropriate  therapy.” 

Doctor  S.  H.  Frazier,  chairman  of  the  de- 
partment of  psychiatry  at  Baylor  University 
College  of  Medicine,  in  speaking  of  head- 
aches stated,  “More  and  more  we  are  com- 
ing to  the  conclusion  that  emotional  stress 
is  the  triggering  mechanism  for  most  head- 
aches. There  is  an  increasing  awareness  of 
the  needs  of  the  headache  patient  to  discuss 
his  problems.  Chances  are,  life’s  everyday 
problems  are  becoming  too  big  for  many  of 
these  patients  to  cope  with.  The  doctor’s 
primary  duty  is  to  channel  the  patient  into 
some  form  of  recreation  that  will  allow  him 
to  unwind.  Some  patients  relax  by  read- 
ing. Others  need  physical  exercise  or  social- 
izing.” 

A continuation  course  in  “Clinical  Elec- 
troencephalography” will  be  conducted  on 
June  5-7,  1967  in  Philadelphia,  Pennsylvania. 
This  is  the  second  course  sponsored  by  the 
American  EEC  Society  (aided  by  a gi’ant 
from  the  Bureau  of  State  Services, 
U.S.P.H.S.)  and  is  designed  for  physicians 
who  have  had  little  or  no  formal  EEC  train- 


ing. Inquiries  about  further  details  of  the 
course  and  registration  procedure  should  be 
addressed  to  Dr.  Donald  W.  Klass,  EEC 
Course  Director,  Mayo  Clinic,  Rochester, 
Minnesota. 


Quote  Unquote 


There  was  no  influenza  in  my  young  days. 
We  called  a cold  a cold. 


Bennett. 


Physicians  are  like  kings,  • — 

They  brook  no  contradiction. 

John  Webster. 


A hen  is  only  an  egg’s  way  of  making  an- 
other egg. 


Butler. 


Evaluation  of  a New  Mucolytic  Agent:  Gu- 
mox,  Ascorbic  Acid  Containing  Com- 
pound — L.  D.  Sabath,  A.  A.  Sasahara 
and  V.  Burleson  (VA  Hosp,  West  Rox- 
bury.  Mass).  Wis  Chest  1:47-56  (July) 
1966. 

A controlled  study  was  performed  to  deter- 
mine whether  an  ascorbic  acid-percarbonate- 
copper  sulfate  mixture  (Gumox)  would  be 
of  value  in  treating  chronic  bronchitis.  Gumox 
was  administered  by  inhalation  to  nine  pa- 
tients, each  of  whom  on  a different  day  also  re- 
ceived isotonic  saline  solution  as  control  ma- 
terial. The  immediate  physiologic  effect  of 
drug  mixture  was  not  significantly  different 
from  that  of  saline  control,  both  being  asso- 
ciated with  comparable  improvements  in  the 
one-second  vital  capacity,  maximal  expira- 
tory flow  rate  and  minimal  voluntary  ventil- 
ation. However,  the  delayed  effect  of  the 
drug,  registered  one  day  after  treatment, 
showed  further  improvement  in  all  three 
functions  tested,  while  these  values  follow- 
ing saline  treatment  had  returned  to  or  to- 
ward the  starting  baseline. 
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GENERAL 


Welcome,  New  Members 

Nelson,  Ronald,  M.D.  Scottsbluff 

Words  We  Can  Do  Without 

1.  Artifact. 

2.  In  depth. 

3.  And/or. 

4.  Multidiscipline. 

Respiratory  Diseases 

Opportunistic  Pulmonary  Infections 

Opportunistic  infections  may  be  extremely  com- 
plex clinically  because  they  represent  the  inter- 
action of  infection  with  a variety  of  unusual  or- 
ganisms superimposed  on  a variable  underlying 
disease.  There  is  definite  evidence  that  the  preva- 
lence of  opportunistic  pulmonary  infections  is  in- 
creasing. Fungus  and  other  disorders  that  are 
commonly  involved  will  be  considered  in  particular 
here. 

Diseases  notorious  for  predisposing  to  opportun- 
istic infections  are  diabetes  mellitus,  leukemia, 
lymphoma,  cancer,  and  aplastic  anemia.  Conco- 
mitants of  these  disorders  such  as  quantitative 
and  qualitative  protein  deficiencies  and  granulo- 
cytopenia also  have  been  shown  to  potentiate  and 
predispose  to  multiple  infections.  Perhaps  of  great- 
er importance  is  the  modification  of  the  patient’s 
ability  to  resist  infection  by  X-ray  therapy,  steroids, 
and  a variety  of  antineoplastic  drags  and  anti- 
biotics. In  addition,  the  deliberate  suppression  of 
immunity  to  favor  transplanted  organ  survival  has 
introduced  a variety  of  remarkable  infections. 

Host  Resistance  Factors 

Of  the  mechanisms  that  have  been  suspected  as 
bearing  on  overt  disease  when  it  occurs,  either 
opportunistically  or  in  ailments  not  ordinarily  con- 
sidered opportunistic,  the  first  major  line  of  defense 
is  the  skin.  The  next  is  the  system  of  mucosal 
surfaces  and  their  secretions.  The  third  is  the  sys- 
tem of  cells  and  tissues  comprising  the  reticuloen- 
dothelial system. 

The  reticuloendothelial  system  is  influenced  hy 
a fourth,  the  pituitary-adrenal  system  which, 
chiefly  through  the  corticosteroids,  influences  mech- 
anisms important  in  predisposing  to  infection.  In 
view  of  the  relationship  among  the  thymus,  the 
spleen,  and  the  entire  antibody-producing  system, 
corticoid-induced  impairment  of  specific  antibody 
response  and  other  immunosuppressive  drags  might 
be  expected  to  play  a key  role  in  opportunistic  in- 
fections. 

Pneumocytis,  Cytomegalovirus 

These  two  “pediatric”  diseases  are  being  seen 
more  frequently  in  debilitated  adults  who  come  to 
resemble  infants  immunologically. 

Pneumocystis  carinii  pneumonia  usually  occurs 
in  infants  between  six  weeks  and  six  months  of 


age.  The  infants  are  debilitated,  have  a disease 
such  as  diarrhea,  hypogammaglobulinemia,  or  leu- 
kemia, or  have  received  steroid  or  immunosuppres- 
sive therapy.  Dyspnea  is  accompanied  by  cyanosis, 
intercostal  retraction,  and  sometimes  periods  of 
dry  cough.  Roentgenograms  show  a bilateral  bron- 
chopneumonia with  generalized,  localized,  and  inter- 
stitial emphysema. 

The  organism  has  not  been  classified  with  cer- 
tainty. Some  regard  it  as  a protozoan,  others  as 
a yeast-like  fungus.  Attempts  should  be  made  to 
diagnose  the  infection  during  life  since  effective 
treatment  (pentamidine  isothionate)  is  available. 

Cytomegalic  inclusion  disease,  or  salivary  gland 
virus  disease,  may  appear  as  an  overwhelming  con- 
genital or  neonatal  infection;  an  inapparent  infec- 
tion, especially  of  the  salivaiy  glands;  a secondaiy 
infection  in  older  children  and  adults  with  leukemia, 
lymphoma,  renal  transplantation,  or  some  chronic 
debilitating  disease;  or  rarely,  as  a localized  granu- 
loma involving  the  gastrointestinal  tract  or  a bron- 
chus. 

The  virus  is  a DNA  viras  of  the  herpes  group. 
The  nuclear  inclusion  may  develop  in  three  to  five 
days  and  contains  a DNA  core  surrounded  by  a 
single  layer  or  capsule  of  viral  specific  protein. 
When  it  passes  into  the  cytoplasm  it  acquires  a 
second  outer  coat. 

Nocardiosis  and  Aspergillosis 

Nocardiosis  and  aspergillosis  demonstrate  some 
of  the  perplexing  clinical  problems  in  the  spectrum 
of  the  opportunistic  fungus  infections.  They  may 
be  the  sole  cause  of  death  in  patients  whose  under- 
lying disease  is  well  controlled  and  not  life-threat- 
ening. However,  effective  therapy  is  available  for 
both  infections  but  early  diagnosis  is  essential. 

Nocardiosis  and  aspergillosis  are  rarely  primary 
infections.  Under  favorable  clinical  circumstances 
both  organisms  may  have  enhanced  virulence  and 
produce  severe  infections,  mostly  involving  the 
lungs. 

The  secondary  variety  of  nocardiosis,  like  the 
primary,  usually  begins  in  the  lungs,  is  locally 
invasive,  and  commonly  spreads  to  the  central  nerv- 
ous system  when  extrapulmonaiy  dissemination  oc- 
curs. 

Sulfonamides  are  the  most  effective  chemothera- 
peutic agents  in  the  treatment  of  nocardiosis.  In 
seriously  ill  patients,  it  would  seem  prudent  also  to 
give  an  additional  drag  such  as  tetracycline. 

The  diagnosis  of  aspergillosis  is  more  tenuous 
than  that  of  nocardiosis  when  based  on  the  isola- 
tion of  the  causative  organisms  in  the  laboratory 
since  Aspergillus  is  a frequent  contaminant.  All 
three  varieties  of  secondary  aspergillosis  (localized, 
invasive,  and  disseminated)  are  being  seen  with 
increasing  frequency,  and  usually  involve  the  lung. 

Although  the  prognosis  in  secondary  aspergillosis 
is  usually  dictated  by  the  underlying  disease,  all 
patients  with  significant  signs  and  symptoms  of 
active  infection  should  be  treated  with  amphotericin 
B.  Pulmonary  mycetomas  are  best  treated  by  re- 
section, and  the  use  of  amphotericin  B for  pre- 
and  postoperative  coverage  should  be  considered. 
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Mucormycosis  and  Candidiasis 

Pulmonary  candidiasis  take  two  forms.  One  is 
a mild  recurrent  bronchopulmonary  infection  with 
persistent  cough  and  sputum  containing  large  num- 
bers of  budding  yeast  cells  and  pseudomycelia. 
More  extensive  disease  may  appear  radiologically  as 
pneumonia  with  consolidation  and  varying  degrees 
of  pleural  reaction  or  as  a miliary  type  of  pul- 
monary infiltration  consistent  with  blood  stream 
dissemination. 

The  fungus  responsible  for  mucormycosis  occurs 
widely  in  soil.  The  possibility  of  a mycosis,  par- 
ticularly mucormycosis,  should  be  considered  in  any 
instance  of  inflammatory  disease  involving  the 
paranasal  sinuses  or  orbit,  especially  in  a patient 
with  uncontrolled  diabetes  mellitus.  In  patients 
with  leukemia  or  lymphoma,  mucormycosis  tends 
to  involve  the  lungs  rather  than  the  nasopharynx. 

Control  of  the  underlying  disease  remains  the 
most  important  factor  for  improvement  in  these 
infections. 

John  F.  Muiray,  M.D.  : Hugh  F.  Haegelin,  M.D.  ; William 

L.  Hewitt.  M.D.  ; Harrison  Latta,  M.D.  : David  McVickar, 

M. D.  : A.  F.  Rasmussen,  Jr.,  M.D.  ; and  Leo  G.  Rigler.  M.D., 

Annuals  of  Internal  Medicine.  September.  1966. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS: 
January  7 — Lexington,  High  School 
Building 

January  21  — Norfolk,  Norfolk  State 
Hospital 

February  4 — Scottsbluff,  St.  Mary’s  Hos- 
pital 

February  18  — Grand  Island,  St.  Francis 
Hospital 

SOCIETY  FOR  CRYO-OPHTHALMOLOGY 
— First  annual  clinical  meeting,  Dunes 
Hotel,  Las  Vegas,  January  8 to  10,  1967. 
Write  to:  John  G.  Bellows,  M.D.,  30  N. 
Michigan  Avenue,  Chicago,  Illinois  60602. 

FIRST  NATIONAL  CONGRESS  ON  SOCIO- 
ECONOMICS OF  HEALTH  CARE  — 
sponsored  by  the  Council  on  Medical  Ser- 
vice and  the  Division  of  Socio-Economic 
Activities  of  the  AMA,  will  be  held  at 
the  Palmer  House  in  Chicago  on  January 
22-23,  1967.  H.  W.  Doan,  M.D.  is  Secre- 
tary of  the  Council  on  Medical  Service  of 
the  AMA,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

AMERICAN  COLLEGE  OF  PHYSICIANS— 
Broadmoor  Hotel,  Colorado  Springs,  Colo- 


rado; January  27-28,  1967.  Write  to: 
Charley  J.  Smyth,  M.D.,  University  of 
Colorado  Medical  Center,  4200  E.  9th  Ave- 
nue, Denver,  Colorado  80220  . 

CHILDREN’S  HOSPITAL,  DENVER  — will 
sponsor  a series  of  in-depth  seminars  on 
the  newborn  at  the  Aspen  Institute  for 
Humanistic  Studies  on  February  5,  6,  and 
7,  1967.  Participants  will  include  Heinz 
Eichenwald,  M.D.,  University  of  Texas; 
George  Kerr,  M.D.,  University  of  Wiscon- 
sin; Lula  Lubchenco,  M.D.,  University  of 
Colorado;  Jerold  Lucey,  M.D.,  University 
of  Vermont,  and  Robert  Usher,  M.D.,  Royal 
Victoria  Hospital,  Montreal.  Registration 
limited.  Fee  $40.00.  Write:  Joseph 

Butterfield,  M.D.,  Children’s  Hospital,  19th 
Avenue  at  Downing,  Denver,  Colorado 
80218. 

AMERICAN  CANCER  SOCIETY  — Colo- 
rado Division’s  First  Annual  Midwinter 
Cancer  Seminar ; Lodge  At  Vail,  Vail,  Colo- 
rado; February  10-12,  1967  (American 
Cancer  Society,  Colorado  Division,  1764 
Gilpin  Street,  Denver,  Colorado). 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— 16th  annual  session,  February  15-19, 
1967,  Washington  Hilton  Hotel,  Washing- 
ton, D.  C.  Write  to:  William  D.  Nelligan, 
Executive  Director,  American  College  of 
Cardiology,  9650  Rockville  Pike,  Washing- 
ton, D.  C.  20014. 

EMANUEL  FRIEDMAN  LECTURE  — Ed- 
ward A.  Mortimer,  M.D.,  Professor  of  Pedi- 
atrics at  the  University  of  New  Mexico, 
will  give  the  Emanuel  Friedman  Lecture 
at  Children’s  Hospital,  Denver  on  February 
16,  1967.  The  lecture  memorializes  a pio- 
neer pediatrician  in  Colorado  and  is  part 
of  a two-day  program  which  will  be  focused 
on  “Infection,  1967.”  For  further  infor- 
mation write:  Joseph  Butterfield,  M.D., 

Children’s  Hospital,  19th  Avenue  at  Down- 
ing, Denver,  Colorado  80218. 

MIDWINTER  MEETING,  BOARD  OF 
COUNCILORS  — February  17,  1967, 
Holiday  Inn,  Kearney,  Nebraska. 
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MIDWINTER  MEETING,  HOUSE  OF 
DELEGATES  — February  18,  19,  1967, 
Holiday  Inn,  Keaniey,  Nebraska. 


THE  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 
— Will  be  held  at  the  Blackstone  Hotel  on 
Saturday  afternoon,  February  25,  1967. 


COLORADO  WINTER  CLINICS;  — Brown 
Palace  Hotel,  Denver,  Colorado,  February 
28-March  3,  1967 ; ski,  too.  Write  to:  Colo- 
rado Medical  Society,  1809  East  18th  Ave- 
nue, Denver,  Colorado  80218. 


NATIONAL  MEDICOLEGAL  SYMPOSIUM 
— Jointly  sponsored  by  the  AM  A and  the 
American  Bar  Association,  at  the  Fontaine- 
bleau Hotel  in  Miami  Beach,  March  9-11, 
1967.  Write  to:  Law  Division,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 


RURAL  HEALTH  — 20th  National  Confer- 
ence; March  10-11,  1967;  Charlotte,  North 
Carolina.  Write  to  AMA  Council  on  Rural 
Health,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 


NINETEENTH  ANNUAL  MIDWEST  CAN- 
CER CONFERENCE  — March  31  and 
April  1,  1967,  at  the  Lassen  Hotel  in  Wich- 
ita, Kansas.  The  conference  theme  is 
“Cancer  in  children”;  no  registration  fee, 
no  advance  registration  necessary,  AAGP 
credit  allowed.  Write  to : American  Cancer 
Society,  Kansas  Division,  Inc.,  824  Tyler 
Street,  Topeka,  Kansas  66612. 


NATIONAL  METHODIST  CONVOCATION 
ON  MEDICINE  AND  THEOLOGY— April 
5,  6,  and  7,  1967 ; Rochester,  Minnesota. 
Write  to:  National  Methodist  Convoca- 

tion, P.  0.  Box  102;  Rochester,  Minnesota 
55901. 


Books 

One  World  of  Science  (Personal  V'isits  to  Men  of 
Research  in  .Many  Lands)  by  Warren  Andrew, 
M.D.  Published  September,  1966  by  Charles  C. 
Thomas,  Springfield,  Illinois.  257  pages  (9"  x 6") 
with  34  figures.  Price  $8.75. 

Dr.  Andrew  is  Chairman,  Department  of  Anatomy, 
Indiana  University  Medical  School,  Indianapolis, 
Indiana.  The  author  states  that  his  own  place  of 
work  has  rightfully  been  in  the  laboratory,  and 
usually  seated  at  a microscope,  but  many  times  he 
has  wondered,  “What  is  it  like  over  in  . . . .?” 
and  because  of  this  curiosity,  he  has  made  some 
of  his  hopes  realities  and  visited  great  numbers 
of  individuals  engaged  in  the  search  for  scientific 
truth.  Dr.  Andrew  writes  about  scientists  in 
whose  laboratories  he  has  visited  for  periods  rang- 
ing from  days  to  months.  He  presents  vivid  word 
pictures  of  these  men  living  and  working  in  many 
lands,  from  the  busy  metropolis  of  Argentina  to  the 
quiet  of  a Hindu  “ghat”  . . . from  the  lush  tropics 
of  Central  America  to  the  chill  drizzle  of  ever- 
fascinating  London. 


The  Artful  Practice  of  Medicine  by  William  B.  D. 
Van  Auken,  M.D.  Published  November,  1966  by 
Charles  C.  Thomas  of  Springfield,  Illinois.  105 
pages  (9"  X 6").  Price  $6.50. 

Doctor  Van  Auken  is  associated  with  Baylor  Uni- 
versity College  of  Medicine,  Houston,  Texas.  The 
author  bases  the  valuable  information  presented  in 
this  easily-read  book  on  50  years  of  experience  in 
his  profession.  Chapters  such  as  Medical  Ethics 
and  Stuff;  Finance  in  Obstetrics  and  Gynecology; 
The  Physician  Educator;  The  Physician  Counsellor; 
The  Physician  Scholar;  The  Physician  Philanthro- 
pist; A Commodity,  a Business,  or  a Service;  and 
Intei’professional  Relationships  will  interest  any 
physician,  whatever  his  age,  wherever  his  practice. 

The  subject  matter  covers  a doctor’s  trials  and 
errors,  and  cites  medicolegal  complications.  There 
are  few  generalities  in  this  book;  the  work  is  spe- 
cific and  written  with  rare  frankness  and  humility. 
To  impai-t  his  message  the  author  uses  many  per- 
sonal anecdotes  . . . some  humorous,  a few  ridicu- 
lous, others  suspenseful  . . . from  his  own  experi- 
ences covering  forty-seven  years  of  a varied  prac- 
tice. He  tells  how  to  fail  in  medical  practice  as 
well  as  how  to  succeed  ...  a must  for  eveiy 
senior  medical  student. 


Synopsis  of  Dermatology  by  Wm.  D.  Stewart,  M.D., 
Julius  L.  Danto,  M.D.,  and  Stuart  Maddin,  M.D. 
Published  1966,  by  the  C.  V.  Mosby  Company, 
St.  Louis,  Missouri.  664  pages  (8"  x 5"))  with 
155  figures  and  21  color  plates.  Price  $10.85. 

The  three  authors  of  this  book  are  practicing 
dermatologists  in  Vancouver,  British  Columbia. 

The  32  color  plates  alone  are  worth  the  price  of 
this  book. 
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Atlas  of  Cryosurgical  Techniques  in  Ophthalmology 
by  Charles  D.  Kelman,  M.D.  Published  by  the 
C.  V.  Mosby  Company,  St.  Louis,  Missouri,  Octo- 
ber, 1966.  (118  pages  (11"  x S'/z")  with  140 
unusually  clear  illustrations.  Price  $18.75. 

Dr.  Kelman  is  Associate  Attending  Surgeon  and 
Director  of  the  Cryosurgery  Research  Laboratory 
of  the  Manhattan  Eye,  Ear  and  Throat  Hospital, 
New  York,  New  York,  and  Assistant  Clinical  Pro- 
fessor of  Ophthalmology,  New  York  Medical  Col- 
lege, New  York,  New  York. 

The  author  has  prepared  this  atlas  to  enable 
others  to  share  with  him  the  experience  of  several 
hundred  cryosurgical  procedures.  Chapter  headings 
include  the  following: 

1.  Routine  cryoextraction 

2.  Cryoextraction  of  the  hypermature  lens 

3.  Cryoextraction  of  a lens  with  a torn  capsule 

4.  Cryoextraction  of  the  luxated  lens 

5.  Planned  extracapsular  extraction 

6.  Combined  ciyoexti’action  and  corneal  trans- 
plant 

7.  Repair  of  retinal  tears 

8.  Other  uses  of  cryosurgery  in  ophthalmology 

This  is  a “how-to-do-it”  type  of  book  whose  value 
is  enhanced  by  the  excellent  illustrations  of  Daisy 
Stilwell.  It  should  find  a place  in  the  library  of 
all  physicians  with  an  interest  in  the  newest  de- 
velopments in  the  field  of  eye  sur-gery. 


Handbook  of  Ocular  Therapeutics  and  Pharmacology 

(Second  Edition),  by  Philip  P.  Ellis,  M.D.,  and 

Doan  L.  Smith,  M.D.  Published  October,  1966  by 

the  C.  V.  Mosby  Company,  St.  Louis,  Missouri. 

224  pages  (10"  x 7")  with  16  tables.  Price  $9.75. 

The  authors  of  this  handbook  state  that  it  was 
written  to  ser\'e  as  a quick  reference  for  the  busy 
practicing  ophthalmologist  who  may  have  forgotten 
a specific  dose  or  side  reaction  of  a certain  medica- 
tion. It  will  also  serve  as  a guide  in  therapy  for 
beginning  residents  in  ophthalmology  and  for  non- 
specialists who  are  treating  ocular  disorders. 

This  book  is  divided  into  two  sections.  The  first, 
Ocular  Therapeutics,  includes  such  chapter  head- 
ings as: 

a.  Principles  of  cortisone  and  ACTH  therapy 

b.  Principles  of  antibiotic  therapy 

c.  Medical  agents  in  surgical  cases 

d.  Therapy  of  diseases  of  the  eyelids 

e.  Therapy  of  diseases  of  the  cornea 

f.  Therapy  of  the  glaucomas 

g.  Therapy  of  diseases  of  the  retina 

The  second  section.  Therapeutic  Agents,  lists 
the  most  commonly  used  medications  that  a prac- 
ticing ophthalmologist  would  have  occasion  to  use, 
their  actions,  ophthalmic  uses,  side  reactions,  con- 
traindications, preparations  available  and  dosages. 
A pediatric  dosage  table  has  been  included  to  pro- 
vide a rapid  reference  for  drugs  commonly  employed 
in  treating  ophthalmic  disorders  in  children. 


Obstetrics  and  Gynecology  by  J.  Robert  Wilson, 

M.D.;  Clayton  T.  Beecham,  M.D.;  and  Elsie  Reid 

Carrington,  M.D.  Publish^  September,  1966  by 

the  C.  V.  Mosby  Company,  St.  Louis,  Missouri. 

776  pages  (10"  x 7")  with  246  illustrations.  Price 

$15.50. 

This  book  has  been  written  to  provide  medical 
students  with  a sound  background  of  basic  informa- 
tion concerning  obstetrics  and  gynecology  and  to 
serve  as  a reference  book  for  practicing  physicians 
in  almost  every  field. 

This  edition  includes  a new  chapter.  Control  of 
Conception.  Other  new  material  includes  that  relat- 
ing to  the  effects  of  various  substances  and  stimuli 
upon  fetal  development,  erythroblastosis,  immuno- 
logic pregnancy  tests,  uterine  activity  and  the  man- 
agement of  normal  and  abnormal  labor,  and  tbe  de- 
generative lesions  of  the  vulva.  The  sections  con- 
cerning fertilization,  development  and  function  of 
the  fetus  and  placenta,  and  maternal  physiology 
have  been  revised  extensively  and  expanded  con- 
siderably. Some  of  the  basic  information  on  gen- 
etics and  chromosomal  abnoi’malities  has  also  been 
included.  Biosynthesis  and  metabolism  of  the  re- 
productive hormones  and  the  clinical  uses  and  ef- 
fects of  these  substances  is  considered  in  greater 
detail  than  it  was  in  previous  editions. 

Military  Dependents 

New  Uniformed  Services  Health 
Benefits  Program — 

Public  Law  89-614,  September  30,  1966, 
“Military  Medical  Benefits  Amendments  of 
1966,”  makes  major  changes  in  the  health 
benefits  provided  by  the  government  to  de- 
pendents of  members  of  the  uniformed  serv- 
ices who  are  serving  on  active  duty  for  more 
than  30  days,  to  retired  members  of  the  uni- 
formed services,  and  to  the  dependents  of 
retired  and  deceased  members  of  the  uni- 
formed services. 

The  new  health  benefits  fall  roughly  into 
three  broad  categories: 

1.  Civilian  outpatient  care  for  the  wives, 
children,  and  dependent  husbands  of  mem- 
bers of  the  uniformed  services  who  are  serv- 
ing on  active  duty  for  more  than  30  days. 

2.  Civilian  inpatient  and  outpatient  care 
for  retired  members  and  their  wives,  chil- 
dren, and  dependent  husbands,  and  the 
wives,  children,  and  dependent  husbands  of 
members  who  died  u'hile  on  active  duty  or 
in  a retired  status. 

3.  Training,  rehabilitation,  special  educa- 
tion and  institutional  care  in  civilian  facil- 
ities for  the  wives,  children,  and  dependent 
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husbands  of  active  duty  (more  than  30 
days)  members  who  are  moderately  or  pro- 
foundly retarded  mentally  or  who  have  a 
serious  physical  handicap. 

Additionally,  the  new  law  eliminates  re- 
strictions on  types  of  hospitalization  which 
may  be  provided  dependents,  such  as  treat- 
ment for  nervous  and  mental  disorders  and 
chronic  conditions. 

Effective  Dates — 

The  law  specifies  two  dates  for  the  bene- 
fits authorized  therein  to  become  effective; 

1.  October  1,  1966  for  civilian  outpatient 
care  for  the  dependents  of  active  duty  mem- 
bers. 

2.  January  1,  1967  for  all  other  benefits. 

Patient’s  Share  of  Charges — 

1.  Dependents  of  active  service  person- 
nel. 

a.  Outpatient  care.  For  authorized  out- 
patient care,  the  patient  shall  be  required 
to  pay  the  first  $50.00  of  expenses  incurred 
during  each  fiscal  year.  However,  a family 
group  will  not  pay  more  than  two  deductibles 
($100.00)  in  a fiscal  year.  Once  the  deduct- 
ible is  satisfied,  the  patient  or  the  family 
group  will  pay  20%  of  all  charges  incurred 
for  authorized  outpatient  care. 

2.  Retired  personnel  and  their  dependents, 
and  the  dependents  of  deceased  personnel. 

a.  Outpatient  care.  The  patient  or  fam- 
ily group  will  be  required  to  pay  the  same 
deductible  as  is  applicable  to  the  dependents 
of  active  service  personnel.  However,  there- 
after, the  patient  or  the  family  group  will 
be  required  to  pay  25%  of  any  expenses  in- 
curred for  authorized  outpatient  care. 

The  civilian  outpatient  program  for  de- 
pendents shall  operate  under  the  same  full 
payment  concept  as  applies  to  the  civilian 
inpatient  program. 


Percutaneous  Renal  Biopsy  in  the  Sitting 
Position  — H.  J.  Goldsmith,  J.  F.  Moor- 
head, and  P.  J.  Moorhead  (Sefton  General 


Hosp,  Liverpool,  England).  Brit  Med  J 

2:147-148  (July  16)  1966. 

The  technique  of  percutaneous  renal  biop- 
sy in  the  sitting  position  is  described.  The 
patient  sits  on  a trolley  with  his  feet  resting 
on  a chair,  supported  if  necessary.  The  sur- 
face marking  and  depth  of  the  biopsy  point 
in  the  kidney  is  determined  in  the  usual 
way  and  the  specimen  obtained  with  a Vim- 
Silverman  needle,  using  counter  pressure  if 
necessary.  The  method  is  more  comfortable 
both  for  the  patient  and  for  the  operator, 
who  is  also  seated.  A success  rate  of  84% 
in  164  consecutive  biopsies  is  reported.  Ap- 
proximately 116  specimens  contained  more 
than  ten  glomeruli  per  section.  Serious  se- 
quelae were  not  encountered. 


Selective  Pancreatic  Angiography  — E.  Boij- 
sen  (Roentgendiagnostic  Department,  Uni- 
versity Hosp,  Lund,  Sweden).  Brit  J 
Radiol  39:481-487  (July)  1966. 

Selective  pancreatic  angiography  was  per- 
formed in  21  cases,  seven  of  whom  had  pan- 
creatic tumors  or  tumors  of  hepatoduodenal 
ligament.  A comparison  was  made  of  in- 
jection into  the  gastroduodenal  artery  (seven 
cases),  into  the  common  hepatic  artery  close 
to  the  gastroduodenal  artery  (seven  cases), 
and  into  the  common  hepatic  artery  1 cm  to 
4 cm  from  the  gastroduodenal  artery  (seven 
cases).  The  best  demonstration  of  the  pan- 
creatic arteries  was  obtained  when  the  tip 
of  the  catheter  was  in  the  gastroduodenal 
artery.  A distal  position  of  the  catheter  in 
the  common  hepatic  artery  gave  almost  the 
same  quality  of  pancreatic  angiogram. 


Effects  of  Dextran  40  on  Urine  Flow  — N. 
A.  Matheson  (Department  of  Surgery, 
University,  Aberdeen,  Scotland).  Post- 
grad Med  J 42:457-460  (July)  1966. 

Possible  mechanisms  underlying  the  di- 
uretic effect  of  dextran  40  (low  molecular- 
weight  dextran)  are  considered.  Its  effect 
in  augmenting  solute-free  water  excretion  re- 
sults from  diminished  secretion  of  antidi- 
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uretic  hormone  in  response  to  plasma  volume 
expansion.  Neither  the  diuresis  nor  the  in- 
crease in  renal  plasma  flow  that  follows  in- 
fusion of  dextran  40  is  likely  to  be  of  value 
in  a therapeutic  sense.  The  possibility  that 
dextran  40  may  have  harmful  effects  on 
renal  function  is  discussed.  Available  evi- 
dence is  inadequate  to  incriminate  it  as  a 
cause  of  acute  oliguric  renal  failure;  how- 
ever effects  of  dextran  40  on  tubular  urine 
flow  may  be  harmful  in  established  acute 
renal  failure. 


Fractures  in  Poliomyelitis  in  Children  — 
G.  C.  Robin  (20  Rav  Berlin  St.,  Jerusalem, 
Israel).  J Bone  Joint  Surg  (Amer)  48A: 
1048-1054  (Sept.)  1966. 

Over  a four-year  period,  62  fractures  oc- 
curred in  children  under  the  age  of  16  years 
who  suffered  from  residual  paralysis  fol- 
lowing poliomyelitis.  Only  5 of  the  62  frac- 


tures occurred  in  normal  limbs,  while  the 
remaining  ol  occurred  in  severely  paralyzed 
limbs.  Most  commonly  involved  was  the 
femur,  in  which  32  fractures  occurred,  29 
of  them  in  the  supracondylar  region.  Eight- 
een fractures  occurred  in  the  tibia  and  sev- 
en in  the  humerus  of  the  paralyzed  limbs. 
Of  the  five  fractures  occurring  in  normal 
limbs,  one  was  in  the  supracondylar  region 
of  the  humerus,  two  were  in  the  distal  end 
of  the  radius,  and  one  each  was  in  the  lateral 
malleolus  and  in  the  proximal  phalanx  of  the 
finger.  There  were  no  open  fractures.  Most 
of  the  injuries  were  of  the  infraction  type, 
with  little  displacement.  Several  were  con- 
sidered to  be  stress  fractures.  No  epi- 
physeal fractures  occurred  among  the  in- 
juries of  paralytic  limbs.  The  cause  of  late 
appearing  deformity  could  not  be  attribut- 
ed, in  retrospect,  to  epiphyseal  injury.  Sim- 
ple falls  gave  rise  to  many  fractures.  The 
most  commonly  noted  factor  in  the  etiology 
of  fractures  was  plaster  immobilization.  Re- 
mobilization of  the  stiff  joint  should  be  car- 
ried out  as  the  first  stage  of  rehabilitation 
after  surgery. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Lauientius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  ISIultiple  Sclerosis  Society 
257  PaT'k  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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ORGANIZATIONS.  STATE  — 

Alcoholics  Anonymous 
1346  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 

Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngolory 

C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CO>TTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


DON’T  ASK  ME 

The  questionnaire  method  is  a device  that 
is  occasionally  used  for  statistical  analysis. 
It  is  seldom  informative;  it  is  particularly 
dangerous.  That  it  is  sometimes  the  only 
method  at  hand  does  not  always  justify 
its  use,  nor  does  it  ever  excuse  its  short- 
comings. If  you  want  to  know  what  forms 
of  treatment  other  doctors  are  using,  you 
have  got  to  ask  them;  and  they  must  tell 
you.  And  here  we  get  into  trouble. 

Whom  do  you  ask?  If  you  are  trying  to 
prove  a point,  you  may  find  yourself  writing 
to  friends,  or  to  those  with  whose  work 
you  are  already  familiar,  or  simply  to  those 
with  whom  you  agree.  Do  you  write  to 
every  doctor,  or  to  every  hospital?  This 
becomes  too  difficult,  and  too  expensive.  Do 
you  explore  your  own  geogi’aphical  area  ? 
This  may  easily  lead  to  repeating  your  own 
results. 

How  do  you  ask?  If  you  speak  to  people 
you  meet,  you  may  have  anything  but  a 
random  selection.  If  you  telephone,  you 
will  not  receive  tables  and  figures ; some 
may  not  even  answer  your  ring.  If  you 
write,  not  everyone  wdll  reply. 

Who  responds  to  questionnaires?  Those 
who  answer  may  be  friends,  or  those  who 
are  proud  of  their  results.  You  may  have 
letters  from  people  who  like  to  write,  or 
from  those  who  like  to  be  asked. 

Who  does  not  answer?  Many  people  are 
annoyed  by  being  asked  to  complete  a form 
in  which  they  may  not  be  interested,  they 
may  not  like  the  way  the  study  has  been 
set  up;  they  may  not  have  secretarial  help. 
Their  results  may  be  poor.  They  may  not 
care  to  spend  time  and  money  required  to 
fill  out  the  form.  Many  feel  that  they  are 
being  imposed  on,  and  that  they  are  being 
asked  to  do  another  person’s  work  for  him. 

How  do  they  answer?  Many  answers  are 
simply  inaccurate,  and  are  so  written  in  an 
effort  to  save  time,  or  to  gloss  over  unflat- 
tering figures. 

How  many  do  you  ask?  When  the  study 
has  been  the  basis  for  projection  or  extra- 


polation, as  in  the  case  of  polls  and  com- 
puter “analysis,”  the  method  has  been, 
when  based  on  too  few  “cases,”  hopelessly  in- 
accurate. 

How  many  answered?  We  read  common- 
ly that  60%  or  70%  of  the  people  replied, 
and  this  is  usually  followed  by  the  state- 
ment that  the  number  is  unusually  high. 
No  number  is  high,  and  the  questioner  must 
realize  that  he  always  ends  with  a select 
group,  that  he  never  has  a random  selec- 
tion, and  that  his  results  must  be  analyzed 
and  critcized  because  of  this. 

What  was  the  question?  If  you  ask  pa- 
tients after  surgery  if  they  feel  well,  you 
may  get  one  answer,  while  if  you  ask  them 
if  they  have  nausea,  you  may  get  another; 
you  are  sure  to  prefer  the  first.  “You’re 
all  right,  aren’t  you?”  is  rhetorical,  it  is 
dishonest,  it  is  leading;  it  is  misleading. 

How  will  you  interpret  your  answers  ? 
This  becomes  difficult,  if  you  are  going  to 
employ  really  good  statistical  care,  to  the 
point  of  absurdity.  A colleague  who  says 
he  uses  a technique  commonly  may  mean 
one  third  of  the  time,  while  you  may  inter- 
pret it  as  nearly  always.  A w'orker  who 
does  not  like  a drug  because  he  was  taught 
not  to  like  it  may  tell  you  that  it  is  no  good. 
One  man’s  group  of  cases  may  be  very  small, 
while  another’s  may  be  ten  times  as  large. 
If  you  do  not  know  this,  you  may  find 
yourself  giving  them  equal  weight,  and  try- 
ing, without  success,  to  average  averages. 

Is  the  method  any  good?  We  have  never 
been  fond  of  it,  and  we  have  never  used  it. 
When  someone  tells  you  how  he  treats  pa- 
tients in  Class  II,  his  class  II  may  be  what 
you  call  class  III. 

Is  there  a better  way?  We  suggest  that 
studies  that  can  be  done  only  by  the  ques- 
tionnaire method  are  generally  not  worth 
doing.  Reports  based  on  this  method  are, 
as  a rule,  of  far  less  importance  than  others, 
and  are  often  of  no  importance. 

Should  the  questionnaire  method  be  used? 

We  don’t  think  so. 

^F.C. 
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TO  SLEEP,  AY,  THERE’S  THE  RUB 

There  was  a time,  not  at  all  long  ago,  when 
we  exchanged  doctor  and  patient  roles.  We 
came  in  one  afternoon  (we  were  prompt,  so 
the  nurses  wouldn’t  say  here  comes  another 
doctor,  they’re  the  worst  patients)  for  elec- 
tive surgery  the  next  day  (hernioplasty,  if 
you  must  know,  and  we  used  to  call  it  her- 
nion’haphy) , and  the  nurse  asked  if  we 
were  ready  to  have  our  back  rubbed.  Now, 
we  didn’t  want  it  rubbed,  but  we  didn’t  want 
not  to  have  it  rubbed,  we  just  didn’t  care,  so 
we  said  that  would  be  fine.  We  do  not  mean 
to  play  fast  and  loose  with  the  truth,  but 
according  to  our  records,  and  unfortunate- 
ly they  are  all  unwritten,  we  succumbed  to 
another  back  rub  five  minutes  later,  and  to 
five  back  rubs  before  turning  in  for  the 
night.  Each  nurse  (and  one  did  it  twice) 
asked  if  she  could  rub  our  back  and  we  said 
yes  every  time;  we  felt  that  it  would  be 
unkind  to  refuse,  and  we  had  the  distinct 
impression  that  she  was  crossing  us  off  on 
a list  and  getting  credit  every  time. 

We  do  too  many  things  without  question, 
and  we  repeat  too  many  things  because  we 
have  always  done  them;  because  we  have 
always  done  something  is  no  excuse  for  ever 
doing  it  again.  It  is  entirely  possible  that 
Miss  Nightingale  thought  that  back  rub- 
bing was  good  for  you;  we  do  not.  But 
every  medical  and  every  surgical  patient 
gets  his  back  rubbed,  unless  he  refuses;  but 
he  is  asked.  And  many  patients  feel  that 
they  are  being  neglected  unless  having  it 
done.  We  have  asked  the  nurses  why  they 
do  this,  and  their  instructors  why  they  teach 
them  to  rub  backs,  and  the  answers  are  al- 
ways the  same. 

It  stimulates  the  circulation,  and  it  relaxes 
them. 

Well,  what  circulation  does  it  stimulate? 
The  back  ? And  what  circulation  needs  stim- 
ulating? Whom  does  it  relax  (we  have  yield- 
ed to  it,  and  we  were  neither  relaxed  nor 
unrelaxed),  and  how  does  rubbing  the  back 
muscles  “relax”  one? 

If  it  “stimulates”  (the  circulation),  can 
it  “relax?”  We  suggest  that  there  is  too 
much  nonsense  contained  in  the  nursing 
textbooks  called  “getting  the  patient  ready 


for  sleep,”  that  back  rubbing  is  a rather 
silly  and  time-woni  procedure,  that  it  smacks 
of  osteopathy,  and  that  it  would  be  well 
discarded.  We  think  that  the  nurse,  if  she 
did  not  have  to  go  through  her  nightly  back 
rubbing  ritual,  could  find  better  things  to 
do  and  that  she  should  not  become  a mas- 
seuse; we  feel  that  back  rubbing  is  a little 
foolish  and  certainly  archaic. 

“Getting  a patient  ready  for  sleep”  is  not 
performed  by  back  rubbing;  it  is  easily  ac- 
complished by  the  usual  sleeping  pill.  Isn’t 
it  time  nurses  stopped  rubbing  backs? 

— F.C. 

WILLIAM  FORSYTH  MILROY 

William  Milroy  was  born  in  New  York,  on 
December  28,  1855.  He  attended  the  Uni- 
versity of  Rochester  and  Johns  Hopkins, 
was  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons,  and 
settled  in  Omaha  in  1884. 

Dr.  Milroy  was  active  in  the  early  days 
of  organized  medicine  and  served  on  the 
councils  of  many  midwest  organizations.  He 
was  president  of  the  Omaha  Medical  Col- 
lege from  1885  to  1887.  He  was  president 
of  the  Omaha-Douglas  County  Medical  So- 
ciety in  1890,  and  became  president  of  the 
Nebraska  State  Medical  Association  in  1916. 
He  was  vice  president  of  the  American 
Therapeutic  Society  in  1923.  He  served  on 
the  faculty  of  the  University  of  Nebraska 
College  of  Medicine  for  49  years.  Dr.  Milroy 
retired  from  practice  in  1933,  and  died  in 
California  on  September  21,  1942. 

William  Milroy  has  a disease  named  for 
him,  an  until  then  undescribed  variety  of 
hereditary  edema.  We  are  fond  of  eponyms. 
Their  going  fills  us  with  sadness,  and  their 
replacements  move  us  only  to  grimaces  and 
finally  to  shoulder-shrugs.  Milroy’s  disease 
is  a rich  name,  it  means  something  to  us. 
Chronic  hereditary  trophedema  is,  we  think, 
awkward  and  unromantic.  Dr.  Milroy  traced 
the  course  of  the  disease  through  no  less 
than  six  generations;  he  published  his  re- 
port in  the  New  York  Medical  Journal  on 
November  5,  1892. 
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The  disease  has  been  described  by  Max 
Nonne  and  by  Henri  Meige,  but  it  will  always 
be  Milroy’s  disease  to  us.  That’s  what  Osier 
called  it,  and  that’s  what  we  were  taught  in 
medical  school. 

— F.C. 

ON  MEDICAL  WRITING 

Whoever  writes,  and  not  for  money,  it 
has  been  said,  is  a fool.  A great  deal  more 
has  been  said  about  medical  writing,  chief- 
ly, that  more  is  written  than  can  be  read, 
and  that  authors  must  publish  or  perish. 
Publish  or  perish,  we  think,  is  a bad  way 
of  putting  it.  When  asked  to  consider  the 
scholars  and  the  teachers,  our  answer  is: 
the  scholars  are  the  teachers.  The  leader  in 
his  field  will  be  a pioneer,  he  will  of  course 
be  the  better  teacher.  Popularity  in  the 
classroom  may  be  important,  and  it  may 
not.  In  Latin,  said  the  student  who  re- 
membered Latin  and  little  else,  the  teacher 
used  to  hit  me. 

We  do  have  one  or  two  critical  things  to 
say  about  medical  writing,  however.  No 
sooner  does  an  M.D.  take  pen  in  hand  or 
typewriter  in  lap  than  his  English  becomes 
stilted  to  the  point  of  absurdity.  He  says 
prior  to  when  he  would  ordinarily  say  be- 
fore; he  writes  currently  when  he  means 
now,  but  currently  sounds  more  elegant. 

We  see  little  reason  to  capitalize,  in  the 
references,  the  first  letters  of  what  are 
thought  to  be  more  important  words.  These 
are  usually  nouns,  and  the  custom  undoubt- 
edly stems  from  Gennan  writing,  where 
nouns  begin  with  capital  letters.  But  this 
is  English,  and  the  result  is  a needless  hill 
and  dale  effect  that  has  no  purpose. 

Our  loudest  criticism  is  directed  toward  the 
practice  of  ending  articles  with  things  called 
comment,  conclusions,  and  summary,  par- 
ticularly where  the  summary  consists  of  say- 
ing that  the  subject  has  been  discussed,  and 
nothing  else.  Where  this  practice  came 
from,  we  do  not  know;  it  serves  only  to 
spoil  what  might  have  been  a good  article. 

Now  to  come  back  to  the  beginning.  Re- 
member this  about  doctors  who  write. 

They  don’t  get  paid. 

—F.C. 


Editor's  Awards 

Corticosteroids  in  Treatment  of  Chronic 
Asthma  — S.  D.  Walsh  and  I.  W.  B.  Grant 
(Respiratory  Disease  Unit,  Northern  Gen- 
eral Hosp,  Edinburgh).  Brit  Med  J 2; 
796-801  (Oct.  1)  1966. 

This  report  describes  the  results  of  treat- 
ment with  prednisolone  in  245  adults  and 
28  children  with  chronic  asthma,  main- 
tained for  1 to  10  years.  Intermittent  regi- 
mens of  prednisolone  administration  were 
used  in  74%  of  adults,  the  remainder  re- 
ceiving continuous  daily  treatment.  Almost 
complete  relief  of  symptoms  was  recorded  in 
two  thirds  of  patients  found  suitable  for 
treatment  on  three  consecutive  days  per 
week  (20  mg/day)  or  on  two  consecutive 
days  in  every  four  (17.5  mg/day),  but  in 
only  one  third  of  those  who  required  treat- 
ment on  alternate  days  (17.5  mg/day)  or 
every  day  (10  mg/day).  Side  effects  were 
less  common  with  the  intermittent  treat- 
ment regimens.  Initial  maintenance  dosage 
was  reduced  considerably  in  50%  of  cases, 
but  complete  withdrawal  of  prednisolone 
was  achieved  in  only  5%  of  adults  and  18% 
of  children.  There  were  16  deaths,  all  in 
adults,  7 from  asthma  and  9 from  other 
causes.  Deaths  were  not  more  frequent  in 
patients  receiving  intermittent  treatment. 
In  suitably  selected  cases  intermittent  treat- 
ment with  prednisolone  is  no  less  effective 
than  continuous  treatment,  and  is  possibly 
less  liable  to  produce  serious  side  effects. 


Topical  Guanethidine  Therapy  for  Endoc- 
rine Lid  Retraction  — A.  J.  Gay  (660  S. 
Euclid,  St.  Louis)  and  M.  Wolkstein. 
Arch  Ophthal  76:364-367  (Sept.)  1966. 

Lid  retraction,  a common  sign  of  Graves’ 
disease,  often  results  in  conjunctivitis  and 
keratitis  secondary  to  corneal  exposure  and 
dehydration.  Seven  patients  with  endocrine 
lid  retraction  were  treated  successfully  with 
topical  guanethidine  (10%)  — ie,  lid  re- 
traction and  lid  lag  were  reversed  or  im- 
proved. In  addition,  all  patients  noted  sub- 
jective symptomatic  improvement  in  the 
treated  eye.  No  adverse  ocular  or  systemic 
side  effects  were  observed. 
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ORIGINAL  ARTICLES 


The  Management  of  Recurrent 
Breast  Cancer* 


Carcinoma  of  the  breast  is  a 
fascinating  disease  to  the  on- 
cologist for  many  reasons.  It 
is  the  second  most  common  cancer,  account- 
ing for  an  estimated  63,000  deaths  in  1966, 
and  presently  affects  one  in  20  women. 
Furthermore,  life  expectancy  is  much  longer 
than  the  usual  type  of  carcinoma,  making 
five-year  survival  r at  e s misleading  in 
assessing  the  worth  of  any  therapeutic 
measure.  Finally,  it  is  a tumor  that  by 
various  manipulations  can  be  made  to  re- 
gress for  long  periods  of  time. 

It  is  truly  astonishing  to  think  that  a 
tumor  which  is  as  common  as  carcinoma  of 
the  breast  has  so  many  facets  of  its  treat- 
ment still  very  controversial  and  unsettled. 
For  example,  there  are  vigorous  proponents 
of  simple  mastectomy  vs  the  classical  radi- 
cal mastectomy,  and  prophylactic  vs  thera- 
peutic oophorectomy.  It  is  no  wonder  that 
the  practitioner  feels  quite  insecure  in 
treating  this  disease.  Therefore,  we  felt 
that  it  would  be  worthwhile  to  elaborate  on 
our  present  treatment  program  for  car- 
cinoma of  the  breast. 

In  many  cases  of  breast  cancer,  the  prog- 
nosis of  the  patient  has  probably  been  deter- 
mined before  the  opportunity  for  diagnosis 
and  surgery  has  presented  itself.  At  least 
25-30  doublings  of  tumor  volume  are  neces- 
sary during  a period  of  several  years  to 
produce  a minimum  detectable  tumor  (0.5 
cm  in  diameter),  during  which  time  distant 
metastases  often  occur.  We  still  feel  that 
the  Halsted  type  of  radical  mastectomy  with 
complete  removal  of  the  axillary  contents 
should  be  carried  out  on  all  patients  free  of 
detectable  distant  metastases  and  without 
skin  ulceration,  bilateral  disease,  or  supra- 
clavicular involvement,  since  this  procedure 
minimizes  many  of  the  distressing  local 
manifestations  of  recurrent  disease,  unlike 
simple  mastectomy.  It  also  eradicated  the 
tumor  in  a higher  percentage  of  cases.  Our 
present  treatment  program  for  recurrent 
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breast  cancer  constitutes  the  remainder  of 
this  communication. 

As  is  customary,  treatment  varies  with 
the  menstrual  status  and  extent  of  the  dis- 
ease of  the  patient.  A graphic  outline  of 
the  treatment  is  given  in  Figure  1. 

I.  Premenopausal  Women 
A.  Castration 

The  treatment  of  choice  is  that  of  castra- 
tion. This  can  be  done  equally  well  with 
surgery  or  radiation.  Surgery  produces  a 
much  more  rapid  tumor  effect  than  radiation 
castration,  which  takes  up  to  two  months  to 
become  manifest.  In  cases  where  pain  is  a 
factor  or  the  disease  is  fairly  advanced,  it 
is  obviously  more  advantageous  to  do  surgical 
oophorectomy.  Also,  there  is  always  a small 
chance  that  radiation  castration  will  not  be 
complete,  although  in  competent  hands,  the 
possibility  is  very  remote.  It  is  wise  to 
counsel  the  patient  that  her  menstrual  peri- 
ods will  end,  and  that  she  will  undergo  hot 
flashes  usually  associated  with  the  meno- 
pause. The  percentage  of  patients  respond- 
ing to  this  treatment  is  approximately  30%. 
The  remissions  last  one  year  on  an  average. 

In  our  clinic,  we  do  not  recommend  cas- 
tration following  mastectomy  when  there  is 
no  evidence  of  active  recurrent  disease.  This 
so-called  prophylactic  use  of  castration  de- 
stroys one  of  the  most  useful  methods  of 
inducing  remission  when  symptomatic  recur- 
rences develop,  and  has  not  been  shown  to 
improve  the  overall  life  expectancy  of  the  pa- 
tient, although  it  may  extend  the  sj^ptom- 

•Supported  in  part  by  PHS  Grant  1 T12  CA  8021-01. 
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free  interval  between  operation  and  meta- 
static recurrence.! 

B.  Hormonally  Sensitive  Tumors 
1.  Androgen  therapy. 

When  the  patient  relapses  after  her  oopho- 
rectomy, the  physician  may  utilize  androgen- 
ic therapy  as  the  next  step  in  treatment,  pro- 
vided that  there  are  no  life-threatening  vis- 


ceral metastases.  However,  the  percentage 
of  women  under  50  responding  to  this  ther- 
apy is  below  10%  (in  contrast  to  25%  re- 
missions in  those  10+  years  postmeno- 
pausal). The  medications  used  include: 
Testosterone  proprionate,  100  mg  I.M.  three 
times  a week,  or  Halotestin,  10  mg  orally 
t.i.d.  Both  medications  will  produce  a feel- 
ing of  well  being,  positive  nitrogen  balance. 


FIGURE  1 

Medical  Treatment  of 
Recurrent  Breast  Carcinoma 
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and  an  increase  in  weight  in  the  patients, 
even  those  not  objectively  responding.  Of 
course,  masculinization  will  occur,  which  is 
more  pronounced  with  testosterone  propri- 
onate.  Besides  the  atrophy  of  the  breasts, 
muscular  development  of  the  shoulder  girdle, 
and  increase  in  hairiness,  the  patient  will 
frequently  complain  of  laryngitis  due  to  the 
medication-induced  edema  of  the  vocal  cords. 
A more  disturbing  problem  is  the  pro- 
nounced frontal  baldness  that  develops  in  an 
appreciable  number  of  cases. 

It  is  important  to  attempt  to  assess  the 
patient’s  reaction  to  induction  of  increased 
libido,  particularly  if  testosterone  propri- 
onate  is  used,  since  an  increased  libido  is 
not  seen  with  the  oral  Halotestin.  We  have 
found  certain  women  who  are  unable  to 
handle  such  drive  and,  as  a result,  develop 
acute  psychoses  manifested  primarily  by 
anxiety.  Under  certain  circumstances  and 
with  patients  of  certain  religions  or  up- 
bringing, therefore,  testosterone  proprionate 
would  best  be  avoided.  At  times,  it  may 
be  desirable  to  use  the  androgens  to  correct 
anemia,  inasmuch  as  they  induce  an  increase 
in  erythropoiesis.  With  the  use  of  supple- 
mental iron,  it  has  been  possible  to  raise 
patients’  hemoglobin  to  as  high  as  23  grams. 
Also,  as  the  hormone  causes  an  increase  in 
white  and  platelet  counts  as  well,  it  increases 
the  tolerance  of  the  bone  marrow  to  chemo- 
therapy. Finally,  the  physician  must  be 
aware  that  approximately  10%  of  the  pa- 
tients treated  with  androgens  will  develop 
hypercalcemia,  most  likely  due  to  hormonal 
stimulation  of  bony  metastases.  Sudden  on- 
set of  hypercalcemic  symptoms  in  a patient 
newly  started  on  androgen  therapy  should 
alert  the  physician  to  stop  the  therapy.  Be- 
cause of  this  possibility,  we  do  not  place 
any  of  our  patients  on  long-acting  androgen 
preparations. 

2.  Glucocorticoid  therapy. 

If  the  patient’s  disease  is  more  advanced 
and  one  does  not  wish  to  try  a course  of 
androgenic  hormones.  Prednisone,  10  mg 
q.i.d.,  and  Cytomel,  10  meg  t.i.d.,  are  be- 
gun along  with  Cytoxan,  15  mg/Kg  every 
week  I.V.  This  therapy  can  be  expected  to 
produce  a regression  rate  of  approximately 
30%  for  a median  time  period  of  six  months 


to  a year,  with  occasional  long-term  remis- 
sions. The  Cytomel  is  added  to  the  Pred- 
nisone to  produce  a more  complete  suppres- 
sion of  the  pituitary  gland.  The  Cytoxan 
is  used  in  addition  to  obtain  a larger  percent- 
age of  regressions.  The  use  of  mustards 
with  steroids  was  reported  by  Freckman  and 
his  group,2  who  demonstrated  that  the  use 
of  a combination  of  these  two  agents  pro- 
duced a percentage  regression  rate  and  dur- 
ation of  regression  essentially  similar  to 
those  produced  with  ablative  procedures. 
Candidates  for  steroids  having  evidence  of 
fibrotic  apical  tubercular  lesions  are  placed 
on  isonicotinic  acid  hydrazide  and  pyridox- 
ine  to  prevent  reactivation,  which  has  oc- 
curred rarely  in  our  experience.  Patients 
also  must  be  monitored  while  on  the  gluco- 
corticoids for  the  development  of  high  blood 
pressure,  diabetes,  and  osteoporosis.  After 
approximately  two  weeks  of  therapy,  the 
dose  of  Prednisone  is  tapered  to  30  mg/day, 
and  after  one  to  two  weeks  longer,  to  20 
mg/day.  In  general,  the  patients  must  be 
maintained  on  15  to  20  mg/day.  Should 
diabetes  develop,  patients  have  been  fairly 
easily  managed  with  oral  hypoglycemic 
agents.  The  edema  that  sometimes  develops 
has  been  managed  with  oral  diuretics,  usual- 
ly Diuril  or  Triamterene. 

3.  Chemotherapeutic  Agents. 

These  are  utilized  for  initial  treatment 
when  there  are  visceral  metastases  (lung, 
liver,  or  brain).  The  chemotherapeutic  agent 
of  choice  in  breast  cancer  is  Fluorouracil. 
This  will  produce  regressions  in  approxi- 
mately 25%  of  the  patients  for  six  months  or 
longer.  The  usual  course  consists  of  one 
gram  per  daj"  given  over  a four  to  eight 
hour  period  in  an  intravenous  drip  daily 
until  the  development  of  stomatitis,  diar- 
rhea, or  white  blood  count  or  platelet  depres- 
sion. Following  the  development  of  the 
end  point,  the  drug  is  stopped.  After  two 
to  three  weeks,  the  drug  is  resumed  as  a 
weekly  single  injection  of  one  gram  I.V.  over 
a five  minute  period,  provided  the  white 
count  is  above  4,000,  the  platelet  count  is 
above  100,000;  and  there  is  no  evidence  of 
stomatitis  or  diarrhea.  Other  chemothera- 
peutic agents  that  have  been  reported  ef- 
fective in  breast  cancer  include  Methotrex- 
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ate,  2.5  to  5 mg/day  orally;  Cytoxan,  50  to 
100  mg/day  orally;  and  Vinblastine,  0.1 
mg/Kg  I.V.  every  week  increasing  to  a 
maximum  of  0.2  mg/Kg/week.  With  the 
chemotherapeutic  agents,  generally  the  re- 
missions are  short-lived  and  incomplete  as 
residual  tumor  is  usually  present.  Of  the 
agents  listed,  the  most  toxic  is  Vinblastine, 
which  produces  severe  neurologic  changes 
including  peripheral  and  cranial  neuro- 
pathies, paresthesias,  and  alopecia. 

B.  Hormonally  Insensitive  Tumor. 

1.  Glucocorticoids. 

The  patients  who  fail  to  respond  to  oopho- 
rectomy do  respond  in  significant  percent- 
ages to  the  use  of  adrenocortical  steroids  as 
outlined  in  the  above.  They  do  not  respond 
to  androgens.  The  remaining  treatment 
would  be  similar  to  that  outlined  for  the 
hormonally  responsive  patients. 

II.  Postmenopausal  Women  (or  over  50 

years  of  age). 

In  general,  a patient  more  than  two  years 
menopausal  has  very  little  likelihood  of  re- 
sponding to  oophorectomy  which,  however, 
can  be  considered  in  the  initial  treatment. 
The  primary  treatment  of  the  postmeno- 
pausal woman  is  estrogens.  This  drug  can 
be  expected  to  produce  an  overall  regression 
rate  of  30%,  and  as  high  as  a 40  to  50% 
regression  in  soft  tissue  lesions.  Contrary 
to  popular  belief,  the  estrogens  are  equally 
as  effective  as  the  androgens  in  osseous  le- 
sions producing  approximately  a 25%  re- 
gression rate.  The  preparation  which  is 
generally  used  is  diethylstilbestrol,  5 mg 
t.i.d.  In  cases  where  severe  nausea  and 
vomiting  occur  and  the  patient  is  unable  to 
continue  on  the  stilbestrol,  Premarin,  3 mg 
t.i.d.  is  substituted,  usually  with  success. 
It  is  very  important  to  realize  that  a patient 
placed  on  estrogens  should  be  continued  for 
three  months  before  deciding  that  the  ther- 
apy is  of  no  value.  Many  of  the  regressions 
to  the  drug  occur  during  the  second  to  third 
month,  and  a trial  of  approximately  two  to 
six  weeks  is  inadequate  to  decide  if  this 
therapy  is  ineffective,  although  many  pa- 
tients are  referred  to  us  under  these  circum- 
stances. The  duration  of  regression  is  again 
approximately  a year,  as  with  oophorectomy. 


It  is  very  important  to  inform  the  patients 
of  the  side  effects  they  can  expect.  Ordinar- 
ily, the  patients  experience  nausea  and  vom- 
iting, which  generally  disappears  or  marked- 
ly diminishes  within  two  weeks.  The  pa- 
tient should  also  be  instructed  that  the  re- 
maining breast  may  become  engorged,  the 
nipple  will  generally  darken,  and  occasion- 
ally they  may  experience  the  re-onset  of  men- 
strual flow.  Similarly,  it  is  generally  wise 
to  instruct  the  patient  on  a modified  low 
salt  diet,  since  most  of  these  patients  be- 
come edematous  and  occasionally  manifest 
frank  congestive  failure.  Finally,  the  physi- 
cian should  be  aware  that  estrogens  produce 
a relaxation  of  the  perineum  and  dilation  of 
the  ureters,  just  as  occur  during  pregnancy, 
and  the  patient  may  return  to  the  physician 
complaining  of  stress  incontinence  or  in- 
ability to  sense  when  it  is  necessary  to  void. 
In  general,  this  problem  improves  with  time, 
and  it  has  been  only  rarely  necessary  to  stop 
the  medication.  All  patients  prior  to  the 
institution  of  estrogens  should  have  a com- 
plete pelvic  examination  to  rule  out  pathology 
that  may  be  present  prior  to  the  start  of  the 
therapy. 

Androgens  can  also  be  used  in  the  post- 
menopausal period,  following  relapse  to 
estrogens.  The  same  comments  apply  as  out- 
lined in  the  premenopausal  patient,  but  the 
regression  rate  improves  about  three-fold  in 
women  more  than  ten  years  postmenopause, 
compared  to  premenopausal  women. 

We  have  not  included  in  our  scheme  the 
use  of  ablative  procedures.  It  is  quite  clear 
now  that  hypophysectomy  or  adrenalectomy 
will  produce  an  approximately  38%  regres- 
sion rate  for  a median  of  18  months  in  care- 
fully selected  patients  who  have  demon- 
strated an  objective  response  to  castration, 
and  who  do  not  have  cerebral,  pulmonary, 
or  hepatic  metastases.  However,  it  is  equal- 
ly true  that  there  is  a mortality  rate  asso- 
ciated with  these  procedures  of  between  5 
and  10%  in  the  various  reported  series, 
and  that  the  surgery  leaves  the  physician 
with  a severely  handicapped  patient;  with 
either  the  necessity  of  continuous  treatment 
of  iatrogenic  Addison’s  disease  or  panhypo- 
pituitarism. Both  such  diseases  have  an 
inherent  mortality  rate  associated  with 
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them.  Since  these  major  operations  must  be 
done  with  the  realization  that  60+%  of  the 
patients  will  not  respond,  and  since  cortical 
steroid  therapy  palliates  a similar  percent- 
age of  less  carefully  selected  patients,  we 
have  been  reluctant  to  employ  them.  It  is 
likewise  true  in  most  institutions  that  these 
procedures  are  being  used  less  and  less.  This 
is  not  to  deny  that  in  select  cases,  particu- 
larly in  those  that  respond  to  either  estro- 
gens or  oophorectomy,  the  use  of  these 
ablative  procedures  can  be  very  satisfactory. 

III.  The  Role  of  Radiation  Therapy. 

Radiation  therapy  is  a most  useful  tool 
in  carcinoma  of  the  breast.  We  use  it  very 
freely  in  dealing  with  painful  osseous  meta- 
stases,  where  its  effectiveness  is  beyond 
question.  It  is  also  very  effective  in  local 
skin  recurrences  and  in  occasional  circum- 
stances for  brain  and  cord  lesions.  It  is  of 
particular  value  in  treating  specific  areas 
of  severe  pain  in  patients  with  widespread 
disease,  while  other  agents  such  as  estrogen 
or  adrenocortical  steroids  are  administered 
systemically  and  before  they  have  an  oppor- 
tunity to  exert  their  effect. 

IV.  Special  Therapeutic  Problems. 

A.  Widespread  Bone  Metastases. 

In  cases  undergoing  remission  with  wide- 
spread bone  metastases,  it  is  impoi’tant  to 
supplement  their  diet  with  calcium  and  vita- 
min D,  inasmuch  as  their  osseous  system  will 
be  very  avidly  seeking  calcium  to  repair  the 
osteolytic  lesions.  Sodium  fluoride  in  a dose 
of  5 mg  q.i.d.  is  being  used  on  an  experi- 
mental basis  in  metastatic  carcinoma,  and 
presently  seems  to  cause  a decrease  in  pain 
and  an  increase  in  density  of  the  bone.  Its 
ultimate  place  in  management  of  such  le- 
sions is  uncertain  at  the  present  time.  Oc- 
casionally, a patient  with  extensive  involve- 
ment of  the  lumbar  vertebrae  will  benefit 
by  the  use  of  a back  brace,  although  it  is 
of  no  value  if  there  are  rib  metastases,  since 
intense  pain  results  from  attempting  to  sup- 
port the  patient’s  weight  with  involved  ribs. 

B.  Hypercalcemia. 

It  is  important  to  remember  that  as  many 
as  10%  of  the  breast  cancer  cases  will  even- 
tually develop  hypercalcemia  which  can  pre- 
sent in  various  ways.  The  patient  may  com- 


plain of  the  classic  findings  such  as  nausea 
and  vomiting,  polyuria,  and  severe  constipa- 
tion. However,  it  may  be  manifested  pri- 
marily by  constipation,  by  nausea  and  vom- 
iting, or  by  severe  renal  failure.  In  general, 
such  patients  respond  to  high  doses  of  ste- 
roids, i.e.  100  mg  of  Prednisone  a day.  The 
exact  mechanism  of  action  of  the  steroids  is 
unknown,  although  in  certain  studies  it  has 
been  shown  that  they  reduce  the  total  soluble 
calcium  pool.  Of  course,  basic  to  the  treat- 
ment is  a low  calcium  diet  and  fluid  intake 
of  three  or  four  liters  a day.  We  have 
found  that,  if  the  patient  is  hypomagnesic, 
supplementation  with  magnesium  will  by 
itself  lead  to  a reduction  in  the  serum  cal- 
cium, since  calcium  and  magnesium  have 
an  inverse  relationship.  Finally,  Goldsmith 
and  Ingbar®  have  reported  favorably  on  the 
use  of  inorganic  phosphate  in  this  setting. 

C.  Advanced  Visceral  Disease. 

All  too  frequently,  a patient  will  be  seen 
by  the  physician  at  a time  when  the  disease 
is  very  far  advanced.  There  may  be  lung 
metastases,  brain  metastases,  or  liver  meta- 
stases. These  patients  constitute  a medical 
emergency.  Inflammatory  carcinoma  of  the 
breast  falls  into  this  group  of  cases  also.  Un- 
der these  circumstances,  since  regi-ession 
due  to  hormonal  therapy  requires  the  same 
length  of  time  as  their  life  expectancy,  very 
few  (less  than  5%)  respond  to  this  therapy. 
We  now  begin  treatment  of  such  patients 
routinely  with  glucocorticoids  and  Cytoxan. 
This  combination  of  therapy  will  very  rapid- 
ly produce  a remission  in  sensitive  patients. 
Oophorectomy  may  be  carried  out  in  pre- 
menopausal women,  followed  immediately  by 
steroids  and  chemotherapy.  Alternately,  the 
patient  may  be  treated  initially  with  Fluoro- 
uracil,  although  our  general  impression  is 
that  the  steroid-Cytoxan-induced  remissions 
are  longer  lasting  than  those  with  the  chemo- 
therapeutic agents  alone.  Adrenocortical 
steroids  are  especially  indicated  with  cere- 
bral metastases,  whose  neurologic  manifes- 
tations can  be  aided  through  control  of  cere- 
bral edema. 

D.  Extensive  Skin  Involvement  on  the 
Chest  Wall. 

In  these  cases,  we  have  found  that  both 
Cytoxan  and  Fluorouracil  can  produce  a 
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rather  dramatic  regression.  The  Cytoxan 
has  the  advantage  of  being  able  to  be  ad- 
ministered orally.  Unfortunately,  these  re- 
missions are  short-lived. 

E.  Severe  Lymphedema. 

The  use  of  the  intermittent  positive  pres- 
sure cuff  has  been  most  gratifying  in  our 
cases  of  refractory  lymphedema  of  the  arm. 
This  necessitates  daily  trips  to  the  physio- 
therapist until  some  progress  is  made,  at 
which  time  therapy  can  be  decreased  to  two 
to  three  times  a week.  Concomitant  with 
this  therapy,  an  attempt  is  made  to  mobilize 
the  frozen  shoulder,  which  inherently  is  very 
painful. 

F.  The  judicious  use  of  the  many  mo- 
dalities of  therapy  as  outlined  above  is 
associated  with  improvement  of  the  life  ex- 
pectancy of  patients  who  respond  to  some 
extent  to  therapy,  compared  to  the  non- 
responders (Fig.  1).  Not  only  is  there  a 
three-fold  improvement  in  survival  (which 
in  part  reflects  also  a less  aggressive  type 
of  metastatic  disease  in  the  patients  who  re- 
spond, but  more  importantly,  the  added 
years  of  life  can  be  happy,  fruitful,  and  pro- 


ductive years ; with  nearly  normal  occupa- 
tional activities  in  many  instances. 

Summary 

The  therapeutic  management  of  carcinoma 
of  the  breast  presently  in  use  at  the  Uni- 
versity of  Nebraska  hospital  has  been  out- 
lined. With  judicious  management  of  pres- 
ent therapeutic  modalities,  significant  pal- 
liation and  prolongation  in  life  can  be  of- 
fered to  patients  with  breast  cancer.  The 
knowledge  of  and  the  confidence  of  the  prac- 
ticing physician  in  the  many  therapeutic 
resources  available  to  his  patients  with  this 
disease  are  equally  or  more  important  in 
allaying  the  patient’s  fears  and  anxieties, 
and  in  creating  the  optimum  psychosomatic 
outlook  necessary  for  therapeutic  response 
and  rehabilitation. 
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Ruptured  Filtering  Bleb  After  Ocular  Mas- 
sage — G.  R.  Miller  and  J.  Kurstin  (1638 
NW  Tenth  Ave.,  Miami,  Fla.).  Arch 
Ophthal  76:363  (Sept.)  1966. 

A 35-year-old  man  was  blind  in  one  eye 
and  had  a 3°  to  5°  field  in  the  other  as  the 
result  of  glaucoma.  Despite  a filtering  pro- 
cedure and  maximum  therapy,  tensions  re- 
mained high,  and  vision  was  decreased  be- 
cause of  miosis.  Ocular  massage  controlled 
the  tension  well,  and  it  was  elected  to  start 
miotics  and  teach  the  patient  automassage. 
Under  careful  supervision,  he  massaged  the 
globe  by  alternate  indentation  with  his  index 
fingers.  After  three  days,  he  complained  of 
pain  and  decreased  vision  and  was  found  to 
have  a ruptured  bleb.  While  ocular  massage 
is  still  indicated,  it  is  not  an  innocuous  pro- 
cedure. 
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Neurologic  Symptoms  with  Lymphomas: 

II.  Lymphosarcoma 


A]\I0NG  malignant  lymphomas 
there  can  be  distinguished  by 
histopathologj’  and  clinical 
features  several  subgi’oups  which,  however, 
do  not  invariably  reveal  distinct  and  com- 
plete definition  one  from  the  other.  Sev- 
eral biopsy  specimens  may  warrant  diverse 
classification,  authorities  may  not  agree,  and 
the  picture  may  change  with  course  of  the 
disease.  Indeed  some  histopathologic  speci- 
mens are  diagnosed  “mixed.” 

The  commonest  subgroups  of  malignant 
lymphoma  are  Hodgkin’s  disease,  Ijonpho- 
sarcoma,  reticulum  cell  sarcoma,  giant  fol- 
licular IjTuphosarcoma,  and  African  (Bur- 
kitt’s)  lymphoma.  Large  groups  of  malig- 
nant lymphoma  reveal  35  to  40%  classified 
as  lymphosarcoma  (Ijunphocytic  or  lympho- 
blastic, some  with  lymphatic  leukemia),  and 
35-40%  Hodgkin’s  disease.  Reticulum-cell 
sarcoma  comprises  10-20%  and  the  remain- 
der less  than  10%. 

Lymphosarcoma  is  manifested  by  neo- 
plastic proliferation  of  Ij'mphocytes  in  the 
lymphoid  tissue  of  many  organs,  especially 
lymphnodes  and  spleen.  Unicentric  and 
multicentric  sites  of  origin  may  occur.  Ex- 
tension to  the  central  nervous  system  de- 
velops from  tonsil  or  nasopharynx  as  well  as 
ceiwical,  mediastinal  or  retroperitoneal 
lymph  nodes. 

Appearing  in  males  approximately  2:1, 
lymphosarcoma  makes  its  peak  appearance 
in  5th  to  7th  decades  with  a median  age 
of  onset  at  50  years.  It  comprises  six  to  ten 
per  cent  malignant  disease  in  infancy  and 
childhood. 

In  general  patients  with  lymphosarcoma 
do  not  survive  as  long  as  patients  with 
Hodgkin’s  disease;  the  five  year  survival  is 
only  27%.  “Stages”  appear  to  have  less 
relevance  to  survival  in  Ijunphosarcoma 
than  in  Hodgkin’s  disease.  Females  and 
those  over  age  16,  however,  have  longer 
survival. 
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In  approximate  order  of  frequency,  and 
not  unlike  Hodgkin’s  disease,  lymphosar- 
coma presents  the  following  neurologic 
manifestations : 

Herpes  zoster 

Peripheral  neuropathy 

Spinal  cord  syndromes 

Cranial  nerve  palsy 

Cerebral  symptoms  (nonhemorrhagic) 

Hemorrhage 

Infection 

CEREBRAL  im  OLVEMENT 

Progressive  Multifocal  Leuko- 
encephalopathy 

This  lesion  appears  more  frequently  re- 
ported with  chronic  leukemias  (especially 
lymphocytic)  and  Hodgkin’s  disease  than 
in  lymphosarcoma.  It  manifests  5 months 
to  7 years  (most  21/9  years  or  more)  after 
lymphosarcoma  was  diagnosed  and  in  a ratio 
of  males  to  females  of  5 :4.  Ages  35  to  63 
are  involved,  median  49  years,  with  65%  of 
patients  ages  45  to  60. 

Dural  Nodules  and  Plaques 

Intracranial  lymphosarcoma  commonly  ap- 
pears as  nodules  in  cranial  bones  and  dura. 
Thence  it  may  compress  or  infiltrate  the 
cerebrum,  cranial  nerves,  venous  sinuses, 
paranasal  sinuses  or  orbit.  Strictly  pri- 
mary intracranial  lymphosarcoma  is  quite 
unusual  and  a lone  primary  intracerebral 
mass  has  not  been  documented.  The  rare 
patients  with  primary  intracranial  l>Tupho- 
sarcoma  commonly  present  with  nodules  or 
masses  arising  in  the  skull  (even  with  an 
externally  protuberant  mass)  or  meninges. 
Among  the  few  documented,  the  following 
sites  are  listed : left  frontal,  left  fronto- 
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parietal,  right  parietal  and  right  cerebello- 
pontine angle. 

Patients  with  secondary  intracranial 
nodules  or  masses  are  more  common,  at 
least  50%  of  which  will  present  clinically 
with  initial  neurologic  symptoms.  Most  of 
these  by  far  disclose  cerebral  involvement 
from  dura  and  skull  rather  than  intracere- 
bral sites.  Extra-neurologic  evidences  of 
the  disease  existed  for  6 months  to  7 years 
in  those  ivithout  initial  neurologic  presen- 
tation. Ages  22  to  57  are  encompassed,  a 
median  at  45  years,  with  65%  of  patients 
beyond  age  45. 

Involvement  of  pituitary  gland  and  stalk 
is  noted  in  postmortem  studies  at  approxi- 
mately 1 to  2%  incidence  but  clinical  ex- 
pression of  hypopituitarism  is  not  docu- 
mented. Diabetes  insipidus  is  reported  in 
rare  incidence. 

Diffuse  “Encephalitic,”  Leptomeningeal 
and  Perivascular  Infiltration 

Diffuse  microinfiltration  of  lymphosar- 
comatous  cells  may  appear  in  leptomeninges 
and  perivascular  spaces,  particularly  in  mid- 
dle and  posterior  cerebral  fossae,  spinal 
meninges,  nerve  roots  and  sensory  ganglia. 
Nodules  and  mass  aggregates  may  accom- 
pany. In  most  patients  where  diffuse  in- 
filtration of  the  nervous  system  appears, 
the  neurologic  symptoms  present  clearly  be- 
fore other  manifestations  with  cranial 
nerve  palsies,  dysarthria  or  dysphagia,  optic 
atrophy,  papilledema,  subacute  encephalitic 
or  meningitic  syndromes;  progressive  cere- 
bral, cerebellar  or  brainstem  implication. 
Seventy  per  cent  of  patients  reported  are 
male,  ages  2 to  76  years  and  median  of  33 
years. 

Cranial  Nerves 

Infiltrative  or  mass  lesions  in  middle  and 
posterior  cerebral  fossae  produce  nerve  defi- 
cits particularly  in  3,  5,  6^  and  7th  cranial 
nerves.  Chiasmal,  pituitary,  and  hypothala- 
mic involvement  occur  rarely. 

Cerebellar  Syndromes 

These  are  usually  due  to  nodular  men- 
ingeal growths  or  diffuse  leptomeningeal  in- 
filtration. Progressive  multifocal  leuko- 


encephalopathy  is  less  common  than  in  Hodg- 
kin’s disease.  No  documentation  of  sub- 
acute cerebellar  degeneration  with  lympho- 
sarcoma has  appeared  to  date. 

Intracranial  Infection 

This  is  more  common  in  leukemias  and 
Hodgkin’s  disease.  It  appears  in  less  than 
1%  of  patients  with  lymphosarcoma. 

Irradiation  Injury 

This  is  a possibility  but  documentation  is 
not  known. 

Intracranial  Hemorrhage 

This  is  very  rarely  recorded  and  appears 
to  be  distinctly  a terminal  event. 

Cerebral  thrombosis  may  develop  on  basis 
of  mass  lesions  and  infiltration  occluding 
veins  or  even  small  arteries. 

Toxic  Encephalopathy 

Biochemical  encephalopathies  account  for 
some  instances  of  generalized  convulsions, 
lethargy,  confused  mental  states,  delirium 
and  even  stupor. 

Paraproteinemia,  including  hypergamma- 
globulinemia and  macroglobulinemia,  are 
reported  in  small  but  regular  frequency  in 
lymphosarcoma.  Hypercalcemia  has  also 
been  recorded  in  small  but  regular  incidence 
with  lymphosarcoma.  In  late  stages  of  the 
disease,  cerebral  symptoms  may  be  due  to 
renal,  pulmonary  or  hepatic  failure. 

Obstruction  of  Superior  Vena  Cava 

This  appears  in  1 to  2%  of  patients  with 
lymphosarcoma  and  may  be  a presenting 
manifestation. 

Cranial  Bone  Involvement 

Clinical  or  X-ray  evidence  of  bone  involve- 
ment appears  in  6 to  15%  of  patients  with 
lymphosai’coma.  In  approximately  4%,  bone 
symptoms  are  presenting  features.  Lesions 
are  usually  osteolytic.  In  order  of  frequency 
the  following  are  involved : vertebrae,  fe- 
mur, ribs,  pelvis,  skidl,  humerus. 

Patients  with  cranial  involvement  fre- 
quently disclose  this  as  a primary  site  al- 
though it  may  appear  later  in  the  course 
of  the  disease.  An  external  mass  lesion  of 
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the  skull  (often  frontal)  has  been  reported 
a number  of  times.  Otherwise  the  simple 
X-ray  evidence  is  noted.  Ages  24  to  70 
years  are  recorded  with  a median  at  53  years. 

SPINAL  INVOLVEMENT 
Vertebral  Infiltration 

As  in  Hodgkin’s  disease,  the  vertebrae 
are  the  most  common  sites  of  bone  involve- 
ment with  lymphosarcoma,  and  lesions  are 
commonly  osteolytic.  They  may  present 
simply  with  bone  pain,  radiculitis,  epidural 
mass  syndromes  or  be  discovered  incidental- 
ly on  X ray. 

Spinal  Epidural  Tumor 

Findings  here  are  very  similar  to  those 
in  Hodgkin’s  disease.  In  approximately  30% 
of  patients  with  spinal  epidural  lympho- 
sarcoma, vertebral  invasion  is  noted  on 
X ray.  As  one  of  the  most  common  neuro- 
logic implications  of  lymphosarcoma,  the 
epidural  mass  may  present  the  clinical  pic- 
ture of  slow  root  and  spinal  cord  compres- 
sion or  the  more  acute  “myelitis”  when  seg- 
mental circulation  is  impaired.  Rarely  in- 
tramedullary infiltration  or  nodules  are  de- 
scribed. In  occasional  patients  epidural  ex- 
tension is  widespread,  involving  many  seg- 
ments of  spinal  cord.  In  large  groups  of 
patients  with  lymphosarcoma,  intraspinal 
mass  appears  in  1 to  2%,  somewhat  less 
than  in  Hodgkin’s  disease.  The  incidence 
may  be  higher  (2  to  4%)  in  children  with 
lymphosarcoma. 

Of  all  intraspinal  tumors,  lymphosarcoma 
accounts  for  5 to  10%. 

Primary  clinical  presentation  of  lympho- 
sarcoma with  backache  and  progressive 
intraspinal  symptoms  is  no  rarity,  although 
most  patients  prove  to  have  disseminated 
disease  eventually.  Ages  5 to  71  are  noted, 
two  thirds  ages  40  and  over.  Neurologic 
symptoms,  including  backache,  are  present 
1 week  to  7 years,  mostly  7 months  or  less. 
Thoracic  levels  are  usually  involved,  a small 
number  in  lumbar  and  sacral  segments  and 
fewest  in  cervical  region. 


Diffuse  Intraspinal  Infiltration 

This  too  is  very  similar  to  that  found  in 
Hodgkin’s  disease.  Extensive  micro  - infil- 
tration of  lymphosarcoma  may  appear  in 
spinal  leptomeninges  and  nerve  roots,  rarely 
extending  into  intramedullary  sites.  The 
spinal  involvement  may  be  accompanied  by 
similar  developments  intracranially,  usually 
in  posterior  and  middle  cranial  fossae. 

In  this  development  the  clinical  picture  is 
often  that  of  multiple  nerve  root  (polyra- 
diculitis or  Guillain-Barre-like)  involvement; 
pain  or  meningism  may  be  prominent  or  an 
ascending  myelitis  appears.  The  picture  of 
transverse  spinal  cord  compression  or 
transverse  myelitis  is  more  typical  of  epi- 
dural mass  developments.  Spinal  fluid  pro- 
tein is  usually  elevated  but  subarachnoid 
block  is  not  present.  Abnonnal  and  diagnos- 
tic cell  forms  are  occasionally  reported  in 
spinal  fluid  samples. 

Herpes  Zoster 

As  with  Hodgkin’s  disease  Herpes  zoster 
is  also  among  the  most  common  neurologic 
problems  accompanying  lymphosarcoma.  It 
commonly  accompanies  nerve  root  compres- 
sion or  infiltration  but  is  seldom  the  pre- 
senting feature  of  lymphosarcoma. 

Spinal  Demyelinization 

A rare  patient  with  lymphosarcoma  is  de- 
scribed in  whom  anterior  cell  loss,  spinal  de- 
myelinization or  myelomalacia  appeared 
with  no  epidural  mass  or  spinal  infiltration 
of  lymphosarcoma  to  account  for  this. 

Peripheral  Nerve  Syndromes 

Peripheral  neuropathies  are  among  the 
commonest  neurologic  disturbances  in  lym- 
phosarcoma. In  general  the  clinical  and 
pathologic  features  are  very  similar  to 
those  of  Hodgkin’s  disease. 

Polymyositis 

This  has  been  documented  uncommonly 
with  lymphosarcoma.  Steroid  myopathy 
may  also  appear  with  corticosteroid  treat- 
ment. 
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Anesthesia,  Before  and  After 


Preanesthetic  attention  consists 
largely  of  evaluating  the  pa- 
tient, specifically  and  other- 
wise. When  we  have  considered  the  patient 
with  consideration  of  all  medical  details,  we 
then  perforce  arrive  at  a judgment  of  his 
risk.  For  there  is  always  a risk,  and  every 
patient  who  goes  to  the  operating  room  takes 
a small  chance  of  not  surviving  the  trip. 
Some  risks  are  obviously  greater  than  others, 
and  these  things  can  be  expressed  numeri- 
cally. Even  those  who  do  not  like  to  think 
mathematically  will  say,  this  is  a poor  risk, 
whereupon  they  have  divided  the  population 
into  two  groups,  the  good  risks  and  the  poor 
ones.  For  years,  we  operated  with  a four 
grade  system.  It  is  now  the  custom  to  use 
a seven  place  scale.  Those  with  no  organic 
disease  are  in  class  one,  those  with  moderate 
disease  in  two,  the  ones  with  severe  disease 
in  three,  and  patients  with  life-threatening 
disease  in  four.  Class  five  includes  patients 
in  the  first  two  groups  facing  emergency 
surgery,  and  class  six  consists  of  those  in 
groups  three  and  four  who  require  emergency 
surgery.  The  seventh  class  is  reserved  for 
all  moribund  patients.  All  of  this  may  be 
important;  like  the  many  planes  and  stages 
of  anesthesia,  we  have  condensed  much  of 
this.  Too  often,  however,  evaluation  is  done 
too  easily,  and  we  are  told  that  the  patient 
is  ready  for  surgery,  or  that  he  is  OK  for 
anesthesia,  or  all  right  for  both,  or  simply 
that  he  is  an  acceptable  risk.  Anyone  who 
stands  to  gain  more  than  he  can  lose  from 
his  trip  to  the  operating  room  is  an  accept- 
able risk.  Every  patient  lying  on  the  opera- 
ting table,  even  if  he  is  moribund,  is  an 
acceptable  risk. 

Preanesthetic  consultation  should  be  spe- 
cific. Too  often,  we  are  advised  to  give 
lots  of  oxygen,  and  don’f  let  the  blood 
pressure  fall ; and  even  textbooks  say  be 
careful  in  this  case,  as  though  there  were 
other  cases  in  which  we  were  to  be  careless. 
Preoperative  consultation,  evaluation  and  ad- 
vice, should  be  specific  and  must  not  consist 
of  vague  generalities.  For  while  anesthesia 
and  surgery  of  the  brain,  lungs,  and  heart 
carries  a greater  risk  than  does  incision  of 
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an  abcess  or  closed  reduction  of  a dislocation, 
we  must  remember  that  there  is  always  a 
danger  and  that  a minor  procedure  may  carry 
a major  risk.  Too  often  have  we  succumbed 
to  the  instructions  that  all  he  needs  is  a 
shot  of  pentothal. 

It  is  necessary  to  know  at  the  start  what 
medication  the  patient  is  receiving.  If  he 
has  had  sedation  during  the  day,  it  may  be 
dangerous  to  administer  more  just  before 
surgery.  If  he  is  being  maintained  on  digi- 
talis, it  may  at  times  be  wise  to  avoid 
atropine,  which  can,  with  ensuing  tachy- 
cardia, re-establish  a decompensation  or  au- 
ricular fibrillation.  If  he  is  being  given 
hypotensor  drugs,  his  response  to  anesthesia 
and  to  vasopressor  agents  may  be  extreme. 
If  he  is  receiving  monoamine  oxidase  inhib- 
itors, we  may  find  ourselves  confronted  with 
severe  hypertension,  Cheyne-Stokes  respir- 
ation, or  persistent  unconsciousness. 

It  seems  illogical,  but  unconscious  patients 
generally  require  anesthesia  for  emergency 
surgery.  A quick  differential  diagnosis  of 
coma  includes  stroke  and  the  vowels : alcohol, 
epilepsy,  injury  and  insulin  (for  diabetes), 
opiates  (for  all  depressant  drugs),  and 
uremia.  We  divide  diabetics  into  young  and 
old,  into  insulin  secretors  and  nonsecretors, 
into  controlled  and  uncontrolled,  and  into 
mild  and  severe.  Insulin  is  often  avoided  on 
the  morning  of  surgery;  a mild  hypergly- 
cemia is  preferred  to  hypoglycemia.  Most 
anesthetics  raise  the  level  of  blood  sugar. 
If  the  patient’s  diabetic  status  is  not  known 
precisely,  ten  units  of  regular  insulin  may  be 
added  to  1000  ml  of  5%  dextrose  in  distilled 
water  or  saline  may  be  started  intravenously. 
Two  diseases  that  present  absolute  contrain- 
dications are  porphyria  for  thiopental,  and 
myasthenia  gravis  for  curare.  Asthma  is 
a condition  for  which  anesthesiologists  have 
a profound  respect.  Should  a seizure  occur 

♦Clinical  associate  in  surgery»  University  of  Nebraska  College 
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during  anesthesia,  ether,  isuprel,  and  hydro- 
cortisone may  prove  curative.  Emphysema 
is  a disease  for  which  there  is  no  really  good 
anesthetic ; gases,  oxygen  and  the  anesthetic, 
do  not  mix  well  with  blood  gases,  tinder 
heart  disease,  we  include  fast  and  abnormally 
slow  pulses,  pulse  irregularities,  decompen- 
sation, high  and  low  blood  pressures,  block, 
and  anemia. 

During  anesthesia,  we  have  become  accus- 
tomed to  watch,  or  to  monitor  the  patient. 
The  first  anesthetic  charts  measured  and 
recorded  mucus,  pulse  and  respiratory  rates, 
and  little  else.  We  now  observe  what  are 
sometimes  called  vital  signs,  which  consist 
largely  of  pulse,  respirations,  and  blood 
pressure  (arterial  and  venous).  Falls  in 
blood  pressure  are  simply  divided  into  pri- 
mary and  secondary.  If  the  anesthesiologist 
has  caused  it,  the  pulse  rate  will  be  slow,  and 
the  treatment  is  lightening  of  the  anesthesia 
and  vasopressor  drugs.  If  the  pulse  rate  is 
fast  or  unchanged,  it  is  probably  because  of 
surgery,  and  the  treatment  consists  of  blood 
or  blood  substitutes  or  intravenous  saline  or 
glucose.  Blood  pressure  rises  during  anes- 
thesia are  the  result  of  too  light  anesthesia, 
respiratory  obstruction,  carbon  dioxide  ex- 
cess, oxygen  lack,  preoperative  pain  or  anxi- 
ety, sensitivity  to  the  anesthetic  agent, 
vasoconstricting  medication,  intravenous 
fluids,  or  position. 

Postoperative  complications  are  generally 
inflicted  on  heart,  lungs,  brain,  or  kidney. 
A fast  pulse  may  result  from  medication, 
hypoxia,  blood  loss,  or  acidosis.  Treatment 
is  not  often  required ; when  it  is,  oxygen  and 
digitalis  are  indicated,  blood  or  intravenous 
fluids  if  hjqjovolemia  exists.  Slow  pulses  are 
seen  in  young  people,  and  often  on  emer- 
ging from  anesthesia;  bradycardia  may  also 
be  the  result  of  anesthesia  itself.  If  any 
therapy  is  required,  atropine  is  the  agent 
most  commonly  used.  Irregular  pulses  may 
call  for  quinidine  for  frequent  ectopic  beats, 
and  digitalis  for  auricular  fibrillation.  Rises 
in  blood  pressure  are  treated  by  raising  the 
head  of  the  table,  slowing  intravenous  fluids. 


and  administering  oxygen.  Blood  pressure  d 
falls  are  corrected  by  giving  blood  when  it  ii< 
has  been  lost,  by  vasopressor  drugs,  by  » 
steroids,  and  by  the  use  of  angiotensin,  a 
relatively  new  agent.  \Mien  angiotensin  is 
being  given,  the  arterial  blood  pressure  must 
be  observed  continuously,  as  very  high 
pressures  may  appear. 

The  renal  complication  is  anuria;  specific 
treatment  is  the  administration  of  human 
serum  albumin^  or  mannitol.  Pulmonary 
complications  usually  consist  of  shallow 
breathing  and  atelectasis.  We  do  not  see 
collapse  of  the  lung  as  often  as  we  used  to. 
There  is  sudden  fever ; and  tachycardia, 
tachypnea,  dyspnea,  and  cyanosis.  Treat- 
ment includes  turning,  encouragement  of 
cough  and  deep  breathing,  oxygen,  suction- 
ing, and  bronchoscopy  if  necessary.  Shallow 
respirations  may  result  from  overpremedi- 
cation, from  deep  anesthesia,  from  the  use 
of  muscle  relaxants,  from  “pumping”  the 
patient,  and  from  the  intraperitoneal  instil- 
lation of  antibiotics.  If  the  patient  is  not 
breathing  well,  someone  should  do  it  for  him. 

The  cerebral  complication  is  failure  to  wake 
up.  The  usual  recovery  period  is  one  sixth 
of  the  anesthetic  time  plus  15  minutes.^ 
WTien  hours  have  gone  by,  one  must  distin- 
guish between  stroke  and  cerebral  edema 
resulting  from  severe  hypotension.  If  what 
is  called  cardiac  arrest  has  occurred,  then 
cerebral  edema  may  very  well  be  present 
in  the  recovery  room ; the  treatment  is  intra- 
venous human  serum  albumin. 

The  risk  of  anesthesia  is  not  easily  arrived 
at.  Too  often,  we  are  told  that  it  is  one  in 
a thousand,  or  one  in  two  thousand.  There 
is  no  justification  for  these  figures,  and 
there  are  no  mysterious  death  processes,  in 
the  operating  room  or  elsewhere.  We  are 
not  entitled  to  one  death  in  a thousand. 

We  are  not  entitled  to  any. 
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Routine  Operative  Cholangiography 


! 

Routine  operative  cholangiogra- 
phy has  been  a subject  of  con- 
troversy in  recent  years.  It  has 
' been  enthusiastically  advocated  by  some,  con- 
' demned  as  a routine  by  others,  and  condition- 
I ally  accepted  by  many.  The  purpose  of  our 
investigation  was  to  pursue  the  subject  by 
reviewing  operative  cholangiograms  perform- 
, ed  at  St.  Joseph’s  Hospital,  Omaha,  Nebras- 
' ka,  in  the  period  from  July,  1963  to  Decem- 
ber, 1964;  and  thus  to  determine  whether 
j the  technique  was  truly  a valuable  adjunct 
to  the  surgeon.  In  the  past,  operative  cho- 
i langiography  was  rejected  by  some  surgeons 
! who  did  not  wish  to  change  a simple,  unen- 
I cumbered  procedure  by  adding  a study  of 
* the  biliary  tree  that  required  additional  time, 

' personnel,  and  equipment. 

^ Visualization  of  the  biliary  tree  was  first 
performed  by  Reich^  who  injected  barium 
suspension  through  a biliary  fistula.  The 
I value  of  the  technique  lay  dormant  until 
' 1929  when  Cotte®  reported  on  postoperative 
I cholangiograms  perfonned  through  a cho- 
I lecystostomy  tube  utilizing  Lipiodol  as  the 
contrast  medium.  A year  later,  Ginsburg 
and  Benjamin®  repeated  the  study  to  their 
. satisfaction.  However,  credit  must  be  given 
; to  a Frenchman,  Mirizzi,'^  who  first  success- 
fully performed  true  operative  cholangio- 
grams. His  initial  method  was  cumbersome 
I and  the  results  were  sometimes  equivocal. 
I Mirizzi  wrote  some  35  years  ago:  “Cholan- 

! giography  as  I use  it,  is  a part  of  the 
I operation  itself.  It  provides  a degree  of 
diagnostic  precision  such  as  has  never  before 
been  attempted  by  other  exploratory  means. 
Correct  execution  of  the  cholangiogram  and 
the  exact  interpretation  of  the  roentenogra- 
phic  images  obtained  become  indispensible 
parts  of  the  abdominal  exj^loratory  proce- 
dure . . .” 

There  are  now  numerous  reports  in  the 
medical  literature  by  investigators  from  all 
parts  of  the  world  who  have  employed  this 
method  of  study  in  an  area  of  surgery  where 
exact  diagnosis  is  the  sine  qua.  non.  The 
operative  cholangiogram  has  been  accepted 
as  especially  important  in  cases  where  stones 
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have  been  removed  from  the  common  duct. 
It  has  been  found  that  in  a relatively  large 
percentage  of  cases,  one  or  more  stones 
will  still  remain,  and  their  localization  is  of 
utmost  importance. 

The  classic  and  commonly  accepted  indica- 
tions for  exploring  the  common  duct  are 
obtained  from  the: — (a)  history,  (b)  clinical 
findings,  and  (c)  surgical  findings.  Often 
an  indication  will  be  based  on  multiple  fac- 
tors:— (1)  jaundice  or  a history  of  jaundice; 
(2)  chills  and  fever;  (3)  gallbladder  colic: 
(4)  pruritus,  usually  in  the  presence  of  jaun- 
dice, but  frequently  without  it;  (5)  acholic 
stools  and  dark  urine;  (6)  elevated  alkaline 
phosphatase,  even  in  absence  of  jaundice; 
(7)  an  enlarged  common  bile  duct  (although 
stones  may  be  present  in  a duct  of  normal 
size)  ; (8)  common  duct  with  thickened  wall ; 
(9)  enlarged  cystic  duct;  (10)  small  stones 
in  gallbladder.  One  is  more  apt  to  find 
common  duct  stones  in  cases  with  multiple 
indications,  but  the  operative  cholangiogram 
should  remain  the  deciding  factor.  The  in- 
cidence of  stones  increases  with  advancing 
age.  It  is  estimated  that  less  than  10%  of 
common  duct  stones  are  found  in  patients 
below  the  age  of  60.  Common  duct  stones 
are  more  prevalent  in  females  of  advanced 
age,  doubtless  because  of  the  higher  incidence 
of  gallbladder  disease  in  that  sex  and  age 
group. 

In  the  recent  literature  pertinent  to  this 
subject,  Schulenberg”  of  South  Africa  in 
1961  reported  on  353  operative  cholangio- 
grams with  98  studies  being  abnormal.  He 
also  indicated  that  in  7%  of  this  group,  at 
least  one  classic  indication  for  choledocho- 
tomy  was  present,  but  the  cholangiogram  did 
not  disclose  any  stones.  Surely,  these  pa- 
tients would  have  been  submitted  to  an  un- 
necessary exploration  of  the  common  duct 
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were  it  not  for  the  negative  cholangiogTaphic 
findings. 

A brief  summary  of  the  experience  with 
operative  cholangiography  from  various 
sources  and  various  parts  of  the  world  is 
outlined  in  Table  1,  which  presents  some 
interesting  findings. 

Another  recent  report  from  the  German 
literature!^  is  provocative  because  of  the  size 
of  their  study  and  the  number  of  unsuspected 
positive  findings.  A total  of  3,194  cases 
were  analyzed,  and  2,497  intraoperative 
cholangiograms  performed.  Of  that  number, 
25.4%  revealed  common  duct  stones.  In  five 
cases,  the  offending  stone  was  found  in  the 
cystic  duct  stump.  Stenosis  of  the  common 
duct  accounted  for  16  secondary  operations. 
Total  over-all  mortality  was  4.8% 

It  is  interesting  to  note  that  Hicken  and 
McAllister!^  reviewed  1,293  choledocholitho- 
tomies  at  the  University  of  Utah  College  of 
Medicine,  and  found  that  from  1952  to  1956, 
486  choledocholithotomies  were  performed 
without  the  benefit  of  operative  cholangio- 
grams. The  incidence  of  overlooked  stones 
was  19%. 

In  another  group  that  had  operative  cho- 
langiograms prior  to  opening  the  common 
duct  and  after  its  exploration,  the  incidence 
of  residual  stones  was  reduced  to  4%. 

It  is  generally  admitted  that  surgical  ex- 
ploration of  the  common  duct  multiplies  the 
mortality  and  morbidity  of  cholecystectomy 
by  a considerable  degree.  Any  method  that 
will  disclose  unsuspected  common  duct  path- 
ology with  little  or  no  risk  to  the  patient 
and  can  be  performed  with  ordinarily  avail- 
able operating  room  equipment  is  not  only 
desirable,  but  requisite  for  competent  gall- 
bladder surgery.  If  the  yield  rate  of  un- 


suspected common  duct  stones  is  as  high  as 
indicated  by  this  study,  it  behooves  all  en- 
gaged in  this  type  of  surgery  to  adopt  this 
simple  method.  It  will  enhance  the  surgeon’s 
diligence  and  protect  his  patients  from  the 
considerable  risk  and  the  technically  difficult 
task  of  common  duct  exploration. 

There  were  two  techniques  for  operative 
cholangiograms  employed  in  this  study.  The 
first  technique  isolated  the  cystic  artery 
and  duct  at  the  beginning  of  the  procedure. 
By  placing  a tie  about  the  proximal  cystic 
duct  at  this  point,  a small  caliber  polyethy- 
lene tube  was  introduced  past  the  junction 
of  the  cystic  and  common  duct.  The  biliary 
tree  was  then  filled  with  8 or  10  ml  of  con- 
trast solution,*  taking  care  to  avoid  air 
bubbles. 

The  second  technique,  though  not  original, 
has  the  advantage  of  simplicity  and  safety. 
A retrograde  dissection  of  the  gallbladder 
was  routinely  carried  out,  from  the  fundus 
toward  the  cystic  duct  - common  duct  junc- 
tion. The  cystic  artery  was  ligated  as  it 
coursed  into  the  gallbladder  wall.  If  the 
stones  were  small,  the  danger  of  dislodging 
them  into  the  common  duct  by  manipulating 
the  gallbladder  in  this  manner  was  avoided 
by  initially  isolating  the  cystic  duct  and 
placing  a strand  of  suture  about  it  to  act  as 
a bridle,  and  thus  halt  the  migration  of  stones 
into  the  common  duct.  After  the  gallbladder 
has  been  fully  mobilized  and  the  junction  is 
plainly  observed,  a tie  is  placed  about  the 
neck  of  the  gallbladder.  This  prevents  dye 
from  filling  the  gallbladder  and  thus  making 
the  radiogi'aph  confusing.  With  a 10  ml 
glass  syi’inge  (plastic  disposable  syringes 
were  not  as  useful)  containing  contrast  me- 
dium, and  a 20  gauge  needle  bent  to  a slight 

*Hypaque.  used  full  strenprth  or  diluted. 


Table  1 

Schulenberg  Univereity 


of 

South  Africa 

of 

Nebraska 

Hight 

Harvard 

Creighton 

University 

Number  of  operative  cholangiograms 

353 

81 

115 

280 

62 

Normal  Studies  _ . _ . 

72.0% 

64.0% 

68.0% 

66.0% 

79.0% 

Abnormal  studies 

27.0% 

21.1% 

23.5% 

24.6% 

18.0% 

Technical  failures 

0.6% 

13.5%’ 

8.8% 

7.2% 

3.0% 

Uususpected  stones 
False  positives 

65% 

0.6% 

15.0% 

1.7% 

1.8% 

6.4% 

1.6% 

Pancreatic  reflux 

Classic  indications  but  duct 

not  explored  _ — 

10.0% 

7.0% 

8.0% 
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Piet.  I.  Technique  of  Operative  Cholangiography. 
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angle,  the  biliary  tree  is  easily  filled  with 
dye  injected  directly  into  the  cystic  duct, 
proximally  to  the  previously  placed  tie. 
While  radiographs  are  being  developed,  the 
gallbladder  bed  can  be  closed,  the  appendix 
removed  when  present,  and  drains  placed. 
After  inspecting  the  developed  films  for  evi- 
dence of  common  duct  pathology,  the  opera- 
tion can  be  quickly  completed  or  additional 
surgery  performed  when  indicated.  We  have 
found  the  average  additional  time  required 
to  be  about  ten  minutes. 

In  our  particular  study  there  was  a total 
of  62  operative  cholangiograms.  Normal 
cholangiograms  were  obtained  in  49  cases, 
abnormal  in  11  cases,  and  two  studies  equivo- 
cal due  to  technical  error.  Of  the  11  abnor- 
mal cholangiogi’ams,  six  demonstrated  defi- 
nite common  duct  stones.  Three  disclosed 
only  a dilated  common  duct  without  stones. 
In  two,  the  defect  in  the  cholangiogram  was 
due  to  air  injected  into  the  common  duct  dur- 
ing the  procedure.  Some  other  additional 
interesting  findings  were  noted  and  are  tab- 
ulated in  Table  2. 

Summary 

A study  was  made  of  intraoperative  cho- 
langiograms (excluding  T-tube  studies)  for 
a one  year  period  at  this  University  Hospital. 
The  results  are  apparent.  Similar  reviews 
from  this  country  and  abroad  indicate  that 
routine  or  near-routine  use  of  this  procedure 
is  simple,  safe,  and  definitely  an  advantage 


to  the  patient  and  the  surgeon  in  gallbladder 
or  biliary  tract  disease. 
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Table  2 


Noi-mal  cholangiograms  49  79.0% 

Abnormal  cholangiograms  11  18.0% 

Unsuspected  stones  found  4 6.4% 

Faulty  technique  2 3.0% 

Pancreatic  duct  reflux 5 8.0% 

Postoperative  pancreatitis  1 1.6% 

Postoperative  increase  in  serum  bilirubin  1 1.6% 

Postoperative  death 1 1.6% 

Falsely  positive  cholangiogram  1 1.6% 
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Maturation  Index  and  Cyclic 
Hormone  Therapy 

(Limitation  of  the  Aging  Process)* 


Expanding  progress  in  scien- 
tific research  and  clinical  ap- 
plication has  resulted  in  a 
lengthening  life  span.  Nevertheless,  it  has 
seemed  obvious  that  too  many  of  our  elderly 
people  are  uncomfortable,  unhappy,  and  un- 
convinced that  prolonged  survival  has  been 
an  advantage. 

Tills  presentation,  while  applicable  only  to 
the  female,  describes  a relatively  new  phil- 
osophy that  promises  to  enable  a woman  to 
age  much  less  rapidly,  and  to  remain  com- 
fortable and  energetic  for  a longer  period  of 
time.  This  approach  is  based  on  the  current 
belief  that  decreasing  ovarian  function,  ulti- 
mately leading  to  the  menopause,  is  a “true 
deficiency  state,”  intimately  associated  with 
degenerative  processes,  commonly  called 
“aging.”!-®  As  with  any  deficiency  state, 
the  possibility  of  accurate  diagnosis  and  the 
application  of  effective  substitution  therapy, 
on  a permanent  basis,  result  in  a much  bet- 
ter state  of  general  health,  as  exemplified  in 
diabetes.  A description  will  be  presented 
of  the  usual  changes  of  the  menopause,  a 
relatively  new  method  for  diagnosis  of  estro- 
gen deficiency,  and  therapeutic  possibilities, 
that  are  even  more  effective  when  used  on 
a prophylactic  basis. 

Endocrinologists,  gynecologists,  and  in- 
ternists are  generally  enthusiastic  about  the 
high  potential  of  supplemental  hormone 
therapy.’!'®’®  The  press,  both  medical  and 
nonmedical,  has  given  extensive  coverage 
to  this  subject. 

The  menopause  is  traditionally  associated 
with  changes  in  two  important  categories; 

1.  Subjective  complaints,  such  as  flushes, 
sweats,  paroxysmal  tachycardia,  weak 
spells,  headaches,  insomnia,  irritability, 
and  depression. 

2.  Disturbed  physiology  (which  can  lead  to 
organic  disease) 
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a.  A negative  nitrogen  balance,  result- 
ing in  decreased  muscle  tone,  loss 
of  energy  and  weight. 

b.  Hypercholesteremia,  atherosclerosis, 
and  hypertension. 

c.  Impairment  of  carbohydrate  metabo- 
lism, thereby  influencing  energy 
production.  Menopausal  diabetes  is 
not  uncommon. 

d.  Menopausal  arthropathies,  especial- 
ly the  “shoulder-arm  syndrome.” 

e.  Osteoporosis,  due  to  nitrogen  defi- 
ciency, which  reduces  the  production 
of  bone  matrix.  This  is  frequent  in 
women  over  50  years  of  age.  X-ray 
examination  is  of  limited  value  until 
at  least  40%  of  the  calcium  is  lost. 
In  addition  to  an  increased  incidence 
of  fractures,  a dorsal  kyphosis  de- 
velops often,  and  termed  “Dowager’s 
Hump,”  results  in  a loss  of  one  to 
five  inches  in  height. 

f.  Melancholia  or  depression  of  varying 
degrees. 

g.  Menopausal  “negativism,”  a strange 
endogenous  misery,  where  the  wom- 
an reacts  poorly  or  not  at  all  to 
pleasant  stimuli. 

h.  The  skin  and  mucous  membranes  be- 
come dry  and  inelastic. 

♦Presented  at  the  meeting  of  the  Nebraska  State  Medical 
Association,  Lincoln,  Nebraska,  May  3,  1966. 
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It  is  possible  for  estrogen  supplementation 
to  prevent  or  relieve  all  of  these  complaints 
and  body  changesd-  2-  ^ Hormonal  imbalance 
or  deficiency  is  believed  to  play  an  etiological 
role  in  breast  or  genital  cancer,  and  clinical 
experience  to  date,  indicates  a reduced  inci- 
dence of  malignant  disease  in  estrogen  de- 
ficient women  receiving  hormone  supple- 
mentationd’ 

For  intelligent  and  effective  hormone 
treatment,  the  following  should  be  consid- 
ered as  prerequisites: 

1.  Complete  history,  examination,  and 
evaluation  of  the  patient. 

2.  Accurate  determination  of  estrogen  de- 
ficiency. 

3.  Thoughtful  plan  and  explanation  of 
therapy. 

4.  Periodic  follow-up  of  patient,  and  ad- 
justment of  treatment  as  indicated. 

The  Maturation  Index 

This  is  the  term  applied  to  the  evaluation 
of  hormone  concentration,  especially  estro- 
gen, as  obtained  from  a cytological  study 
of  a stained  vaginal  smear.  A count  is 
made  of  the  relative  incidence  of  the  three 
important  cell  types  of  the  vaginal  mucosa. 
The  superficial  cells  are  the  most  mature, 
most  exfoliative,  and  their  incidence  denotes 
the  degree  of  estrogen  concentration.  The 
intermediate  cells  increase  with  the  presence 


of  progesterone,  and  in  early  hypoovarian- 
ism.  The  parabasal  cells  are  indicative  of 
estrogen  deficiency  of  greater  degi*ee. 

Through  a bivalve  vaginal  speculum,  a 
smear  is  made  from  the  lateral  walls  of  the 
upper  one  third  of  the  vagina,  the  most  re- 
liable area  for  determination  of  honnone 
levels,  and  superior  to  the  endometrium  as  a 
target  area.^^ 

The  cotton-tipped  applicator  is  streaked 
across  a clean  dry  slide,  which  is  then  placed 
in  a fixing  solution  of  equal  parts  of  ether 
and  95%  ethyl  alcohol,  the  same  as  used 
for  Pap.  smears,  which  should  be  done  at 
the  same  time.  As  a general  rule,  these 
smears  should  be  done  just  before  ovulation, 
for  a more  accurate  estrogen  level;  and 
each  patient  is  asked  to  avoid  douching  for 
2-3  days  before  the  examination.  If  vagi- 
nitis is  present,  either  parasitic  or  bac- 


INTERPRETATION  OF  THE  MATURATION 
INDEXi 
a.  NORMAL* 


Cells Age: 

20-44 

45-54 

55-64 

65  & over 

Superficial 
(“S”)  _ _ . 

85  Vr 

80-85% 

70-75% 

65-70% 

Intermediate 
(“I”)  

. 15% 

15-20% 

25-30% 

30-35% 

Parabasal 
(“P”) 

0% 

0% 

0% 

0-  5% 

Estrogen 

effect 

High 

High 

High 

Medium 

Medium 

*While  these  values  may  be  considered  theoretically 


normal,  individual  variations,  within  reason,  need 
not  be  termed  “deficient.” 


INTERPRETATION  OF  THE  MATURATION  INDEXi 
b.  ABNORMAL:*  (The  estrogen  deficient  woman) 


Representative  pre-treatment  smear: 

s 

I 

P 

Menstruates  regularly 
(Young  hypogonadal, 
or  premenopausal) 

70% 

28% 

2% 

Occ.  lymphocytes 
and  bacteria. 

Menstruates  irregularly 
(hypogonadal,  or  peri- 
menopausal) 

55% 

38% 

7% 

Numerous  lympho- 
cytes and  bacteria. 

Menopausal  (amenor- 
rhea for  1 year  or 
more) 

35% 

51% 

14% 

Numerous  leuko- 
cytes and  bacteria, 
cocci,  and  a few 
red  blood  cells. 

Older  postmenopausal, 
(with  advanced  patho- 
logic findings) 

0% 

30% 

70% 

Numerous  white 
and  red  blood 
cells,  abundant 
nuclear  debris,  and 
loaded  with  bac- 
teria and  cocci.  A 
few  trichomonads 
are  frequently  seen. 

♦Subjective  complaints  may, 

or  may 

not  be 

present. 
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terial,  proper  treatment  should  be  pre- 
scribed, and  the  Maturation  Index  delayed 
until  after  cure  is  obtained,  for  greater  ac- 
curacy. 

Cyclic  Hormone  Therapy  for  Estrogen 
Deficiency 

The  plan  of  treatment  should  not  be 
“standardized,”  but  should  be  determined 
on  an  individual  basis,  as  to  dose  and  dura- 
tion. A seven  day  rest  period  should  occur 
between  courses  of  treatment,  whether  or 
not  menstruation  is  anticipated  (to  avoid 
constant  estrogen  stimulation). 

Oral  hormone  administration  is  both  sat- 
isfactory and  effective.  A general  plan  of 
“balanced”  cyclic  treatment  is  the  use  of 
estrogen  tablets  for  20  consecutive  days, 
coupled  with  a progestational  agent  during 
the  final  eight  days.  Generally,  normal 
menstruation  occurs  every  26-28  days,  and 
treatment  is  resumed  on  the  fifth  day  of  the 
next  cycle.  For  severe  estrogen  deficiency, 
or  for  reducing  the  incidence  of  menstrua- 
tion, a 42  day  course  of  estrogen  is  suggest- 
ed, using  the  progestational  agent  during 
the  final  10-12  days,  and  resulting  in  a men- 
strual period  every  six  to  seven  weeks. 

Conjugated  (equine)  estrogen,  generally 
used,  is  remarkably  free  of  side  effects,  and 
notorious  for  the  sense  of  well  being  it  im- 
parts. Medroxyprogesterone  acetate,  orally 
potent,  is  the  progestational  agent  genei’ally 
used.  If  the  patient  objects  to  continued 
menstruation,  the  substitution  of  methyl- 
testosterone  for  the  progestational  agent  will 
prevent  or  markedly  limit  the  process.  An- 
other indication  for  the  use  of  androgen  is 
decreased  libido,  a rather  frequent  com- 
plaint in  the  estrogen  deficient  age  group, 
and  for  which  many  patients  request  spe- 
cific treatment.  This  complaint  can  be  re- 
lieved with  modest  doses  of  androgen,  and 
without  virilization. 

An  alternate  method  of  avoiding  menstru- 
ation in  the  postmenopausal  woman  is  the 
use  of  small  dose  treatment,  which  produces 
a modest  improvement  in  the  Maturation 
Index,  and  is  better  than  no  treatment  at 
all.  A more  simplified  form  of  cyclic 
therapy  involves  the  use  of  antifertility 


tablets  for  20  day  courses.  Each  tablet 
contains  estrogen,  and  a progestational 
agent,  and  menstruation  is  usually  scant. 

More  recently,  “sequential”  therapy  per- 
mits a 20  day  course  of  estrogen,  with  a 
progestational  agent  being  added  in  the  tab- 
let for  the  final  five  days  of  treatment. 
This  form  of  medication  has  demonsti*ated 
good  response  in  the  Maturation  Index. 

It  must  be  emphasized  that  the  primary 
purpose  of  cyclic  hormone  therapy  as  recom- 
mended here  is  for  supplementation.  Nev- 
ertheless, inhibition  of  ovulation  is  a pos- 
sible result,  which  can  be  very  important  to 
women  in  their  late  reproductive  years. 
Complete  frankness  is  employed  with  each 
patient,  and  her  wishes  are  respected.  The 
effectiveness  of  any  therapeutic  plan  should 
be  determined  by  periodic  physical  examin- 
ation and  vaginal  smears,  and  adjustment 
of  treatment  made,  as  indicated. 

Possible  Side  Effects  of  Cyclic 
Hormone  Therapy 

The  more  common  discomforts  are  mas- 
talgia,  puffiness,  bloatedness,  and  weight 
gain,  incidental  to  salt  and  water  retention, 
resulting  from  exogenous  estrogen.  These 
discomforts  can  be  prevented  by  the  initial 
use  of  an  oral  diuretic  every  two  to  three 
days  for  the  first  few  weeks  of  treatment. 
The  most  important  side  effect  is  break- 
through bleeding  during  a course  of  treat- 
ment. Adequate  warning  and  instruction 
are  recommended  before  the  first  course  of 
therapy.  As  a rule,  breakthrough  bleeding 
can  be  arrested  by  immediate  increase  in 
estrogen  during  the  early  phase  of  a course 
of  treatment,  or  by  increasing  the  dose  of 
the  progestational  agent  during  the  later 
stage  of  treatment.  If  irregular  bleeding 
creates  doubt,  medication  should  be  discon- 
tinued, and  a diagnostic  D & C done. 

Contraindications  to  Hormone  Therapy 

1.  A history  of  previous  carcinoma  is  cur- 
rently a general  contraindication. 

2.  Any  tissue  abnormality  involving  the 
breasts  or  genitalia,  without  prior  diag- 
nosis and  treatment. 

3.  Liver  dysfunction  or  disease. 
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4.  Large  varicosities,  and  previous  throm- 
bophlebitis or  embolism  are  conditions 
which  call  for  careful  consideration  in 
regard  to  hormone  therapy,  just  as  in 
the  use  of  contraceptive  medication. 

For  the  most  part,  these  contraindications 
are  purely  relative,  but  caution  should  be 
exercised,  and  the  patient  should  be  allowed 
to  participate  in  the  decision  regarding  hor- 
mone supplementation. 

Clinical  Experience 

From  August,  1963  through  December, 
1965,  determination  of  estrogen  levels  by  use 
of  vaginal  smears  was  done  on  417  private 
patients.  These  patients  varied  from  12  to 
81  years  of  age,  but  45%  of  the  studies  were 
in  the  40  to  60  year  age  group. 

Each  patient  showing  a bona  fide  estrogen 
deficiency,  symptomatic  or  asymptomatic, 
was  subjected  to  clear  explanation  of  the 
significance,  future  possibilities,  and  thera- 
peutic opportunities  for  this  deficiency.  Ad- 
ditional infoi*mation  was  provided  by  dis- 
tribution of  descriptive  pamphlets,  supplied 
by  The  Wilson  Research  Foundation.* 
In  most  cases,  the  decision  regarding  hor- 
mone supplementation  for  estrogen  defi- 
ciency was  left  to  the  patient.  It  is  most 
encouraging  to  find  that  informed  women 
are  becoming  more  and  more  enthusiastic 
about  this  program,  particularly  those  re- 
ceiving treatment.  Naturally,  one  of  the 
most  important  points  of  consideration  is 
the  possible  re-establishment  of  menstrua- 
tion in  the  postmenopausal  woman.  A prac- 
tical approach  to  this  subject  is  to  plan 
treatment  so  that  no  more  than  a scant 
period  will  occur  every  six  to  seven  weeks. 
This  can  be  accomplished,  or  menstruation 
even  prevented,  by  the  use  of  a 10  mg  tablet 
of  methyltestosterone  during  the  final  10 
to  12  days  of  a course  of  treatment,  instead 
of  a progestational  agent. 

Some  patients  in  this  series  “feel  very 
well”  on  small  doses  of  hormones,  do  not 
menstruate,  and  yet  have  a modest  improve- 
ment in  the  Maturation  Index.  If  a patient 
has  had  a hysterectomy,  vaginal  bleeding 
does  not  have  to  be  considered,  and  treat- 
ment can  be  given  more  freely.  Neverthe- 

• — 777  Third  Ave.,  New  York,  N.Y.  10017. 


less,  “balanced”  hormone  therapy  is  still  the 
correct  form. 

A plan  of  convenience  has  been  designed 
by  the  author,  utilizing  the  first  25  days  of 
each  month  for  a course  of  treatment.  This 
makes  it  easier  for  the  patient  to  remember 
the  dates  for  medication.  Long-acting  hor- 
mone injections  are  rarely  needed,  and 
should  be  used  only  for  special  indications. 

Probably  the  most  sensational  result  of 
hormone  supplementation,  in  the  opinion  of 
the  author,  is  the  marked  consistent  improve- 
ment in  emotional  health.  Many  of  these 
estrogen  deficient  women  are  severely  dis- 
turbed, and  on  the  verge  of  seeking  psychi- 
atric help.  These  patients,  as  a rule,  are 
delighted  with  their  improvement  with  hor- 
mone treatment. 

The  effect  of  this  type  of  therapy  is  much 
more  obvious  in  the  relief  of  subjective  com- 
plaints, than  in  true  organic  benefits.  More 
time  is  required  to  further  prove  the  bene- 
ficial effects  on  body  tissue. 

Nevertheless,  improved  tissue  tone  has 
been  noted  in  some  patients  with  symptoms 
of  genital  relaxation,  and  in  most  cases  of 
atrophic  vaginitis. 

Summary 

1.  A relatively  new  appraisal  of  the  meno- 
pause is  presented. 

2.  The  designation  “deficiency  state”  seems 
appropriate. 

3.  Careful  diagnosis,  thoughtful  therapy 
on  a permanent  basis,  and  periodic  re- 
check of  each  patient,  result  in  an  ef- 
fective form  of  preventive  medicine. 

4.  The  author’s  series  includes  studies  on 
417  private  patients,  from  1963  to  1966. 

5.  Improved  physical  and  emotional  health 
is  a fairly  consistent  result  of  balanced 
supplementation  for  estrogen  deficiency. 

6.  This  diagnostic  and  therapeutic  plan  for 
limitation  of  the  usual  degenerative  pro- 
cesses in  the  menopausal  female,  is  in 
its  early  years  of  use,  and  further  evalu- 
ation of  end  results  is  urgently  recom- 
mended. 

7.  The  possible  anticarcinogenic  effect  of 
balanced  hormone  therapy  in  hypo-ovari- 
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anism  is  worthy  of  continued  investiga- 
tion and  documentation. 
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Case  Report  No.  1 

MENOPAUSAL  SYNDROME,  SEVERE 
E.C.  (D.O.B.  1915) 

7-15-63  Severe  emotional  disturbance,  6-8  weeks.  Flushes,  sweats, 
nausea  and  vomiting,  weight  loss,  and  severe  depression.  Hyper- 
menorrhea,  primary,  severe  (15-18  pads/day). 

Admitted  to  hospital. 

Exam.:  Ht.  32%;  Hb.  9.0  gms.;  P.B.I.  1.9  mcg.%.  Endo- 
metrium “benign  secretory,  normal." 

Treatment:  Transfusion;  infusion  and  I.V.  vit.  Thyroid  3 gr. 

daily. 

Conj.  estrogen  (equine)  1:25  mg.  x 20;  Medroxyprogest.  acetate 
10  mg.  X 7. 

9-16-63  Menst.  regular  and  normal.  Patient  “feels  very  well.” 


11-19-63 

s. 

28% 

I. 

72% 

p. 

0% 

(after  cyclic  therapy  for  3 months).  Con- 

2-12-64 

39% 

61% 

0% 

tinue  hormone  therapy  as  above. 
Estrogen  increased  to  2.5  mg./day  x 25. 

6-18-64 

*21% 

79% 

0% 

Estrogen  increased  to  3.75  mg./day  x 25. 

7-24-64 

10-23-64 

*36% 

63% 

1% 

Estrogen  3.75  mg./day  x 40.  Progest.  I.M. 
on  30th  day  of  treatment.  Normal  menst. 
q.  40-44  days.  P.B.I.  3.9  mcg.% 

Continue  treatment  as  above. 

11-29-65 

*30% 

68% 

2% 

Normal  menst.  q.  40-44  days.  Patient  feel- 

*Note failure 

of  Maturation 

ing  very  well. 

Index  to  respond  to  increased  doses  of  estrogen. 

despite 

excellent 

clinical 

response. 

Case  Report  No.  2 

MENOPAUSAL  SYNDROME  (EFFECT  OF  SEQUENTIAL 
THERAPY) 

L.S.  (D.O.B.  1913) 

8-  6-63  Flushes,  sweats,  insomnia,  and  recurrent  amenorrhea. 


s. 

3% 

I. 

97% 

P. 

0% 

Norethynodrel  5.0  mg  daily  x 20 

5-24-64 

25% 

75% 

0% 

Mestranol  0.075  mg  q.  mo. 

“Feeling  very  well.”  Menstruation  regular 

5-28-65 

8% 

92% 

0% 

and  normal.  Continue  treatment  as 
above. 

Feeling  well;  menstruation  regular  and 

11-2-  65 

76% 

24% 

0% 

normal.  “Sequential”  therapy  started: 
Mestranol  80  meg  daily  x 15;  Mestranol 
80  meg  daily  + Chlormadinone  acetate  2 
mg  X 5. 

Patient  doing  very  well. 
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SEQUENTIAL  THERAPY  FOR  ESTROGEN  DEFICIENCY 
Mestranol  80  meg  x 15 

Mestranol  80  meg  and  Chlormadinone  aeetate  2 mg  daily  x 5 


Case  Report  No.  3 
B.S.  (D.o.B.  1925) 


1960 

2-28-64 

Ces. 

s. 

80% 

- hyst. 
I. 

20% 

(following  3rd.  ces.  section). 
P. 

0% 

8-17-65 

2% 

97% 

1% 

No  complaints.  “Sequential”  therapy  pre- 
scribed. 

2-14-66 

83% 

17% 

0% 

“Feeling  very  well.”  Continue  treatment. 

Case  Report  No.  4 
H.L.  (D.o.B.  1922) 

s. 

I. 

p. 

5-26-65 

33% 

67% 

0%  Menstruation  q 12-18  days,  for  several 

months.  Endomet.:  “benign  secretory, 

with  minimal  focal  hyperplasia.”  “Se- 
quential” therapy  prescribed. 

1-21-66 

94% 

6% 

0%  “Feeling  well.”  Menstruation  regular  and 

normal. 

S. 

I. 

Case 
E.H. 
Grav.  6 ; 
p. 

Report  No.  5 
(D.o.B.  1938) 

Para.  4;  Abort.  2 

5-28-65 

52% 

48% 

0% 

Frequent  and  excessive  menstruation.  En- 
domet.: “benign  proliferative.”  “Se- 
quential” therapy  prescribed. 

0-20-65 

71% 

29% 

0% 

“Feeling  very  well.” 
and  normal. 

Menstruation  regular 

Case  Report  No.  6 

CYCLIC  THERAPY  IN  POSTMENOPAUSAL  WOMAN 
WHO  AGREES  TO  MENSTRUATION 
M.R.  (D.o.B.  1919) 


1958  Climaeterie,  normal. 


May  1965 


6-  1-65 

9-  8-65 
10-  1-65 


2-11-66 


Reeurrent  weak  spells,  eonfusion,  and  ineoherenee. 

Patient  (R.N.)  and  family  fearful  of  serious  organie  disease. 
(Espee.  C.N.S.) 

Hospital  examination  by  internist,  ineluding  EKG,  EEG,  skull 
X ray,  earotid  arteriogram:  All  neg. 


s.  I.  P. 
8%  369?-  56% 


19%  81%  0% 


85%  15%  0% 


Atrophie  vaginitis  noted. 

Conj.  estrogen  1.25  mg  daily  x 25 

Conj.  estrogen  1.25  mg  plus  methyltestos. 

10  mg  daily  x 10. 

Amenorrhea  with  above  treatment. 

Conj.  estrogen  2.5  mg  daily  x 42. 

I.M.  on  32nd  day  of  treatment:  Estradiol 

valerate  5 mg.  Hydroxyprogest.  eaproate 
250  mg.  Normal  menstiniation  q 45-48 
days.  “Feeling  very  well.” 

Feeling  very  well.  Patient  does  not  object 
to  menstruation  q 6-7  weeks. 


Case  Report  No.  7 

CYCLIC  THERAPY  IN  POSTMENOPAUSAL  WOMAN  WHO 
REFUSES  MENSTRUATION 
M.K.  (D.o.B.  1911) 


1956  Climacteric,  nonnal 


S. 

I. 

P. 

10-16-63 

0% 

94% 

6% 

4-  7-64 

6% 

6% 

88% 

5-19-64 

6-19-64 

8-17-64 

35% 

65% 

0% 

3-10-65 

40% 

60% 

0% 

No  complaints.  No  treatment  desired  by 
patient. 

Flushes,  sweats,  and  insomnia.  Conj.  es- 
trogen 1.25  mg  X 30.  Medroxyprogest. 
acetate  2.5  mg  x 15.  Normal  menstnia- 
tion  (25  day  cycle).  Patient  requests 
amenorrhea. 

Conj.  estrogen  1.25  mg.  Medroxyprogest. 
acetate  2.5  mg  (each  once  a week). 

Amenorrheic.  Treatment  increased  to 
twice  a week. 

Amenorrheic.  “Feeling  very  well.”  Above 
treatment  2/week  continued. 

Feeling  well.  Continue  same  treatment. 


Case  Report  No.  8 

CYCLIC  THERAPY  IN  POSTMENOPAUSAL  WOMAN  WHO 
REFUSES  MENSTRUATION 
L.E.  (D.o.B.  1906) 


1957 

8-  9-63 

9- 25-63 
12-  6-63 

1-29-65 


Climacteric,  normal, 
s.  I.  P. 

3%  89%  9%  Flushes,  sweats  and  vaginal  burning.  Atro- 

phic vaginitis.  Conj.  estrogen  2.5  mg  x 
42.  Medroxyprogest.  acetate  10  mg  x 12. 
Normal  menstruation  resulted. 

Conj.  estrogen  1.25  mg  x 42,  and  Medroxy- 
progest. acetate  as  above. 

36%  64%  0%  Normal  menstruation  q 42-46  days.  Pa- 

tient requests  treatment  without  men- 
struation. Conj.  estrogen  0.625  mg  and 
Methyltestos.  5.0  mg  tabs,  i x 25  every 
month. 


58%  41%  1% 


Feeling  very  well;  no  menstiaiation. 


Case  Report  No.  9 

CYCLIC  THERAPY  IN  POSTMENOPAUSAL  WOMAN 
WHO  REFUSES  MENSTRUATION 
M.B.  (D.o.B.  1905) 

1958  Climacteric,  normal. 

10-30-63  Atrophic  and  trichomonal  vaginitis.  Treatment  for  trichomoni- 
asis prescribed. 


11-23-63 

s. 

20% 

I. 

80% 

p. 

0% 

Trichomoniasis  cured.  No  further  treat- 
ment desired  by  patient. 

6-10-64 

Recurrence  of  trichomoniasis.  Vag.  sup- 
pos.  inch  estrogen. 

12-11-64 

53% 

42% 

5% 

Conj.  estrogen  0.25  mg  and  Methyltestos 
2.5  mg,  tabs,  i x 25  every  month. 

6-16-65 

0% 

100% 

0% 

Conj.  estrogen  1.25  mg  x 25.  Conj.  estro- 
gen 1.25  mg  c.  Methyltestos.  10  mg  x 10. 

1-17-66 

97% 

3% 

0% 

Feels  well.  No  menstniation.  Vag.  mucosa 
appears  normal.  Above  cyclic  therapy 
for  25  days  q month  reduced  50%  in  dose. 

Case  Report  No.  10 

CYCLIC  THERAPY  IN  ESTROGEN  DEFICIENT  WOMAN 
WITH  GENITAL  RELAXATION 
G.B.  (D.o.B.  1922) 
grav.  9;  para  5;  abort.  4 
s.  I.  p. 

5-27-64  93%  7%  0%  No  complaints.  Routine  examination. 

7-26-65  35%  65%  0%  Urinary  frequency,  and  occ.  stress  incon- 

tinence. Examination  by  urologist,  in- 
cluding I.V.P.,  resulted  in  his  opinion 
“uterine  prolapse  causing  bladder  pres- 
sure.” He  advised  vaginal  hysterectomy 
and  anterior  vaginal  repair.  My  examin- 
ation revealed  moderate  uterine  prolapse, 
and  only  slight  cystocele.  Patient  anxious 
to  avoid  surgery,  and  trial  cyclic  therapy 
advised.  Patient  stated,  “marked  recent 
decrease  in  libido.” 


8-  4-65 


9-  2-65 


11-  1-65 


12-  8-65  60%  40%  0% 


Estradiol  valerate  20  mg  and  Testos.  enan- 
thate  150  mg,  IM  q 2 weeks  x 2. 

Normal  (scant)  menstruation  (29  day 
cycle).  Patient  “veiy  pleased  with  re- 
sults.” 

Conj.  estrogen  1.25  mg  x 20.  I.M.  on  18th 
day  of  cycle;  Estradiol  valerate  5 mg. 
Hydroxyprogest.  caproate  250  mg.  Nor- 
mal menstruation  (31  day  cycle).  Pa- 
tient feeling  very  well.  Bladder  control 
and  libido  improved  greatly. 

“Sequential”  therapy  started:  Mestranol 

80  meg  X 15,  Mestranol  80  meg,  and 
Chlormadinone  acetate  2 mg,  tabs.  i. 
daily  x 5. 

“Menstruation  has  been  the  most  normal 
in  several  years.”  Continue  sequential 
therapy. 
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Case  Report  No.  11 

OSTEOPOROSIS,  POSTMENOPAUSAL 
R.H.  (D.o.B.)  1911) 

1964  Climacteric,  normal. 


10-16-63 

S. 

56% 

I. 

44% 

p. 

0% 

Flushes,  sweats  and  insomnia.  Conj.  estro- 
gen 0.4  mg  and  Meprobamate  400  mg, 
tabs,  i b.i.d. 

11-25-63 

Feeling  much  better.  Treatment  reduced 
to  tabs  i daily. 

6-  8-64 

63% 

37% 

0% 

Recurrence  of  flushes  and  sweats.  L.M.P., 
Feb.,  1964.  Estradiol  valerate  15  mg 
IM,  followed  in  14  days  by  Estradiol  val- 
erate 7 mg  and  Hydroxyprogest.  capro- 
ate  250  mg,  IM.  Normal  menstruation 
(33  day  cycle).  Amenorrhea  requested. 
Conj.  estrogen  0.125  mg  and  Methyltestos. 
1.25  mg,  tabs,  i b.i.d.  x 20  q mo. 

11-16-64 

29% 

71% 

0% 

Feeling  very  well.  Amenorrheic.  Continue 
above  treatment. 

6-  4-65 

21% 

79% 

0% 

Patient  referred  by  orthopedist,  who  re- 
ports “considerable  generalized  osteoporo- 
sis.” Conj.  estrogen  1.25  mg  and  Methyl- 
testos. 10.0  mg,  tabs  i daily  x 25  q mo. 

9-24-65 

“Feeling  very  well.”  “Slight  bleeding  for 
the  first  time.”  Continue  same  medica- 
tion. 

11-  5-65 

75% 

25% 

0% 

“Feeling  very  well.”  Amenorrheic.  “Muscle 
and  joint  pains  greatly  relieved.”  Con- 
tinue same  treatment.  Patient  feels  very 
well.  Has  been  out  of  the  city  for  sev- 
eral months,  and  re-check  X rays  not 
taken. 

6-10-66 

33% 

67% 

0% 

Orthopedist  reports  “slight  improvement” 
in  osteoporosis,  found  on  X ray.  Cyclic 
therapy  increased. 

*Mestranol  60  meg.  tab.  daily  x 42. 
*Chlormadinone  acetate  2 mg.  tab.  daily 
during  last  12  days  of  treatment. 

7-26-66 

Normal  menst.  July  23  (60  day  cycle). 
“Feeling  very  well.” 

7-27-66 

2nd  course  of  above  therapy  started. 

‘Supplied  through  courtesy  of  Eli  Lilly  Co. 
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SPECIAL  DEPARTMENTS 


Our  Medical  Schools 

General  Physician — 

Roger  Freed,  junior  medical  student, 
earned  $100  for  submitting  a suggested 
name  for  the  new  doctor  proposed  in  the 
Minis  Report. 

The  contest  for  students  at  the  University 
of  Nebraska  College  of  Medicine  was  pro- 
posed by  Dean  Cecil  Wittson  as  an  at- 
tempt to  find  an  alternate  to  the  name  “pri- 
mary physician”  suggested  by  the  Millis 
Committee. 

Mr.  Freed’s  suggestion:  “General  Physi- 

cian.” 


Dr.  Krapohl  to  Visit  South  America — 

An  Omaha  obstetrician’s  quest  for  the 
safety  of  both  mother  and  child  during  child- 
birth will  take  him  to  South  America  where 
he  will  study  maternal  and  fetal  physiology 
with  a leader  in  this  field. 


ments,  54  of  the  76  members  of  the  fresh- 
man class  hold  bachelor’s  degrees,  and  two 
hold  masters  degrees.  In  the  class  is  one 
student  who  holds  a law  degree,  one  with 
a pharmacy  degree,  and  another  who  is  a 
doctor  of  optometry.  ] 

Total  applications  for  this  year’s  class  | 
was  1,423.  The  74  men  and  two  women  in 
the  class  have  come  to  Omaha  from  17  states  ' 
and  the  District  of  Columbia.  Only  six 
members  of  the  class  are  sons  of  physicians. 
Fathers’  backgrounds  encompass  a variety 
of  professions  and  occupations : business 

management,  military  service,  engineering, 
carpentering,  contracting,  law,  accounting, 
and  teaching.  Seventeen  members  of  the 
class  attended  Creighton  University  before 
entering  the  Creighton  School  of  Medicine. 
Eighteen  of  the  students  are  married. 


Say  That  Again 


Dr.  Andrew  Krapohl,  instructor  of  ob- 
stetrics and  gjmecologj'  at  the  University  of 
Nebraska  College  of  Medicine,  will  spend 
eight  months  at  the  University  of  Uruguay 
School  of  Medicine’s  obstetrical  physiology' 
service  to  work  with  Dr.  Roberto  Caldeyro- 
Barcia. 

Dr.  Krapohl  will  be  one  of  several  North 
Americans  studying  with  the  eminent  ob- 
stetrician, but  perhaps  the  first  Nebraskan. 
Dr.  Caldeyro-Barcia  insists  that  his  post- 
graduate fellows,  most  of  whom  are  special- 
ists, spend  at  least  six  months  at  the  Uni- 
versity, although  they  may  begin  their  fel- 
lowships at  any  time. 


Freshmen  at  Creighton — 

The  average  freshman  at  the  Creighton 
University  School  of  Medicine  has  an  aca- 
demic average  above  “B”  in  pre-medical 
studies  and  has  completed  128  semester  hours 
of  college  work. 

A survey  of  Creighton’s  current  freshman 
medical  class  shows  that  the  group  has  a 
scholastic  average  of  3.08  (2.00  equals  “C”). 
Although  the  school  maintains  a policy  of 
admitting  qualified  students  who  have  not 
completed  undergraduate  degree  require- 


The  world’s  a stage. 

DuBartas. 

Mollifie  it  with  thy  teares,  or  sweat,  or  blood. 
Donne. 


Oiitccanie^ 


Winfred  W.  Arrasmith,  M.D.,  died  Decem- 
ber 9,  1966  at  the  age  of  74.  He  was  a veter- 
an of  World  War  1.  He  practiced  medicine 
in  Grand  Island  until  the  late  nineteen- 
thirties,  when  he  moved  to  Casper,  Wyo- 
ming. While  in  Grand  Island  he  was  an 
early  aviation  enthusiast  and  flew  his  own 
plane.  His  activities  to  promote  aviation 
locally  led  to  the  naming  of  the  airport  north 
of  Grand  Island  in  his  honor.  In  more  recent 
years  he  returned  to  Nebraska  and  practiced 
at  the  Lincoln  Veterans  Administration  Hos- 
pital and  the  Lincoln  State  Hospital  where  he 
was  working  at  the  time  of  his  death.  He 
was  a member  of  the  American  Legion,  the 
Elks  and  Masonic  Lodges.  He  is  survived  by 
his  widow,  Rhea;  a son.  Grant  H.  of  Pearl 
River,  New  York;  daughters,  Mrs.  Richard 
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E.  (Barbara)  Johnson  of  Lincoln,  Nebraska, 
and  Mrs.  Anna  Curtis  of  Denver,  Colorado; 
and  six  grandchildren. 

Oran  C.  Asa,  M.D.,  died  December  26, 
1966  at  the  age  of  95.  A native  of  Union- 
wille,  Ohio,  he  graduated  from  Cotner  Uni- 
versity Medical  College  in  Lincoln  in  1908, 
and  that  year  established  his  practice  in 
Ong,  Nebraska,  where  he  remained  until  his 
75th  birthday.  At  this  time  he  retired  and 
moved  to  Hastings.  Dr.  Asa  was  a 50  year 
member  of  the  Scottish  Rite  and  Shrine. 
He  was  affiliated  with  the  Presbyterian 
Church,  and  was  a member  of  the  Nebraska 
State  and  the  Adams  County  Medical  So- 
cieties. Survivors  include  one  son,  Cecil, 
of  Talmage;  two  daughters,  Mrs.  John  Mc- 
Millan of  Hastings,  and  Mrs.  Robert  Bell  of 
Chicago;  five  grandchildren;  and  one  sister, 
Mrs.  Stella  Rue  of  Humboldt. 

Sebastian  J.  Carnazzo,  M.D.,  died  Decem- 
ber 9,  1966  at  the  age  of  63.  A well-known 
Omaha  surgeon.  Dr.  Carnazzo  died  in  his 
sleep  at  his  home. 

Inez  C.  Philbrick,  M.D.,  died  December  25. 
1966  at  the  age  of  100.  She  practiced  medi- 
cine in  Lincoln  for  57  years,  starting  in  1893. 
She  had  recorded  the  births  of  more  than 
2,000  babies.  After  her  graduation  from 
the  University  of  Iowa  in  1886  she  taught 
in  Fargo,  North  Dakota,  and  then  returned 
to  the  University  of  Iowa  to  get  her  Mast- 
er’s degree.  She  then  attended  the  Women’s 
Medical  College  of  Philadelphia,  from  which 
school  she  received  her  M.D.  degree.  She 
practiced  in  Lincoln  until  1943,  at  which 
time  she  retired.  She  was  a former  vice- 
president  of  the  Nebraska  State  Medical  As- 
sociation and  a former  president  of  the  Ne- 
braska Association  of  Women  in  Medicine. 

Anthony  J.  Smith,  M.D.,  died  December 
8,  1966  at  the  age  of  69.  He  was  a 1925 
graduate  of  the  Creighton  University  School 
of  Medicine.  Born  on  a farm  southwest 
of  Humphrey,  Nebraska,  he  practiced  his 
profession  at  Oxford  and  at  Woodriver,  Ne- 
braska. Survivors  include  two  sisters,  Mrs. 
Claire  Lancaster  and  Mrs.  Minnie  Minnig, 
both  of  Omaha;  and  one  brother,  George,  of 
Pasadena,  California. 


Down  Memory  Lane 

1.  Cases  of  “run  down,’’  “lack  of  pep,” 
physical  exhaustion  and  innervation,  should 
not  be  sent  on  time  consuming  and  finance 
crippling  vacations  or  sojourns  at  “springs,” 
mountains,  or  sea  coast,  until  all  demon- 
strable foci  of  infection  are  sought  out  and 
removed.  This  search  should  always  include 
a Wassermann  test. 

2.  Blood  chemistry  is  yet  in  its  infancy. 

3.  Jordan  of  Guys  Hospital  ignores  all 
physical  signs,  and  says  that  the  only  meth- 
od of  making  a diagnosis  of  peribronchial 
phthisis  is  the  Roentgen  method.  Radiog- 
raphy holds  the  field  alone. 

4.  Gynecologists  are  not  yet  fully  agreed 
as  to  the  best  method  of  handling  ruptured 
ectopic  pregnancy.  With  a patient  in  shock 
and  a bleeding  vessel,  forty  or  fifty  per  cent 
of  the  cases  operated  succumb.  To  defer 
the  operation  until  shock  has  in  a measure 
passed  away,  say  from  ten  to  eighteen  days 
after  the  rupture,  has  proven  in  many  cases 
to  be  the  safer  procedure. 

5.  With  the  general  advance  in  the  price 
of  commodities  the  physicians’  charges  have 
not  kept  pace. 

6.  A hospital  campaign  is  on  at  Spencer 
and  the  citizens  of  the  community  are  rais- 
ing the  sum  of  $5,000  by  popular  subscrip- 
tion. 

7.  The  nursing  requirement  is  probably 
sufficiently  high  for  the  present  time,  but 
the  time  will  surely  come  when  high  school 
graduates  only  will  enter  a profession  which 
so  vitally  concerns  humanity. 

Nebraska  State  Medical  Journal 
February,  1917. 


Activity  and  Hepatitis  — D.  M.  Krikler  (24 

A Lyndale  Ave,  London)  and  B.  Zilberg. 

Lancet  2:1046-1047  (Nov.  12)  1966. 

Five  patients  with  fulminant  hepatitis  had 
all  undertaken  vigorous  physical  activity 
during  the  early  stages  of  the  illness.  Exer- 
cise may  have  made  mild  attacks  severe, 
and  strenuous  exertion  should  be  avoided 
when  early  hepatitis  is  suspected. 


February,  1967 
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COMMENTS  FROM  YOUR  PRESIDENT 


With  the  legislature  in  session  now  many 
important  pieces  of  legislation  will  be  com- 
ing up.  ]\Iuch  of  this  will  be  related  to 
health  issues  and  the  practice  of  medicine. 
It  certainly  is  important  that  we  keep  our- 
selves informed  of  what  is  going  on.  Through 
the  headquarters  of  the  Nebraska  State 
Medical  Association  all  of  the  legislative 
bills  will  be  sorted,  and  those  that  are  of 
significance  to  the  medical  profession  in  Ne- 
braska wdll  be  analyzed,  and  brought  to  your 
attention  in  the  Bulletin  each  month.  So  it 
is  good  for  us  to  keep  our  eyes  open  and 
peruse  this  Bulletin  as  it  comes  to  our  offices. 

Probably  the  most  important  single  thing 
that  physicians  can  do  in  this  respect  is  to 
become  acquainted  with  their  legislators  in 
their  respective  districts.  Please  contact 
them  and  let  the  legislators  know  that  we 
are  interested  in  what  they  are  doing  and 
how  they  are  doing  it.  We  should  let  them 
know  w’hat  our  views  are  on  certain  issues, 
and  I know  for  the  most  part,  many  of  them 
will  listen  with  open  minds,  and  will  respect 
the  physician’s  opinion  in  their  district. 
Many  of  these  senators  are  new  in  the  legis- 
lature and  want  help  from  their  constitu- 
ents. Physicians,  through  their  education 
and  training  are  thought  of  as  being  more 
knowledgeable,  particularly,  regarding  health 
issues,  and  the  senators  will  be  glad  to  have 
our  opinion. 

The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  will  be  meeting 
in  Kearney  on  February  18th  and  19th  at 
the  Holiday  Inn.  If  you  have  any  problems 
in  your  own  local  society,  be  sure  to  refer 
them  to  your  delegate,  or  to  your  councilor 
for  his  consideration,  to  be  brought  up  at 
the  Mid-Winter  Session.  We  all  know  that 
there  are  various  areas  that  have  problems, 
some  of  them  are  quite  serious,  and  these 
can  be  brought  out  in  the  open  and  analyzed 
by  our  House  of  Delegates. 

At  this  time,  the  Policy  Committee  will 
also  be  present  to  discuss  problems  and 
situations  that  are  present  in  some  local- 
ities. 


February  is  always  a big  month  for  the 
voluntary  health  organizations.  This  is  the 
month  in  which  most  of  them  are  having 
or  are  formulating  their  drives  for  funds. 
Physicians  have  always  been  the  backbone 
of  these  voluntary  health  agencies.  Many 
members  of  our  society  spend  many  hours 
in  implementation  of  policies  for  these  vari- 
ous agencies.  Moreover  with  the  recent 
election  proving  that  the  people  want  less 
government  interference  in  medicine,  the 
voluntary  health  agencies,  through  their 
public  and  professional  education  programs 
can  be  a factor  in  preventing  the  government 
from  moving  in  and  taking  over  certain  seg- 
ments of  medicine.  So,  it  is  important  that 
we  further  strengthen  and  support  these 
agencies  to  keep  the  practice  of  medicine, 
as  well  as  the  research  and  education  pro- 
grams in  medicine,  in  the  hands  of  our  own 
physicians. 

Physicians  by  their  knowledge  and  leader- 
ship should  support  the  voluntary  health 
organizations  of  their  choice,  and  should  en- 
courage their  patients  to  do  the  same.  They 
can  do  this  every  day  of  the  year.  There- 
by, they  will  help  make  organized  medicine 
much  stronger. 

D.  A.  Nye,  M.D. 
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Anniversary  Time 

I February  10,  1923. 

[ Roentgen  died. 

' February,  1865. 

I Mendel  read  his  revolutionary  paper  on 

heredity  to  the  Naturforschender  Ver- 
ein. 

February  25,  1906. 

Food  and  Drug  Act  passed. 

While  Making  Rounds 

I I don’t  feel  all  right,  but  I’m  remarkably 
good. 

j This  is  the  left  eye,  right? 

1 Bilateral  rhonchi,  no  rales. 


I All  About  Us 

I 

Doctor  Donald  J.  Bucholz,  Omaha,  was  re- 
I cently  elected  a member  of  the  Omaha- 
I Douglas  County  Health  Board. 

I Doctor  Henry  Lemon,  Omaha,  presented 
I a paper  before  the  Coordinators  of  Cancer 
I Training  in  San  Francisco,  California. 

Doctor  Clyde  L.  Klaeger,  Hastings,  has 
I been  elected  president  of  the  Overland  Trails 
! Council  of  the  Boy  Scouts  of  America. 

Doctor  Norman  G.  Miller,  Omaha,  recent- 
I ly  headed  a discussion  on  the  pathogenesis 
i of  leptospirosis  at  the  Leptospirosis  Research 
j Conference  in  Chicago. 

I Doctor  Pierce  T.  Sloss,  Grand  Island,  has 
i been  named  president-elect  of  the  Hall  Coun- 
I ty  Medical  Society.  Doctor  J.  A.  Proffitt  is 
! the  current  president. 

Doctor  B.  A.  Owen  has  opened  offices  in 
, the  basement  of  the  Rushville  Hospital. 

Doctor  Paul  Maxwell,  Lincoln,  has  been 
installed  president  of  the  Lancaster  County 
Medical  Society.  Doctor  Paul  Goetowski, 
Lincoln,  was  named  president-elect  of  the 
Society. 

Doctor  R.  A.  McShane  has  joined  Doctor 
1 Joe  Saults  in  the  Mullen  Clinic. 


Fred  Nebe,  M.D.,  has  been  elected  vice- 
president  of  the  Omaha-Lincoln  Chapter  of 
the  AMWA  and  will  take  office  in  January, 
1967. 

Raymond  C.  Pogge,  M.D.,  was  named  as 
our  chapter’s  representative  to  the  National 
Board  of  Directors  of  the  American  Medical 
Writer’s  Association.  His  term  of  office  is 
for  one  year. 

Keith  W.  Sehnert,  M.D.,  was  made  a Fel- 
low in  the  AMWA  at  their  annual  meeting  in 
New  York.  A presentation  was  made  to 
Dr.  Sehnert  by  Dr.  Pogge,  on  behalf  of  the 
national  organization,  for  Dr.  Sehnert’s  con- 
tribution to  medical  writing  and  medical 
communication. 

The  annual  Distinguished  Medical  Writer’s 
Banquet  will  be  held  in  January  or  February, 
and  the  date  will  be  announced  as  soon  as 
arrangements  have  been  completed.  This 
meeting  will  be  held  in  Lincoln.  At  this 
time  we  plan  to  inaugurate  the  “Cole  Sys- 
tem.” 


Scene 


1.  Medicare — 

At  a cost  of  nearly  $1  billion,  more  than 
six  million  older  persons  got  hospital  and 
medical  benefits  during  the  first  six  months 
of  the  medicare  program. 

Social  Security  Commissioner  Robert  M. 
Ball  expressed  satisfaction  with  the  overall 
operations  so  far  of  the  health  insurance 
program  for  the  elderly.  But  Ball  warned 
of  bed  shortages  in  the  nation’s  capital,  in 
various  New  England  states,  and  in  most 
rural  areas  when  a new  medicare  benefit  of 
nursing  home  care  went  into  effect  Jan.  1. 
He  estimated  that  from  50,000  to  60,000  beds 
would  be  needed  for  extended  care  in  nurs- 
ing homes. 

The  Commissioner  recommended  a number 
of  changes  in  the  program: 

— He  urged  that  medicare  benefits,  which 
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apply  to  persons  65  or  older,  be  extended  to 
1.3  million  disabled  persons. 

— He  said  the  major  improvement  needed 
in  the  Social  Security  program  is  an  “across- 
the-board”  increase  in  benefits.  Over-all 
benefits  to  be  paid  out  in  1966  will  rise  from 
$21  billion  in  1966  to  $25  billion  in  1967,  he 
noted.  President  Johnson  has  announced  he 
will  seek  a boost  of  about  10  per  cent  in  So- 
cial Security  benefits  in  the  next  Congress. 

Ball’s  report  on  the  first  six  months  of 
medicare  included: 

— About  2.5  million  elderly  persons  re- 
ceived free  hospital  care  and  3.5  million  bene- 
fited from  medical  services. 

— Since  medicare  began  July  1,  1966,  hos- 
pital occupancy  increased  5 per  cent,  as  ex- 
pected. Thirty  per  cent  of  all  hospital  beds 
were  occupied  by  those  65  or  older  at  the 
end  of  1966. 

— About  6,700  hospitals  now  are  partici- 
pating in  medicare.  About  250  hospitals 
w'ere  excluded  because  they  did  not  meet 
minimum  standards,  and  75  hospitals  because 
of  racial  discrimination. 

— Payments  to  doctors  and  skilled  medical 
personnel,  such  as  radiologists,  have  taken 
too  long. 

— Overcrowding  of  hospitals  in  various 
“isolated”  incidents. 

— Almost  all  of  17.5  million  persons  who 
signed  up  for  additional  medical  insurance  at 
a premium  of  $3  maintained  their  pajunents. 

Seventeen  hospitals  in  five  states  declared 
ineligible  for  federal  funds  because  of  fail- 
ure to  comply  with  provisions  of  the  1964 
Civil  Rights  Act  were  granted  public  hear- 
ings by  the  Public  Health  Service  in  Ala- 
bama, Louisiana,  ^Mississippi,  South  Carolina 
and  Texas. 

“Discriminatory  practices  found  at  the 
hospitals  include  the  segregation  of  patients 
. . . an  absence  of  negro  physicians  . . . and 
the  segregation  of  training  facilities,”  a 
PHS  spokesman  said. 

Sen.  George  D.  Aiken,  R.,  Vt.,  proposed 
a nine-point  program  to  liberalize  benefits 


under  the  government’s  medicare  plan  for  \ 
action  by  Congress.  One  would  extend  | 
medicare  drug  coverage  to  prescriptions  for 
old  people  whether  or  not  associated  with 
hospital  confinement.  A similar  plan  was 
included  in  a Senate-passed  tax  bill  last  sum- 
mer but  was  killed  in  a Senate-House  confer- 
ence. Other  Aiken  proposals  would  elim- 
inate deductible  and  co-insurance  features,  i 
waiting  periods  and  enrollment  deadlines  | 
from  the  medicare  plan,  lower  the  65  year  i 
age  requirement  for  women  to  62,  and  per-  i 
mit  payment  of  medical  specialist  fees  cus- 
tomarily provided  by  hospitals. 


2.  Progress  Against  Cancer — 

The  National  Advisory  Cancer  Council  re- 
ported that,  although  cancer  is  still  on  the 
increase,  more  people  are  being  cured  of  it 
than  ever  before. 

The  report-titled  “Progress  Against  Can- 
cer” — shows  that  30  years  ago  there  were 
144,774  cancer  deaths  in  the  United  States, 
a crude  rate  of  112.4  per  100,000  of  the 
population.  In  1967  an  estimated  305,000 
deaths  will  occur,  bringing  the  rate  up  to 
153  per  100,000,  according  to  the  report. 
On  the  other  hand,  there  has  been  an  im- 
provement in  the  cure  rate.  In  1937,  less 
than  one  in  five  cancer  patients  survived 
five  years  without  evidence  of  disease,  but 
currently  about  35  per  cent,  or  better  than 
one  in  three  are  saved.  There  is  good 
reason  to  believe,  the  report  states,  that 
this  favorable  trend  will  continue. 

Intensive  study  of  six  types  of  cancer  is 
recommended : 

Cancer  of  the  breast,  which  has  shown  lit- 
tle improvement  in  incidence  or  mortality 
for  about  30  years;  the  lymphomas,  one  of 
which,  Hodgkin’s  disease,  has  been  cured  in 
40  per  cent  of  cases  in  a localized  stage; 
chronic  leukemia  and  multiple  myeloma,  for 
which  drug  treatment  should  be  greatly  im- 
proved; lung  cancer,  which  continues  to  in- 
crease, particularly  in  both  men  and  women 
smokers ; and  uterine  cancer,  which  has  been 
significantly  reduced  and  might  be  almost 
totally  eradicated  by  early  detection  with 
the  “Pap”  smear. 
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3.  Drujf  Research — 

Expenditures  on  prescription  drug  re- 
search and  development  reached  a new  high, 
but  fewer  new  products  actually  reached  the 
market  in  1966  than  during  any  single  year 
on  record. 

C.  Joseph  Stetler,  president  of  the  Phar- 
maceutical Manufacturers  Association,  said 
that  the  situation  was  attributable  to  several 
factors,  including  difficulties  encountered 
under  federal  drug  regulations.  He  said  that 
the  1962  federal  drug  amendments  had 
necessitated  increasingly  lengthy,  costly  pe- 
riods for  manufacturers  to  develop  technical 
information  required  by  the  government. 
Stetler  added  that  more  time  also  has  been 
required  by  the  Food  and  Drug  Administra- 
tion for  processing  applications. 

Total  research  and  development  expendi- 
tures during  1966  were  estimated  by  Stetler 
at  about  $400  million.  He  said  that  only 
11  basic  new  products  had  been  marketed 
in  the  year,  compared  with  23  in  1965,  17 
in  1964,  18  in  1963,  28  in  1962,  and  41  in 
1961.  The  peak  year  was  1959  when  63 
new  products  were  introduced. 

A PMA  survey  shows  that  a principal 
focus  of  the  million-dollar-a-day  search  by 
industry  for  new  pharmaceuticals  is  on 
drugs  acting  on  the  central  nervous  system 
and  sense  organs.  These  include  sedatives, 
stimulants,  tranquilizers  and  analgesics. 

Stetler  said  that  such  drugs  accounted  for 
$37.1  million  or  19  per  cent  of  the  $194.7 
million  spent  in  1965  on  applied  research  and 
development  by  42  of  the  nation’s  largest 
prescription  drug  firms. 


Quote  Unquote 

Medicine,  the  only  profession  that  labours 
incessantly  to  destroy  the  reason  for  its  ex- 
istence. 

James  Bryce. 

Who  shall  decide  when  doctors  disagree? 

Pope. 

I was  satisfied  to  be  able  to  answer 
promptly,  and  I did.  I said  I didn’t  know. 

Mark  Twain. 


Controlled  Study  of  lodotherapy  for  Child- 
hood Asthma  — C.  J.  Falliers  et  al  (Chil- 
dren’s Asthma  Research  Institute  and 
Hosp,  Denver).  J Allerg  38:181-190 
(Sept.)  1966. 

Two  doses  of  potassium  iodide  (KI)  and 
an  identical  placebo  tablet  were  given  three 
times  daily  by  mouth  to  52  children  with 
intractable  asthma,  ranging  from  8 to  16 
years  of  age.  Examination  of  the  results  of 
individual  responses,  and  the  use  of  “im- 
provement” and  “condition”  scores  indicated 
that  in  the  population  as  a whole  asthmatic 
symptoms  were  improved  by  KI,  particularly 
at  the  high  dose  level.  There  was,  however, 
considerable  variability  in  the  responses  ob- 
served in  individual  children.  It  is  esti- 
mated that  asthma  improved  significantly 
in  18%  and  moderately  in  another  46%. 
The  remaining  36%  did  not  seem  to  be  in- 
fluenced by  KI  with  respect  to  symptoms 
of  asthma.  While  the  mechanisms  of  action 
of  KI  in  asthma  remain  unclear,  the  evidence 
presented  here  indicates  that  300  mg  three 
times  a day  is  a tolerable  and  effective 
dose  for  many  children. 


Value  of  Mephenesin  Carbamate  in  the  Con- 
trol of  Pain  in  Patients  with  Tic  Dou- 
loureux — R.  B.  King  (7500  E.  Adams 
St.,  Syracuse,  N.Y.).  J Neurosurg  25:153- 
158  (Aug.)  1966. 

Fifty  - two  patients  with  tic  douloureux 
were  observed  over  a period  of  seven  years. 
All  were  given  mephenesin  carbamate  sus- 
pension to  control  their  pain;  31  patients 
(60%)  have  maintained  a degree  of  com- 
fort which  leads  them  to  avoid  a surgical 
procedure.  Patients  with  a short  history  of 
pain  have  fared  better  than  those  with  long- 
standing pain.  A severe  language  barrier 
or  marked  anxiety  adversely  influence  their 
response  to  this  form  of  long-term  manage- 
ment. If  patients  selected  for  this  form  of 
management  who  have  had  tic  douloureux 
for  less  than  five  years  do  not  manifest  in- 
ordinate anxiety  or  apprehension  and  do  not 
require  an  interpreter  for  communication, 
80%  to  90%  may  achieve  satisfactory  pain 
control  without  surgical  intervention. 
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GENERAL 


Words  We  Can  Do  Without 

1.  Hopefully. 

2.  Detergent. 

3.  Workshop. 

4.  Overview. 

Respiratory  Diseases 

Role  of  a History  of  Persistent  Cough 
In  the  Epidemiology  of  Lung  Cancer 

A history  of  persistent  cough  was  found  to 
be  more  common  in  a group  of  men  with 
lung  cancer  than  among  the  controls.  How- 
ever, because  of  the  correlation  between 
cigarette  smoking  and  lung  cancer,  the 
role  of  cough  independent  of  cigarette 
smoking  could  not  be  evaluated. 

A history  of  persistent  long-term  cough  is  a com- 
mon finding  among  patients  with  cancer  of  the 
lung.  It  is,  therefore,  of  intei-est  from  both  epi- 
demiologic and  diagnostic  points  of  view  to  know 
whether  such  cough  can  affect  the  development  of 
lung  cancer. 

The  present  study  was  carried  out  at  the  Me- 
morial and  James  Ewing  Hospitals  in  New  York 
City.  Interviews  were  held  with  150  men  with 
squamous  or  oat  cell  lung  cancer  and  also  with 
300  men  of  comparable  age  without  cancer  of  the 
respiratory  tract,  genitourinary  cancer,  or  cancer 
of  the  upper  alimentary  tract,  who  serv’ed  as  con- 
trols. All  the  patients  were  consecutive  hospital 
admissions. 

In  addition  to  the  usual  background  questions, 
the  patient  was  asked  whether  he  coughed  and 
produced  phlegm.  A “cougher”  was  defined  as 
one  who  had  coughed  on  most  days  of  the  year  for 
at  least  a year.  Questions  concerning  previous  his- 
tory of  cigarette  smoking  were  also  asked.  The 
median  age  of  the  study  group  and  controls  was  in 
the  60-to-69-year  period. 

A history  of  persistent  cough  was  found  to  be 
significantly  more  common  in  the  group  with  lung 
cancer  than  in  the  control  group,  69  per  cent  of 
the  lung  cancer  patients  giving  a long-term  his- 
tory of  persistent  cough  and  45  per  cent  of  the 
control  group.  The  majoidty  of  the  coughers  in 
both  groups  brought  up  phlegm  in  the  morning. 

Cigarette  Smoking 

As  for  smoking,  all  those  with  lung  cancer  were 
smokers,  whereas  14  per  cent  of  the  control  group 
had  never  smoked.  Of  the  smokers,  97  per  cent  of 
those  with  lung  cancer  were  cigarette  smokers  com- 
pared with  69  per  cent  of  the  control  group.  Fifty- 
five  per  cent  of  the  patients  with  lung  cancer 
smoked  30  or  more  cigarettes  a day  compared  with 
22  per  cent  of  the  controls. 

Patients  with  lung  cancer  had  a somewhat  greater 
tendency  to  cough  than  did  the  controls.  Among 
those  smoking  20  to  29  cigarettes  a day,  the  pa- 
tients with  lung  cancer  had  a significantly  greater 


histoi-y  of  cough  than  the  controls  did.  The  dif- 
ference in  cough  in  those  who  smoked  less  was  not 
significant. 

Since  the  number  of  cigarettes  smoked  is  not 
the  sole  indicator  of  the  smoke  exposure  of  a 
given  smoker,  several  other  factors  were  considered. 
One  of  these  was  the  duration  of  smoking.  Sixty- 
four  per  cent  of  the  patients  with  lung  cancer  had 
smoked  for  more  than  40  years  compared  with  42 
per  cent  among  the  control  group. 

Another  factor  considered  was  the  length  of 
cigarette  smoked.  Of  the  patients  who  smoked 

20  to  29  cigarettes  a day,  86  per  cent  in  the  cancer 
group  and  77  per  cent  of  the  controls  smoked  from 
three  fourths  of  the  length  to  the  end  of  the  cig- 
arette. Of  those  who  smoked  30  or  more  cigarettes 
a day,  82  per  cent  in  the  cancer  group  and  71  per 
cent  of  the  controls  smoked  at  least  three  fourths 
of  the  cigarette.  The  differences,  though  not  large 
enough  to  be  significant,  were  consistent. 

There  were  no  significant  differences  in  claimed 
inhalation  between  the  study  and  control  groups 
among  those  who  smoked  20  or  more  cigarettes  per 
day.  All  14  patients  with  lung  cancer  who  smoked 
less  than  20  cigarettes  per  day  stated  that  they 
inhaled,  whereas  in  the  comparable  control  study, 

21  per  cent  stated  that  they  did  not  inhale.  In 
the  number  of  cigarettes  smoked  in  the  20-to-29 
categoi’y,  24  per  cent  of  the  cancer  patients  smoked 
25  to  29  cigarettes  a day  compared  with  16  per 
cent  of  the  controls. 

Duration  of  Smoking 

In  the  20-to-29  cigarettes-a-day  category,  pa- 
tients with  lung  cancer  had  smoked  for  a longer 
period  of  time,  smoked  their  cigarettes  to  a shorter 
butt  length,  and  smoked  more  cigarettes  within  the 
category  than  the  controls.  In  addition,  a larger 
percentage  of  the  “light”  smokers  in  the  cancer 
group  (those  smoking  less  than  20  cigarettes  a 
day)  inhaled.  These  factors  contribute  to  a greater 
intensity  of  cigarette  smoking  in  the  cancer  group 
as  compared  with  the  control  group.  Whereas  some 
of  these  differences  are  not  significant,  since  the 
numbers  involved  are  small,  there  appears  to  be  a 
definite  and  consistent  trend. 

A significant  difference  was  found  in  the  history 
of  persistent  cough  between  lung  cancer  and  con- 
trol patients,  a finding  based  on  smokers  who  said 
they  smoked  less  than  30  cigarettes  a day.  If  cough, 
independent  of  cigarette  smoking  intensity,  increases 
the  risk  of  lung  cancer  in  a cigarette  smoker,  it 
might  be  assumed  that  persistent  cough  would  have 
been  reported  more  frequently  among  the  patients 
with  lung  cancer  smoking  30  or  more  cigarettes 
a day  than  among  the  control  group.  However, 
no  differences  in  terms  of  long-term  cough  were 
found. 

Of  epidemiologic  interest  is  the  finding  that 
simple  chronic  bronchitis  (or  long-term  persistent 
cough)  among  English  smokers  is  not  greater  than 
among  American  smokers,  and  yet  the  incidence 
of  lung  cancer  is  much  higher  in  Britain.  This 
does  not  exclude  the  possibility  that  chronic  bron- 
chitis with  recurring  infections,  a condition  more 
common  in  Britain  than  in  America,  may  con- 
tribute to  lung  cancer. 
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The  question  arises  whether  the  pathologic 
changes  associated  with  persistent  cough  (simple 
chronic  bronchitis)  might  enhance,  by  some  spe- 
cific biochemical  process,  respiratory  carcinogene- 
sis. Since  studies  of  ex-smokers  have  indicated  that 
persistent  cough  disappears  rapidly  upon  cessation 
of  smoking,  it  would  seem  that  at  least  some  of 
the  pathologic  alterations  leading  to  such  cough  are 
reversible. 

This  consideration  does  not  exclude  the  possibil- 
ity that  persistent  long-term  cough,  although  not 
etiologically  related  directly  to  lung  cancer,  could 
indicate  that  an  individual  whose  respiratory  epi- 
thelium has  been  altered  enough  to  lead  to  cough 
may  be  more  susceptible  to  the  carcinogenic  effects 
of  cigarette  smoke  in  the  biochemically  increased 
absorption  in  relation  of  certain  smoke  components. 

In  view  of  various  epidemiologic  considerations, 
evaluated  for  consistency  and  biologic  meaningful- 
ness, it  appears  that  long-term  persistent  cough  or 
simple  chronic  bronchitis  has  not  been  established 
as  increasing  an  individual’s  risk  of  lung  cancer, 
independent  of  cigarette  smoking. 

— Ernest  L.  Wynder,  M.D.,  and  E.  Payson  Fairchild,  Jr., 
American  Review  of  Respiratory  Disease.  November,  1966. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
February  4 — Scottsbluff,  St.  Mary’s  Hos- 
pital 

February  18  — Grand  Island,  St.  Francis 
Hospital 

March  4 — Ainsworth,  Elementary  Grade 
School 

March  18  — Broken  Bow,  Elks  Club 

CHILDREN’S  HOSPITAL,  DENVER  — will 
sponsor  a series  of  in-depth  seminars  on 
the  newborn  at  the  Aspen  Institute  for 
Humanistic  Studies  on  February  5,  6,  and 
7,  1967.  Participants  will  include  Heinz 
Eichenwald,  M.D.,  University  of  Texas; 
George  Kerr,  M.D.,  University  of  Wiscon- 
sin; Lula  Lubchenco,  M.D.,  University  of 
Colorado;  Jerold  Lucey,  M.D.,  University 
of  Vermont,  and  Robert  Usher,  M.D.,  Royal 
Victoria  Hospital,  Montreal.  Registration 
limited.  Fee  $10.00.  Write:  Joseph 

Butterfield,  M.D.,  Children’s  Hospital.  19th 
Avenue  at  Downing,  Denver,  Colorado 
80218. 

AMERICAN  CANCER  SOCIETY  — Colo- 
rado Division’s  First  Annual  Midwinter 
Career  Seminar;  Lodge  At  Vail,  Vail,  Colo- 
rado; February  10-12,  1967  (American 


Cancer  Society,  Colorado  Division,  1764 
Gilpin  Street,  Denver,  Colorado). 

AMERICAN  COLLEGE  OF  CARDIOLOGY 
— 16th  annual  session,  February  15-19, 
1967,  Washington  Hilton  Hotel,  Washing- 
ton, D.  C.  Write  to:  William  D.  Nelligan, 
Executive  Director,  American  College  of 
Cardiology,  9650  Rockville  Pike,  Washing- 
ton, D.  C.  20014. 

EMANUEL  FRIEDMAN  LECTURE  — Ed- 
ward A.  Mortimer,  M.D.,  Professor  of  Pedi- 
atrics at  the  University  of  New  Mexico, 
will  give  the  Emanuel  Friedman  Lecture 
at  Children’s  Hospital,  Denver  on  February 
16,  1967.  The  lecture  memorializes  a pio- 
neer pediatrician  in  Colorado  and  is  part 
of  a two-day  program  which  will  be  focused 
on  “Infection,  1967.’’  For  further  infor- 
mation write:  Joseph  Butterfield,  M.D., 

Children’s  Hospital,  19th  Avenue  at  Down- 
ing, Denver,  Colorado  80218. 

MID -WINTER  MEETING,  BOARD  OF 
GOUNCILORS  — February  17,  1967,  9:30 
a.m..  Holiday  Inn,  Kearney,  Nebraska. 

MID -WINTER  MEETING,  HOUSE  OF 
DELEGATES  — February  18,  19,  1967, 
9:30  a.m..  Holiday  Inn,  Kearney,  Nebraska. 

THE  REGIONAL  MEETING  OF  THE 
AMERIGAN  COLLEGE  OF  PHYSICIANS 
— Will  be  held  at  the  Blackstone  Hotel  on 
Saturday  afternoon,  February  25,  1967. 

DISTINGUISHED  MEDICAL  WRITERS’ 
BANQUET  (Third  Annual)  — Saturday, 
February  25,  1967,  Georgian  and  Lancast- 
er Rooms,  Cornhusker  Hotel,  Lincoln,  Ne- 
braska; social  hour  at  6:30,  address  at 
7:15,  dinner  at  8:00  (they’re  going  to  try 
the  Cole  system) ; spouses  are  invited, 
too. 

COLORADO  WINTER  CLINICS:  — Brown 
Palace  Hotel,  Denver,  Colorado,  February 
28-March  3,  1967 ; ski,  too.  Write  to:  Colo- 
rado Medical  Society,  1809  East  18th  Ave- 
nue, Denver,  Colorado  80218. 
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NATIONAL  MEDICOLEGAL  SYMPOSIUM 
— Jointly  sponsored  by  the  AMA  and  the 
American  Bar  Association,  at  the  Fontaine- 
bleau Hotel  in  Miami  Beach,  March  9-11, 
1967.  Write  to:  Law  Division,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

RURAL  HEALTH  — 20th  National  Confer- 
ence; March  10-11,  1967;  Charlotte,  North 
Carolina.  Write  to  AMA  Council  on  Rural 
Health,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

NINETEENTH  ANNUAL  MIDWEST  CAN- 
CER CONFERENCE  — March  31  and 
April  1,  1967,  at  the  Lassen  Hotel  in  Wich- 
ita, Kansas.  The  conference  theme  is 
“Cancer  in  children”;  no  registration  fee, 
no  advance  registration  necessary,  AAGP 
credit  allowed.  Write  to : American  Cancer 
Society,  Kansas  Division,  Inc.,  824  Tyler 
Street,  Topeka,  Kansas  66612. 

NATIONAL  METHODIST  CONVOCATION 
ON  MEDICINE  AND  THEOLOGY— April 
5,  6,  and  7,  1967 ; Rochester,  Minnesota. 
Write  to:  National  Methodist  Convoca- 

tion, P.  0.  Box  102;  Rochester,  Minnesota 
55901. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY,  Postgraduate  Course  — April 
10  through  22,  1967,  Chicago,  Illinois. 
Write  to:  Department  of  Otolaryngology, 
College  of  Medicine  of  the  University  of 
Illinois  at  the  Medical  Center,  P.  0.  Box 
6998,  Chicago,  Illinois  60680. 

Report  of  the  Delegate  to  the 
A.M.A.  on  the  20th  Clinical 
Convention 

November  27-30,  1966,  in  Las  Vegas,  Nevada 

The  meetings  of  the  Scientific  Assembly  were 
held  at  the  Las  Vegas  Convention  Center.  The  Sci- 
entific program  was  highlighted  by  four  breakfast 
roundtables,  postgraduate  courses,  three  clinical 
workshops,  lectures,  panels,  symposia,  colored  tele- 
vision, and  motion  pictures.  All  of  the  registration 
courses  were  oversubscribed. 


The  headquarters  of  the  House  of  Delegates  was 
at  the  Dunes  Hotel  and  the  co-headquarters  at  the 
nearby  Caesar’s  Palace.  The  House  of  Delegates 
convened  at  9:00  a.m.  on  Monday,  November  28, 
and  adjourned  on  the  afternoon  of  Wednesday,  No- 
vember 30. 

Arrangements  for  the  House  of  Delegates  were 
not  good.  All  of  the  reports  and  resolutions  were 
not  available  until  the  morning  of  November  28, 
following  which  the  House  went  into  session  in 
order  to  receive  these  reports  and  resolutions.  The 
Reference  Committees  convened  at  2:00  the  same 
day,  some  of  which  held  hearings  in  the  Dunes 
Hotel  and  some  in  Caesar’s  Palace  approximately 
two  blocks  away.  It  was  a physical  impossibility 
to  study  thoroughly  all  these  reports  and  resolutions, 
and  it  was  likewise  impossible  to  attend  the  Refer- 
ence Committees  of  one’s  choice. 

The  following  is  a summary  of  the  actions  taken 
by  the  House  of  Delegates. 

PRESIDENT’S  ADDRESS.  The  House  received 
President  Hudson’s  remarks.  He  emphasized  the 
need  for  organized  medicine  at  all  levels  to  launch 
a continuing  program  under  private  auspices  to  im- 
prove health  care  services  and  establish  new  seiwices 
where  they  do  not  exist.  He  stated,  “It  is  among 
the  needy  and  formerly  idigent  that  I feel  we  must 
show  interest,  initiative,  and  enterprise.” 

HOUSE  RESTRICTED  TO  250.  An  amendment 
to  the  by-laws  restricts  the  membership  of  the 
House  of  Delegates  to  250,  and  the  newly  estab- 
lished ratio  of  representation  is  one  delegate  for 
each  1250  physicians  in  the  state.  No  state  will 
lose  any  of  its  present  representation. 

SPECIAL  SESSION.  The  by  laws  were  amended 
to  require  25  members  of  the  House  acting  for 
and  in  the  name  of  not  less  than  one  third  of  the 
state  associations  in  order  to  call  a Special  Session 
of  the  House  of  Delegates. 

LABORATORY  SERVICES.  Reports  of  the  Ju- 
dicial Council  on  utilization  of  services  of  labora- 
tories owned  and  operated  by  nonphysicians  urged 
that  physicians  should  not  utilize  the  services  of  any 
laboratory  unless  he  has  the  utmost  confidence  in 
the  quality  of  its  services. 

UNETHICAL  DEFINED.  In  another  repor-t  the 
Judicial  Council  stated,  “Unethical  conduct  involv- 
ing moral  principles,  values  and  duties,  calls  for 
disciplinary  action  such  as  censure,  suspension,  or 
expulsion  from  medical  society  membership.”  Your 
delegate  objected  to  this  definition  on  the  grounds 
that  the  terms  are  much  harsher  than  are  used  in  the 
code  of  ethics  of  the  AMA  and  that  the  definition 
of  “moral  principles,”  “values  and  duties,”  are  sub- 
ject to  a wide  variation. 

AMA  PAST  PRESIDENTS.  Resolution  No.  19 
from  Florida  calling  for  the  admission  of  past 
presidents  of  the  AMA  to  the  House  of  Delegates 
with  the  privilege  of  voice  and  vote  was  not  ap- 
proved. 

ELECTION,  TRUSTEES.  Two  resolutions  calling 
for  candidates  for  vacancies  on  the  Board  of  Trust- 
ees running  at  large  were  defeated. 

ACCREDITATION,  HEALTH  INSURANCE. 
The  Council  on  Medical  Services  presented  a lengthy 
report  on  the  subject  of  a proposed  joint  commis- 
sion for  accreditation  of  voluntary  health  insurance 
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: plans.  The  report  recommended  further  study,  and 

1 the  House  asked  that  the  Council  render  another 
I report  at  the  annual  convention  in  1967. 

! REVIEW  COMMITTEE.  Reaffirmation  of  the 
1 guidelines  relating  to  the  functions  of  medical  so- 
ciety review  committees  as  published  in  JAMA 
in  November  29,  1965,  as  well  as  endorsement  of 
additional  principles  recommended  at  this  conven- 
tion, were  given  to  the  report  of  the  Council  on 
! Medical  Services.  One  of  these  principles  stated, 

I “Medical  societies  should  establish  and  support  pro- 
i fessional  optimal  function.”  These  review  com- 
I mittees  should  be  concerned  with  charges,  effective 
use  of  hospitals,  and  the  necessity  of  the  services 
. rendered.  The  House  instructed  the  AMA  staff  to 
disseminate  to  all  state  and  local  medical  societies 
I material  which  would  be  helpful  in  preparing  review 
procedures. 

I OATH  OF  COMPLIANCE.  A Trustees  report 
I pointed  out  that  an  oath  of  compliance  from  indi- 
■ vidual  physicians  under  the  provisions  of  the  civil 
! rights  act  of  1964  is  not  specifically  required  by  the 
I Department  of  HEW.  This  is  a matter  for  deter- 
I mination  in  the  individual  states  and  not  required 
I by  federal  statute  or  regulation. 

REIMBURSEMENT,  TITLE  19.  There  were  six 
' resolutions  which  concerned  reimbursement  under 
I Title  19.  These  elicited  a great  deal  of  discussion. 

I The  Reference  Committee  was  informed  that  the 
i Council  on  Legislative  Activities  of  the  AMA  has 
I recently  recommended  that  Title  19  be  amended  to 
I permit  reimbursement  to  the  patient  for  payments 
I made  to  his  physician.  The  Reference  Committee 
I proposed  a substitute  resolution  in  lieu  of  the 
I six  different  resolutions  which  had  been  submitted 
I as  follows:  “Resolved,  That  the  American  Medical 

I Association  strongly  support  amendment  of  the 
i Social  Security  Act  including  Title  19  to  permit 
I payment  without  assignment  for  medical  care  made 
by  the  patient”  (sic).  In  other  words,  the  House 
I endorsed  reimbursement  from  the  government  in  a 
I manner  similar  to  those  recipients  under  Title  18. 

TERMINOLOGY.  The  House  took  note  of  the 
' first  edition  of  the  American  Medical  Association’s 
CURRENT  PROCEDURAL  TERMINOLOGY. 

I REIMBURSEMENT  ON  STATEMENT.  There 

, was  reaffirmation  of  a previous  action  by  the  House 
1 recommending  that  Public  Law  89-97  under  Title 
j 18  be  amended  in  order  to  allow  for  payment  to  the 
I patient  by  government  on  the  basis  of  a valid  state- 
ment of  services  rather  than  a receipted  bill. 

‘ BILLING,  PROFESSIONAL  SERVICE.  A com- 

' prehensive  resolution  introduced  by  the  Ohio  dele- 
I gation  on  the  subject  of  billing  for  professional 
services  was  sympathetically  received  but  referred 
to  the  Council  on  Medical  Seiwices  for  further  study 
and  clarification  as  well  as  recommendation.  This 
resolution  reiterated  the  action  of  the  House  at  its 
October,  1965,  meeting  calling  for  hospital-based 
specialists  to  bill  and  collect  for  their  services  in 
the  same  manner  as  other  physicians;  in  other 
words,  the  fees  for  these  specialists’  services  should 
not  be  merged  with  hospital  charges. 

“USUAL,”  “CUSTOMARY,”  “REASONABLE.” 
There  were  four  resolutions  from  state  societies  as 
well  as  a report  of  the  Council  on  Medical  Sei-vices 
which  dealt  with  the  matter  of  definition  for  “usual,” 
“customary,”  “reasonable,”  and  “prevailing”  fees. 


None  of  these  was  adopted  except  Resolution  No.  36 
from  the  Ohio  delegation,  the  resolve  which  read 
as  follows:  “That  the  definitions  of  the  words 

‘usual,’  ‘customary,’  and  ‘reasonable’  be  considered, 
within  the  fundamental  framework  of  individual 
determination,  the  responsibility  of  the  constituent 
state  medical  societies  with  the  understanding  that 
the  advice  and  counsel  of  the  AMA  be  made  avail- 
able to  those  states  requesting  such  assistance.” 

UTILIZATION  COMMITTEES,  IMMUNITY.  The 
House  adopted  a resolution  on  the  subject  of  legal 
immunity  for  members  of  the  Utilization  Review 
Committee  as  follows:  “Resolved,  That  the  state 

medical  societies  be  urged  to  seek  the  passage  of 
state  legislation  which  would  provide  a physician  who 
serves  on  a Utilization  Review  Committee  im- 
munity from  litigation  arising  from  the  actions  of 
the  committee;  and  that  the  AMA’s  staff  provide 
state  societies  with  requested  technical  assistance.” 

IMPROVE  HEALTH  LAWS.  Another  resolution 
which  had  to  do  with  Public  Law  89-97  was  adopted 
in  a modified  form,  the  result  of  which  read: 
“Resolved,  That  the  American  Medical  Association 
continue  to  promote  constructive  legislation  impi’ov- 
ing  existing  governmental  health  plans  and  con- 
tinue to  offer  such  constructive  advice.” 

DEFERRED  EARNINGS,  PHYSICIANS.  The 
AMA  Board  of  Trustees  was  instructed  to  pursue 
ways  by  which  self-employed  physicians  may  have 
an  opportunity  for  deferring  current  earnings  com- 
parable to  opportunities  presently  enjoyed  by  em- 
ployed individuals. 

CHIROPRACTIC.  The  House  adopted  a statement 
of  policy  presented  by  the  Board  of  Trustees  on 
chiropractic.  The  first  sentence  of  this  statement 
reads:  “It  is  the  position  of  the  medical  profession 
that  chiropractic  is  an  unscientific  cult  whose  prac- 
titioners lack  the  necessary  training  and  back- 
ground to  diagnose  and  treat  human  diseases.” 

CONTINUING  EDUCATION.  A lengthy  report 
of  the  Board  of  Trustees  on  continuing  education 
was  extensively  reviewed  by  the  Reference  Com- 
mittee and  the  basic  principles  endorsed  by  the 
House.  The  House  was  informed  that  the  Board 
of  Trustees  will  soon  appoint  a seven  member  com- 
mittee on  continuing  medical  education.  The 
House  warned  that  in  the  implementation  of  this 
committee  important  lines  of  authority  be  clearly 
defined  and  that  the  Board  consult  with  the  Coun- 
cil on  Medical  Education  in  order  to  avoid  duplica- 
tion of  responsibilities. 

PAYMENT,  PROFESSIONAL  SERVICES.  The 
House  adopted  a policy  statement  regarding  pay- 
ment for  professional  medical  services  which  was 
submitted  by  the  Board  of  Trustees.  Some  of  the 
major  policy  statements  in  this  report  were  as  fol- 
lows: “It  is  proper  for  a physician  who  provides 

personal  supervision  and  direction  for  a physician 
in  training  to  charge  for  the  professional  medical 
services  rendered.”  “Physicians  in  hospitals  may 
establish  special  medical  funds  wholly  under  their 
own  control  which  they  may  support  as  they  see 
fit  and  disperse  as  they  may  agree.”  “Fees  for 
professional  medical  services  are  properly  paid 
only  to  the  responsible  physicians  and  may  not  be 
appropriated  by  any  other  person  or  agency.”  “The 
physician  is  the  sole  arbiter  as  to  the  ways  in 
which  he  may  dispose  of  professional  income  with- 
out duress  consistent  with  the  laws  of  the  land 
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and  the  Principles  of  Medical  Ethics  of  this  Asso- 
ciation.” Every  member  of  the  association  should 
read  this  entire  report. 

REMUNERATION  OF  OFFICERS.  The  Coun- 
cil on  Medical  Education  and  the  Council  on  Medical 
Services  issued  a joint  report  on  remuneration  of 
house  officers.  The  report  was  adopted  and  should 
be  studied  by  all  institutions  engaged  in  graduate 
education.  In  addition,  the  Council  on  Medical 
Sei-vices  was  instructed  to  draft  and  submit  to  the 
House  at  a later  date  guidelines  to  assist  medical 
staffs  in  dealing  with  the  problem  of  disposition 
of  fees  for  professional  seiwices  by  house  officers 
and  other  salaried  physicians. 

TRAINING  OF  FAMILY  PRACTITIONERS. 
The  report  of  the  Ad  Hoc  Committee  on  Education 
for  Family  Practice,  written  by  representatives 
from  the  Council  on  Medical  Education,  the  Amer- 
ican Academy  of  General  Practice,  the  Section  of 
General  Practice,  and  the  Association  of  American 
Medical  Colleges,  was  submitted  to  the  House  by 
the  Council  on  Medical  Education.  The  Council 
recommended  that  Chapter  6,  namely  the  summary 
and  recommendation,  be  endorsed  and  that  the  House 
authorize  the  Council  to  develop  and  initiate  plans 
for  the  implementation  of  the  recommendations. 
The  Ad  Hoc  Committee’s  report  was  a lengthy  50- 
page,  single-spaced,  typewritten  report  and  must 
be  studied  in  great  detail  by  those  who  have  an  in- 
terest in  the  radical  changes  which  were  recom- 
mended in  the  training  for  the  general  practitioner. 
The  report  attempts  to  define  the  function  of  a 
family  practitioner.  The  salient  features  in  the 
recommended  education  program  are  lengthening 
the  training  period  to  at  least  three  years  and  em- 
phasizing internal  medicine,  pediatrics,  surgical 
emergencies,  psychiatry,  obstetrics  and  gynecology, 
with  elective  training  in  anesthesiology,  radiology, 
or  ophthalmology.  Emphasis  on  community  medi- 
cine, social  and  behavioral  sciences  (such  as  sociol- 
ogy, social  psychology,  and  anthropology),  and  con- 
tinuing medical  education  is  also  recommended. 
Certification  of  the  family  practitioner  as  a special- 
ist similar  to  other  specialists  is  endorsed. 

GRADUATE  EDUCATION,  MILLIS  REPORT. 
The  report  of  the  Citizens  Commission  on  Graduate 
Education  of  Physicians,  August,  1966,  is  common- 
ly refeiTed  to  as  the  Millis  Report.  An  open  hear- 
ing was  held  on  this  report  by  the  Board  of  Trustees, 
but  no  action  was  taken  by  the  House  of  Delegates 
on  the  recommendations  embodied  in  the  Millis  Re- 
port. Your  delegate  spoke  at  length  and  offered 
a critique  at  the  hearing  conducted  by  the  Board 
of  Trustees.  It  was  understandable  that  very  few 
physicians  had  studied  the  Millis  Report.  Its  re?om- 
mendations  are  far  reaching  and  of  great  impor- 
tance; therefore,  it  is  incumbent  upon  all  leaders  in 
medicine,  regardless  of  whether  or  not  they  are 
directly  connected  with  medical  education,  to  crit- 
ically study  this  report  and  transmit  their  views  to 
their  county  and  to  their  state  society.  There  may 
be  a report  before  the  House  of  Delegates  in  June, 
1967. 

CERTIFICATION  AND  RECERTIFICATION. 
There  were  four  resolutions  on  the  subject  of  gov- 
ernmental requirement  of  certification  and  recerti- 
fication under  Public  Law  89-97.  The  House  adopt- 
ed a substitute  resolution  which  embodied  the  sense 
of  these  four  state  resolutions  as  follows:  “Re- 


solved, That  the  AMA  advise  the  Department  of 
HEW  that  the  present  requirements  for  certifica- 
tion and  recertification  have  proven  highly  objec- 
tionable and  unnecessary,  and  do  not  contribute  to 
the  quality  of  medical  care,  etc.” 

LABORATORY  DIRECTOR  AND  JOINT  COM- 
MISSION. There  were  four  resolutions  critical  of 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals for  certifying  hospitals  which  have  nonphysi- 
cian laboratory  directors.  The  House  adopted  an 
amended  resolution  which  stated  that  the  AMA 
had  repeatedly  recognized  that  clinical  pathology 
and  diagnostic  laboratory  seiwices  constitute  the 
practice  of  medicine  and  that  the  AMA  commis- 
sioners to  the  Joint  Commission  on  Accreditation  of 
Hospitals  are  directed  to  express  their  grave  con- 
cern regarding  the  accreditation  of  hospitals  in 
which  laboratories  are  directed  by  nonphysicians. 

DOCTOR  AS  A HOSPITAL  TRUSTEE.  The 
House  adopted  a resolution  recommending  that  each 
hospital  should  have  at  least  one  voting  doctor  of 
medicine  on  its  governing  boai’d. 

PHYSICIAN  - HOSPITAL  CONFLICT.  Resolu- 
tion No.  49  from  the  state  of  Ohio  on  the  subject 
of  infoi-ming  physicians  of  lawful  procedures  to 
protect  their  proper  positions  wuth  hospitals  re- 
ceived a great  deal  of  attention.  The  House  adopt- 
ed an  amended  resolution  which  stated  that  when 
differences  exist  between  physicians  and  the  admin- 
istration, it  is  the  responsibility  of  the  medical 
staff  to  review  the  problem  and  to  use  its  maximum 
influence  in  supporting  and  implementing  the  ma- 
jority opinion  of  the  medical  staff  with  the  highest 
quality  of  medical  care  for  all  hospital  patients 
being  kept  as  a paramount  objective.  The  House 
also  approved  an  amended  resolution  that  when  a 
member  of  the  medical  staff  who  requests  a change 
in  the  method  of  collecting  for  his  professional 
services  is  opposed  by  the  hospital  administration, 
he  should  be  given  the  support  of  the  medical  staff 
to  the  limits  of  its  ability  within  law. 

TRUSTEES’  NONIMPLEMENTATION  OF 
HOUSE  ACTION  104  (JULY,  1966).  The  Board 
of  Trustees  submitted  a report  indicating  why  it 
did  not  implement  Resolution  No.  104  which  was 
adopted  by  the  House  in  June,  1966.  This  resolution 
declared  that  a physician  who  displaced  another 
physician  would  be  declared  unethical  if  the  rea- 
son for  the  displacement  was  based  on  the  hos- 
pital rejection  of  the  displaced  physician’s  desire 
to  change  his  billing  procedure.  The  Board  of 
Trustees  was  informed  by  their  legal  counsel  that 
if  this  resolution  were  implemented  there  would 
be  significant  legal  risks  involved  because  the  reso- 
lution was  of  concern  to  the  Justice  Department. 
The  Trustees’  report  also  indicated  that  investigat- 
ors from  the  Department  of  Justice  visited  the 
headquarters  of  the  AMA  in  Chicago  immediately 
after  the  convention  in  June  and  demanded  and 
received  all  tape  recordings,  reports,  transcriptions 
of  discussions,  etc.,  which  related  to  the  resolution. 
After  the  Justice  Department  representatives  com- 
pleted their  study,  they  informed  the  Trustees  of 
th  AMA  that  they  were  in  danger  of  being  cited 
for  antitrust  violation  if  they  implemented  Resolu- 
tion No.  104.  As  a result,  the  Tnistees  did  not 
implement  the  resolution  and  accordingly  reported 
this  to  the  House  at  the  meeting  in  Las  Vegas. 
In  addition,  the  Reference  Committee  recommended 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 
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WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate:  in 
hyperexcitabilify  and  in  agitated  prepsychatic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
os  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
end  grand  mol  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate;  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  ond  can  be 
ossociated  with  ataxio;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermotitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 

LEDERLE  LABORATORIES 
A Division  of  American  Cyonomid  Company, 
Pearl  River,  New  York 
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that  No.  104  be  rescinded.  The  House  adopted  the 
report  of  the  Board  of  Trustees  and  rescinded  Reso- 
lution No.  104.  (Your  delegate,  based  on  competent 
advice,  believes  that  the  AMA  may  have  abrogated 
Canons  6,  7,  9,  and  10  of  its  own  code  of  ethics 
by  rescinding  the  intent  of  Resolution  No.  104. 
Time  will  tell  the  extent,  if  any,  of  the  damage 
which  was  done  by  the  action  taken  as  a result  of 
the  dangers  of  legal  action  by  the  Justice  Depart- 
ment). 

NURSES.  The  House  adopted  the  resolutions 
recommending  increased  income  for  registered  nurs- 
es and  supporting  approved  educational  programs 
for  nui'ses. 

SELECTIVE  SERVICE.  An  extensive  report  by 
the  Board  of  Trustees  on  the  subject  of  the  National 
Selective  Seiwice  system  as  it  pei tains  to  the  se- 
lection of  physicians  for  military  seiwice  was  re- 
ceived by  the  House.  A Kentucky  resolution  calling 
for  consideration  by  Selective  Service  of  the  exist- 
ing ratio  between  physician  and  population  to  be 
taken  into  account  as  a criterion  for  selection  of 
physicians  for  military  seiwice  was  also  received 
by  the  House.  An  Ohio  resolution  calling  upon  the 
federal  government  to  make  a survey  of  their  use 
of  physicians  in  nonmilitary  service  was  also  re- 
ceived. 

BLOOD  BANKING;  U.S.P.H.S.  The  House  rec- 
ognized the  need  for  physician  leadership  in  blood 
banking  and  also  in  responsibilities  of  the  U.S. 
Public  Health  Seiwice  for  medical  and  related  scien- 
tific decisions  to  be  made. 

MEDICAL  PROFESSION,  JOURNALISTIC  AT- 
TACK. The  House  took  cognizance  of  the  repeat- 
ed criticisms  of  the  medical  profession  in  current 
publications  and  labeled  them  as  misinformation, 
misunderstanding,  and  misrepresentation.  It  di- 
rected the  Board  of  Tmstees  to  determine  whether 
a study  of  contemporary  American  medical  prac- 
tices is  feasible  in  order  to  combat  some  of  these 
unfounded  attacks. 

DELEGATES’  MEETINGS.  The  Board  of  Ti-ust- 
ees  was  asked  to  study  and  recommend  possible 
changes  in  the  meeting  schedule  of  the  House  of 
Delegates. 

TELETYPEWRITER.  The  report  of  Trustees 
recommended  that  it  discontinue,  effective  Januaiy 
1,  1967,  the  teletypewriter  exchange  system,  giv- 
ing the  state  medical  societies  the  option  of  keep- 
ing the  equipment  and  paying  the  rental  them- 
selves. The  Reference  Committee  did  not  endorse 
the  Ti-ustees’  resolution,  but  the  House  overrode 
the  Reference  Committee’s  recommendation  and 
adopted  the  discontinuation  of  the  teletypewriter 
system  of  the  AMA. 

AMA  GROUP  DISABILITY  INSURANCE.  The 
AMA  members  group  disability  insurance  program 
was  the  subject  of  an  extensive  report  and  like- 
wise extensive  discussion  before  the  Reference  Com- 
mittee. The  Board  of  Timstees  recommended  that 
the  program  be  continued  beyond  August  31,  1967. 
Clarification  of  the  existing  program  in  many 
areas  as  outlined  in  their  report,  renegotiation  of 
the  revised  program  with  an  acceptable  carrier, 
a revision  allowing  for  provisions  of  lifetime  bene- 
fits for  some  participants,  and  accepting  new  par- 
ticipants under  the  age  of  35  were  objectives.  A 
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minimum  participation  of  25,000  insured  will  be  ” 

required.  This  report  was  approved  by  the  House.  ^ ( 

DOCTOR’S  OFFICE,  CENTER  OF  HEALTH  ( 
CARE.  Resolution  No.  59  from  Colorado  called  for  ' 
the  office  of  the  private  physician  to  be  the  center  « 
for  comprehensive  medical  care.  The  House  of 
Delegates  reaffirmed  the  principle  that  comprehen- 
sive medical  care  does  center  in  the  physician’s  of- 
fice for  the  majority  of  citizens  of  the  United  j 

States  and  that  before  any  new  plans  are  estab-  | 

lished  a definite  need  should  be  demonstrated  for 
these  new  patterns.  1 

JOHN  R.  SCHENKEN,  M.D., 
Delegate,  Nebraska  State 
Medical  Association. 


Mililary  Dependents 

Outpatient  Care  Under  Military 
Dependents  Medicare — 

Under  the  new  expanded  outpatient  pro- 
gram for  dependents,  effective  October  1, 
1966,  for  active  duty  members,  and  January 
1,  1967,  for  retired  members,  a $50  deduct- 
ible per  person  or  $100  per  family  must  be 
met  before  the  individual  dependent  is  elig- 
ible for  payment  of  a portion  of  the  outpa- 
tient charges  by  the  Government.  When  the 
deductible  has  been  satisfied,  a receipt  Form 
020  will  be  issued  to  the  dependent  by  the 
fiscal  administrator.  This  Form  020  should 
be  presented  to  the  doctor’s  office  or  hos- 
pital to  show  that  the  patient  is  now  eligible 
for  payment  of  a portion  of  the  outpatient 
charges  by  the  government. 


Use  of  Lithium  Carbonate  in  the  Treat- 
ment of  Manic  Psychoses  — G.  Schlagen- 
hauf,  J.  Tupin,  and  R.  B.  White  (Depart- 
ment of  Psychiatry,  University  of  Texas 
Medical  Branch,  Galveston),  Amer  J 
Psychiat  123:201-207  (Aug.)  1966. 

The  use  of  lithium  carbonate  in  the  treat- 
ment of  ten  patients  with  manic-depressive 
disorders,  manic  type  is  described.  This  was 
found  to  be  an  effective  method  in  controll- 
ing manic  excitement.  The  patients  main- 
tained on  lithium  carbonate  continued  to  do 
very  well,  and  while  follow-up  period  has 
not  been  long,  none  has  had  any  recurrence 
of  manic  or  depressive  symptoms.  At  the 
dosage  level  used,  side  effects  have  been 
rare  and  transient. 

Nebraska  S.  M.  J. 
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Why  Do  We  Sympathize  With  Each  Other? 

— J.  A.  M.  Meerloo  (300  Central  Park  W, 
New  York).  Arch  Gen  Psychiat  15:390- 
397  (Oct.)  1966. 

Sympathy  and  empathy  are  described  as 
a cluster  of  various  feelings  rooted  in  bio- 
logical interaction  and  evolving  in  a host  of 
personal  interactions.  Empathy,  sympathy, 
compathy,  transpathy,  compassion,  a n d 
unipathy  are  distinguished,  as  well  as  the 
more  subtle  connotations.  Secondly,  vari- 
ous psychodynamics  involved  are  mentioned, 
such  as  transference,  mirroraction,  sign 
language,  and  the  collecting  of  sympathy. 
Mutual  sympathy  is  described  as  the  key 
to  higher  wisdom. 

Treatment  of  Gout  by  Reduction  of  Uric 
Acid  Production  — G.  D.  Kersley.  Ann 
Rheum  Dis  25:353-355  (July)  1966. 

A study  was  made  of  the  clinical  and  bio- 
chemical effects  of  three  types  of  drugs  in 
the  reduction  of  uric  acid  production:  capa- 
rase,  oroturic  acid,  and  the  xanthine  oxidase 
inhibitor,  allopurinol.  A pilot  experiment 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Stx’eet 

New  York  17,  New  York 


with  four  cases  of  gout  was  followed  by  a 
long-term  study  of  29  cases  treated  with 
allopurinol  alone  and  in  combination  with 
anturan.  The  findings  suggest  that  allo- 
purinol with  anturan  is  valuable  in  treat- 
ing severe  cases  of  gout  and  in  helping  to 
prevent  renal  damage.  It  may  also  be  used 
alone  with  advantage  in  certain  selected 
cases. 

The  Thrombolytic  Therapy  of  Acute  Myo- 
cardial Infarction  — H.  Poliwoda  (Univer- 
sity Medical  Clinic,  Gottingen,  Germany). 
Angiology  17:528-540  (Aug.)  1966. 

Of  477  patients  with  acute  myocardial  in- 
farction, 253  were  treated  with  streptoki- 
nase and  224  with  anticoagulants.  The 
streptokinase  group  showed  a more  rapid 
disappearance  of  the  infarction  signs  ob- 
served on  the  electrocardiogram.  The  re- 
versal of  the  infarction  signs  seen  on  the 
EGG  began  in  about  30%  to  40%  of  the 
streptokinase  group  at  a definitely  earlier 
stage,  or  during  the  first  few  days,  after 
which  it  ran  parallel  with  the  other  group. 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 

National  Hemopbilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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ORGANIZATIONS.  STATE  = 

Alcoholics  Anonymous 
1346  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 

Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuait  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & OtolaryngoloirT 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebi’aska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
V/.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 

Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 
Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


TOMORROW’S  HOSPITAL  TODAY 

Today’s  medical  practice  is  not  yesterday’s, 
the  drugs  we  use  today  we  did  not  even  know 
when  we  were  in  school,  and  today’s  hospital 
does  not  at  all  resemble  that  of  our  intern- 
ship days.  Unfortunately,  a hospital  takes 
a long  time  to  build,  and  like  battleships  and 
airplanes,  it  is  sometimes  obsolete  when  it 
is  new.  The  hospital  of  the  future  can  be 
envisioned  in  two  ways,  by  extrapolating 
from  our  medical  school  days  through  the 
present,  and  by  adding  today’s  needs  to  to- 
morrow’s hospital.  From  our  editorial  win- 
dow, we  have  become  aware  of  more  than 
a dozen  changes  or  needs  for  change  that 
have  been  born  with  the  passing  of  the 
years. 

1.  Where  shall  we  put  the  operating  room  ? 
Now,  the  O.R.  has  always  been  on  the  top 
floor,  and  the  reason  was  simply  to  prevent 
passing  pedestrians,  in  preanesthetic  days, 
from  hearing  the  patients  scream  during 
surgery.  With  the  coming  of  insensibility 
to  pain,  this  architectural  factor  immedi- 
ately disappeared,  but  operating  rooms  con- 
tinued to  be  built  as  high  as  possible.  It  is 
sometimes  necessary  to  bring  equipment  to 
the  operating  theater  quickly,  and  vertical 
transport  is  awkward  and  time-consuming. 
Many  operating  rooms  are  still  found  to  have 
an  enormous  window  pointing  to  the  north, 
to  “catch  the  north  light,”  and  this  is  now 
completely  unimportant.  However,  with  the 
surgery  at  ground  level,  there  is  a possibility 
of  contamination,  and  flies  have  come  in  as 
well  as  patients. 

2.  Shall  we  have  windows  ? Daylight  may 
have  a cheering  effect  on  patients,  but  win- 
dows in  surgery  are  another  thing.  Some 
physicians  feel  a sense  of  depression  in  win- 
dowless rooms,  while  others  believe  that 
looking  out  the  window  is  not  helping  the 
patient. 

3.  Shall  we  have  visitors?  We  did  a 
study  of  all  deaths  on  a surgical  service 
during  ten  years,  and  were  able  to  show 
that  the  mortality  rate  was  two  and  a half 
times  as  high  at  four  o’clock  in  the  after- 


noon than  during  other  parts  of  the  day 
or  night.  The  visitor  may  be  to  blame. 
Visitors  probably  upset  patients  as  often 
as  they  console  them,  they  bring  infection 
with  them,  they  distract  nurses  with  sense- 
less questions,  they  irritate  other  and  sicker 
patients,  they  are  loud,  and  they  keep  doc- 
tor and  nurse  from  doing  their  work;  they 
do  not  even  leave  when  visiting  hours  are 
over.  Visitors  used  to  stay  all  day  (and 
night),  and  brought  soup  to  the  patient. 
Extrapolating  will  in  this  case  produce  a 
visitorless  hospital. 

4.  Omit  flowers,  please.  They  are  cheery, 
but  they  require  room,  and  they  need  atten- 
tion, especially  if  the  nurse  is  going  to  take 
them  out  of  the  room  at  night. 

5.  Progressive  care.  All  rooms  used  to 
be  alike,  and  now  they  are  not.  In  addition 
to  operating  rooms,  we  have  the  P.A.R.  and 
I.C.F.,  self-care,  and  intermediate  care. 

6.  Private  rooms.  We  no  longer  walk 
the  wards,  as  the  British  say.  An  open  40 
bed  ward  may  be  high  in  efficiency,  but  it 
is  low  in  privacy.  Wards  are  not  as  com- 
mon, but  two  and  four  bed  rooms  are  here. 
Finances  are  surely  responsible,  but  we  can 
easily  conjure  up  a picture  of  a hospital 
with  only  private  rooms. 

7.  No  emergency  room.  The  philosophy 
of  the  E.R.  is  intriguing  and  it  is  baffling. 
It  is  a picture  of  a hospital  practicing  medi- 
cine. There  may  be  a need  for  it,  and  there 
may  not.  Perhaps  if  we  changed  the  name 
to  the  outpatient  room,  and  said  we  have 
no  emergency  room,  things  would  be  better. 

8.  Bedroom  furniture.  It  is  often  diffi- 
cult to  get  to  the  patient.  The  room  is  filled, 
or  cluttered,  with  chairs  and  tables  and 
night  stands  and  things  that  go  at  the  end 
of  the  bed  and  things  that  go  over  the  bed, 
and  the  picture  is  one  of  disarray.  The 
problem  and  its  solution  are  related  to  floor 
space;  perhaps  things  would  be  better  if 
these  appurtenances  were  fixed  to  walls  or 
suspended  from  ceilings. 

9.  The  solarium  and  the  pool.  It  has 
been  suggested  that  such  things,  in  an  at- 
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tempt  to  improve  the  general  health  of  the 
patient,  should  be  incorporated  into  the 
modern  hospital. 

10.  Convenient  entrance.  We  have  de- 
spaired of  getting  a book  at  the  library,  or 
of  visiting  with  a government  official,  when 
we  saw  that  we  would  need  to  walk  past 
a block  of  lawn  and  then  climb  one  or  two 
flights  of  stairs.  Hospitals,  capitols,  mu- 
seums, libraries,  and  art  galleries,  we  think, 
should  be  entered  from  the  sidewalk. 

11.  Smaller  charts.  Obesity  of  the  chart 
is,  we  think,  a malignant  disease.  We  asked 
a nurse  the  other  day,  who  stood  with  her 
back  to  the  patient  during  an  entire  opera- 
tion, writing  endlessly,  who  reads  these  re- 
ports? Nurses,  she  said. 

12.  Radial  construction.  This  is  already 
here,  and  hospitals  may  become  even  more 
radial,  or  circular,  with  nerve  centers  stra- 
tegically located. 

13.  More  beds.  Efficiency  of  hospital 
services  increases  if  each  service  can  be 
applied  to  more  patients.  With  larger,  and 
therefore  fewer  hospitals,  there  is  less  du- 
plication, and  community  efficiency  rises. 

14.  The  interns.  This  is  another  puzzling 
philosophy.  We  did  it,  and  all  our  friends 
did  it,  but  the  theory  of  the  internship  is 
changing,  and  it  may  even  disappear. 

15.  Plumbing.  We  mean  the  bedpan,  of 
course.  Beds  that  eliminate  the  need  for 
bedpans  have  been  constructed,  and  the  bed- 
pan  will  one  day  be  a thing  of  the  past. 
Maybe  we  will  get  more  nurses  then. 

16.  Parking.  The  problem  is  serious  and 
the  solution  is  absurdly  easy.  We  don’t  need 
lawns.  We  do  need  parking  lots. 

— F.C. 


ALEXANDER  VON  MANSFELDE 

Alexander  S.  von  Mansfelde  was  bom  in 
Neumark,  Prussia,  in  1845.  He  came  to  this 
country  in  1862  and  entered  the  drug  busi- 
ness in  Indiana.  He  then  read  medicine 
with,  and  studied  medicine  under  Drs.  Hunt 
and  Woodworth  there.  He  entered  Rush 


Medical  College  in  1866  and  received  his  de- 
gree in  1871,  and  appears  to  have  specialized 
in  obstetrics;  he  was  given  a lectureship 
while  at  Rush.  Dr.  von  Mansfelde  came  to 
Nebraska  in  March,  1875  to  perform  an  oper- 
ation for  necrosis  of  the  tibia,  and  entered 
into  a partnership  with  Dr.  G.  W.  French 
in  Lincoln,  in  September,  1875.  In  April, 
1878,  he  moved  to  Ashland,  and  was  asso- 
ciated for  a short  time  with  Drs.  Bonnell  and 
Taylor. 

Dr.  von  Mansfelde  was  secretary  of  the 
state  medical  society  for  11  years.  He  helped 
to  organize  the  Nebraska  School  of  Medi- 
cine (later  called  Omaha  Medical  College), 
and  was  professor  of  pathology  and  histology 
there.  He  was  associate  editor  of  the  Omaha 
Clinic,  Nebraska’s  first  medical  journal, 
when  it  first  appeared,  and  was  later  its 
chief  editor.  He  helped  to  organize  the  Ne- 
braska Railroad  Surgeons  Society  and  the 
Missouri  Valley  Medical  Society,  and  became 
president  of  both.  He  was  mayor  of  Ash- 
land in  1894.  He  was  the  designer  of  the 
Seal  of  Nebraska  State  Medical  Association, 
which  is  still  used  today.  He  was  president 
of  the  Nebraska  State  Medical  Association 
in  1894.  A testimonial  dinner  was  given  in 
his  honor  in  1915,  on  the  occasion  of  his 
70th  birthday,  by  Nebraska  physicians.  He 
was  chairman  of  a special  committee  of  the 
AMA  to  obtain  recognition  for  Drs.  Carroll 
and  Lazear,  heroic  victims  of  yellow  fever 
inoculation. 

His  publications  include  “The  application 
of  science,”  “Pleuritis,”  “Peculiar  methods 
of  treatment,”  “Sex  production,”  “The 
ovum,  its  relation  to  evolution,”  “Histology, 
pathology  of  lungs,  phthisis  and  tuberculo- 
sis,” “Cystoid  degeneration  of  kidney  s,” 
“Ovariotomy,”  “Causes  and  modes  of  death 
from  eclampsia  and  their  prevention,”  “Elec- 
tricity in  gynecology,”  and  “Inoculation  as 
a preventive  of  disease.” 

Dr.  von  Mansfelde  was  easily  one  of  Ne- 
braska’s most  distinguished  physicians.  He 
published  much,  he  erected  a quite  modern 
hospital  in  Ashland,  he  was  instrumental  in 
keeping  the  state  medical  association  intact 
when  a suit  against  it  was  actually  filed 
with  the  national  association;  he  assisted  in 
the  passing  of  the  national  pure  food  act 
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and  in  revising  the  U.  S.  Army  medical  regu- 
lations. He  died  on  June  17,  1928. 

— F.C. 

WE’RE  THINKING  OF  THE  PATIENT 
AS  A WHOLE 

Well,  sir,  we  called  a plumber  over  to 
our  house  the  other  day,  one  of  our  faucets 
was  going  drip,  drip.  She  just  needs  a new 
washer,  he  said,  and  after  completing  the 
diagnosis,  he  began  to  fix  it,  or  perhaps 
we  should  have  said  to  institute  therapy. 
Wait,  we  cried,  before  you  lay  a hand  on 
that  faucet,  before  you  crassly  stop  the 
leak  and  go  away,  we  want  you  to  think 
of  this  house  as  a whole.  Be  not  a mere 
technician,  or  ought  we  to  have  said  special- 
ist, but  remember  all  the  children  who  have 
grown  up  here,  dwell  on  the  two  who  lived 
their  adult  lives  together  in  this  house;  do 
not  just  change  the  washer,  even  if  that 
is  all  you  think  it  needs,  but  let  your  mind 
reach  into  other  nooks  and  crannies,  what- 
ever crannies  are,  in  our  house.  For  this 
is  our  home  and  it  means  so  much  to  us,  and 
if  you  are  more  than  a technician  you  will 
see  this  and  you  will,  0 you  must,  think 
of  this  house  as  a whole. 

W’ell,  the  faucet  doesn’t  drip  any  more, 
said  our  friend,  and  I sure  wish  I had  time 
to  listen  to  your  conversation;  it  was  down- 
right interesting.  But  it  seems  to  me  that 
you  had  a leaky  faucet  and  you  wanted  a 
plumber  and  I’ve  fixed  it.  I sure  don’t  find 
any  sense  in  what  you  said.  And  I wonder 
if  you  go  through  all  this  when  the  electri- 
cian comes  to  fix  the  doorbell. 

We’re  thinking  of  the  patient  as  a whole 
is  a mighty  fine-sounding  group  of  words. 
We  wish  it  meant  something.  It’s  time 
someone  said  it  doesn’t. 

—F.C. 

MORPHINE  AND  MEPROBAMATE 
AND  EVERYTHING  THAT 
BEGINS  WITH  AN  M 

Aspirin,  we  learn,  will  quiet  one’s  nerves, 
and  pentobarbital  will  relieve  pain.  Anal- 
gesics are  given  where  there  is  no  pain, 


as  in  preanesthetic  medication,  and  barbitu- 
rates have  been  substituted  for  morphine. 
We  suspect  that  opiates  and  soporifics  and 
analgesics  and  sedatives  and  amnesties  and 
somnifacients  and  euphoriants,  yes  and  tran- 
quilizers, overlap  one  another  considerably 
and  even  duplicate  their  actions.  There  ap- 
pears to  be  too  much  distinguishing  between 
the  effects  of  all  of  these,  and  we  some- 
times believe  that  the  difference  is  often  one 
of  names  and  neither  real  nor  significant ; 
we  may  be  victims  of  semantics  and  pitch- 
men. We  are  sometimes  accused  of  prac- 
ticing polypharmacy  when  we  prescribe  four 
drugs  when  two  will  do,  and  of  a return  to 
our  old  prescription  writing,  when  we  or- 
dered six  things,  hoping  that  one  would 
work.  Bromides  were  the  old  tranquilizer, 
and  even  here  we  used  three  of  them  at 
once;  and  a small  dose  of  a nocturnal  som- 
nifacient is  occasionally  used  even  now  for 
daytime  sedation. 

Perhaps  they  act  in  different  places,  but 
we  give  drugs  for  effect,  not  for  site  of 
action.  This  will  make  you  feel  better,  we 
say,  or  this  will  quiet  your  nerves,  or  this 
will  stop  the  pain,  or  this  will  let  you  sleep, 
and  so  on.  They  smack  of  a oneness,  or  as 
the  Dormouse  said,  much  of  a muchness, 
and  if  differences  exist,  and  they  must,  they 
are  not  as  important  as  we  think  they  are 
when  we  are  young.  They  have  to  be  learned 
to  pass  examinations,  but  let  us  not  over- 
emphasize them.  For  a drug  that  will  re- 
move pain  will  also  make  you  feel  good  when 
you  do  not  have  pain,  and  an  agent  that  can 
put  you  to  sleep  at  night  can  get  you  through 
the  day,  too. 

—F.C. 


WE’RE  A HUNDRED  YEARS  YOUNG 

Nebraska  became  the  thirty-seventh  of  the 
United  States  on  March  first,  1867,  and  we 
are  pleased  to  make  this  a special  and  a cen- 
tennial issue  of  the  Journal,  to  commemor- 
ate the  event  of  the  past  and  to  mark  the 
celebration  of  the  present.  Encyclopedias 
tell  us  of  our  seventy-seven  thousand  square 
miles,  historians  call  us  the  Transplanters 
State  and  the  Cornhusker  State,  geogi’aph- 
ers  list  us  fifteenth  in  area,  we  are  in  the 
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Great  Plains  region,  and  we  are  a “a  central 
state.” 

We  are  much  more  than  that.  We  are  a 
great  state  and  we  are  rich  in  history. 
Names  like  Lewis  and  Clark,  Pike,  Ogallala, 
Buffalo  Bill,  the  Oregon  Trail,  S a n d o z. 
Gather,  and  Morton  have  a special  ring  for 
us;  there  is  even  a Milroy’s  disease.  Ne- 
braska has  more  than  its  share  of  glory, 
both  medical  and  otherwise ; it  has  taken 
part  in  the  history  and  in  the  growth  of  the 
country,  but  its  most  prized  distinction  may 
be  beauty  and  spaciousness  and  everything 
that  makes  living  in  Nebraska  something 
truly  to  be  grateful  for.  We  have  dangled 
a preposition  and  we  do  not  care,  for  we  are 
thankful  and  there  was  no  better  way  to 
say  it.  The  State  of  Nebraska  is  one  hun- 
dred years  young,  and  the  Nebraska  State 
IMedical  Journal  is  proud  to  take  part  in  the 
celebration,  and  we  are  pleased  to  dedicate 
this  issue  of  the  Journal  to  Nebraska  and 
to  its  centennial.  We  admire  the  golden- 
rod  and  we  are  happy  to  be  Cornhuskers. 

Go  Big  Red. 

— F.C. 


Editor's  Awards 

Studies  of  Male  Suiwivors  of  Myocardial  In- 
farction : VIII.  Electrocardiogram  and 

Ten- Year  Survival  — H.  M.  Shanoff  and 
J.  A.  Little  (Sunnybrook  D.V.A.  Hosp, 
Toronto,  Canada).  Amer  J Cardiol  18:535- 
539  (Oct.)  1966. 

The  relation  of  electrocardiographic  find- 
ings to  survival  over  a ten-year  period  was 
studied  in  101  men  aged  30  to  70  years,  who 
had  a myocardial  infarction  at  least  three 
months  previous  to  entry  into  the  study 
and  were  free  of  other  disease.  Age  at  on- 
set of  clinical  coronary  disease  did  not  in- 
fluence the  electrocardiographic  pattern,  nor 
was  it  related  to  prognosis.  A rate  greater 
than  90  was  associated  with  a poorer  prog- 
nosis only  after  80  months.  Ventricular  pre- 
mature beats  tended  to  be  associated  with 
a better  prognosis  for  the  first  five  years 
and  a worse  one  thereafter.  Survival  was 
not  affected  by  the  complete  disappearance 


of  previous  electrocardiographic  abnormali- 
ties, by  the  site  of  infarction,  anterior  or 
posterior,  or  by  its  type,  transmural  or  non- 
transmural. The  electrocardiogi’am  is  of 
little  help  in  predicting  long-term  prognosis 
in  survivors  of  myocardial  infarction. 


Is  Routine  Ordering  of  Both  Hemoglobin 
and  Hematocrit  Justifiable?  — D.  J.  Ad- 
dison (Ottawa  Civic  Hosp,  Ottawa). 
Canad  Med  Assoc  J 95:974-975  (Nov.  5) 
1966. 

In  order  to  assess  the  value  of  routine 
simultaneous  hemoglobin  and  hematocrit  de- 
terminations, paired  determinations  in  the 
following  groups  were  studied:  (1)  360  con- 
secutive pairs  from  the  hematology  labora- 
tory, (2)  95  pairs  on  general  medical  cases, 
(3)  43  pairs  from  ten  cases  of  upper  gastro- 
intestinal hemorrhage,  and  (4)  62  pairs  in 
ten  burn  cases.  These  values  were  plotted  on 
scatter  diagrams.  In  the  560  pairs  only 
three  disparate  determinations  were  found. 
In  most  clinical  situations,  determination  of 
the  hemoglobin  or  the  hematocrit  as  a 
screening  procedure  provides  as  much  use- 
ful information  as  is  obtained  by  simultane- 
ous determinations  of  both. 

New  Data  on  the  Effects  of  Ionizing  Radia- 
ation  on  Radiologists  — S.  Warren  (185 
Pilgrim  Rd,  Boston),  and  0.  M.  Lobard. 
Arch  Environ  Health  13:415-421  (Oct) 
1966. 

The  average  age  at  death  of  United  States 
radiologists  in  the  past  was  younger  than 
that  of  other  physicians  or  United  States 
adult  males.  Since  1935,  this  evidence  of  life 
shortening  has  decreased,  most  strikingly 
since  1945,  and  has  disappeared  by  1960. 
Leukemia,  although  excessive  among  radi- 
ologists, occurs  rarely  and  apparently  only 
after  a number  of  years  of  occupational  ex- 
posure. The  age  pattern  of  the  incidence 
of  leukemia  is  quite  different  in  radiologists 
and  United  States  males  over  the  age  of  25 
years.  In  recent  years,  the  excessive  inci- 
dence of  leukemia  in  radiologists  has  de- 
creased. Hence,  current  occupational  maxi- 
mal permissible  dose  levels  pro\dde  adequate 
protection. 
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ORIGINAL  ARTICLES 


Predisposing  Streptococcal  Disease 

Conditions 


The  problems  of  streptococci- 
associated  disease  in  Nebraska 
are  difficult  to  define.  Few 
details  of  any  concentrated  incidences  are 
recorded  concerning  rheumatic  heart  disease 
or  acute  streptococcal  - associated  kidney 
damage. 

Still,  in  the  period  from  1959  through 
1963,  state  death  certificates  indicate  that 
710  deaths  were  attributed  to  rheumatic 
fever.i  Such  a total  would  place  the  inci- 
dence at  one  per  10,000  population,  which  is 
comparable  with  national  figures.^ 

There  are  no  figures  indicating  strepto- 
coccal disease  on  a state-wide  basis.  This 
void  is  presumably  due  to  the  fact  that 
streptococcal  sore  throat,  scarlet  fever, 
rheumatic  fever,  and  streptococci-associated 
glomerulonephritis  are  not  reportable  dis- 
eases. With  these  conditions  in  mind,  and 
stimulated  by  the  facts  that  from  1959 
through  1963; 

(1)  Rheumatic  fever  cases  averaged 
over  8,000  cases/year  in  39  report- 
ing states, 

(2)  Streptococcal-sore  throat  incidences, 
and  scarlet  fever  cases,  combined 
as  a single  item,  yielded  not  less  than 
300,000  cases/year  nationally, 

(3)  the  number  of  deaths  attributed  to 
either  rheumatic  fever  or  strepto- 
coccal respiratory  disease  has  stabil- 
ized at  over  700/year  nationally, 
the  Omaha-Douglas  County  Health  Depart- 
ment began  a pilot  study  aimed  at  determin- 
ing the  percentage  of  Group  A Beta  hemo- 
lytic streptococcus  carriers  in  a controlled 
group  of  Nebraska  children. 

During  the  21-month  period  beginning  Oc- 
tober 1,  1964,  and  ending  June  30,  1966,  ap- 
proximately 3,400  throat  cultures  were  exam- 
ined for  Beta  hemolytic  streptococci.  The  cul- 
tures were  obtained  from  the  adolescent  pa- 
tient population  passing  through  Dental 
Clinic  of  Omaha-Douglas  County  Health  De- 


M.  I.  SEVERIN,  M.S. 

Chief,  Division  of  Laboratories, 
Omaha-Douglas  County  Health  Department 

and 

H.  I.  WEGENER,  D.D.S.,  M.P.H, 

Chief,  Division  of  Dental  Health, 
Omaha-Douglas  County  Health  Department 

and 

C.  J.  SELLS,  M.D. 

Epidemiological  Intelligence  Service  Officer, 
Communicable  Disease  Center 
Kansas  City  Field  Station 

partment.  Included  in  this  group  were  ap- 
proximately 650  children  of  pre-school  age 
who  were  participants  in  the  federally  spon- 
sored Operation  Headstart  Program. 

The  method  of  search  for  the  Beta  hemo- 
lytic streptococci  centered  on  the  throat  flora 
of  these  subjects.  The  method  of  cultivation 
of  this  flora  was  fairly  rigid.  Each  child 
was  cultured  at  the  time  of  initial  oral  exam- 
ination, prior  to  any  clinical  dental  experi- 
ence. 

This  oral  examination  included,  for  our 
purposes,  observation  of  any  pharyngeal 
erythema,  as  well  as  the  presence  or  absence 
of  any  tonsillar  exudate.  Also  recorded  on 
a short  history  form  (Figure  1)  was  informa- 
tion telling  us  whether  the  child  was  exp>eri- 
encing  any  respiratory  or  nonrespiratory 
complaints,  and  if  so,  if  there  was  any  eleva- 
tion of  the  oral  body  temperature. 

After  this  information  had  been  collected, 
the  tonsillar  area  was  wiped  with  a sterile, 
dry,  cotton  swab.  This  swab  was  then 
placed  into  a sterile,  plastic  screw-capped 
culture  tube  containing  one  milliliter  of  Todd- 
Hewitt  broth.  The  resulting  culture  was 
then  transported  to  the  laboratories  of  Oma- 
ha-Douglas County  Health  Department  with- 
in four  hours. 

Upon  receipt  of  these  cultures,  the  swab 
was  used  to  inoculate  a blood  agar  plate 
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containing  5%  sheep  red  blood  cells.  Incu- 
bation of  this  prepared  plate  was  then  car- 
ried out  at  37°  C in  a dry  heat  incubator  for 
20  to  24  hours. 

Subsequently,  these  plates  weres  exam- 
ined macroscopically  and  microscopically  for 
streptococcal  colonies  exhibiting  Beta 
hemolysis.  Such  colonies  were  isolated  by 
cultural  methods  and  identified.  Identifi- 
cation was  accomplished  by  antibiotic  sen- 
sitivity patterns  as  well  as  by  serologic  pre- 
cipitin testing  after  Lancefield.®’ ^ The  Flu- 
orescent Antibody  (FA)  method  was  used 
to  screen  repeat  culture  situations  as  a rapid 
serological  service. 

If  a child  was  found  to  be  harboring  a 
Group  A Beta  hemolytic  streptococci  in  his 
or  her  throat  flora,  no  dental  procedure  was 
performed  until  the  child’s  physician  was 
informed  of  this  condition.  In  many  in- 
stances, one  course  of  1.2  million  units  of 
long  lasting  Benzathine  Penicillin  G was 
adequate  to  eliminate  this  potential  patho- 
gen. 


After  antibiotic  treatment,  children  were 
recultured  during  their  next  dental  visit. 
No  carriers  of  Group  A streptococci,  when 
treated  by  a physician,  were  noted  to  per- 
sist during  this  limited  study. 

Figure  2 indicates  the  results  of  this 
sampling  project.  The  number  and  percent- 
ages of  the  isolates  obtained  from  essential- 
ly a well-child  oriented  program  are  recorded 
by  season.  As  such,  this  figure  indicates 
a carrier  rate  of  Beta  hemolytic  streptococci, 
and  not  a disease  pattern.  Some  seasonal 
variance  is  noted  with  a carrier  rate  high 
of  20%  during  the  spring  of  1965,  and  a 
low  during  the  winter  period  of  1964.  The 
overall  carrier  rate  for  this  study  was  in  ex- 
cess of  13%. 

Other  similar  studies  of  this  rate  places 
carriers  of  Beta  hemolytic  streptococci  from 
4.5%  to  as  high  as  50%,  depending  upon 
age,  location,  and  socio-economic  factors  of 
the  group  studied.^  The  common  textbook 
reference®  that  lists  8 to  10%  of  the  normal 
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1. 
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Not  Taken 
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Race 

(32) 

Temperature 

(33) 
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(34) 

1.  Well  Child  3. 

2.  Common  Cold  4. 


3.  Indian 


4.  Other  or  unknown 


3. 

4. 


99 

100 


5. 

6. 


Sore  Throat 
Earache  or  Infection 


101 

102 


5. 

6. 


7. 

8. 


103 

104 


9.  Greater  than  104 


Other  Respiratory  Infection  or  Common 

Disease  of  Children 

Other  Illness  (Non-respiratory) 


Examination — Pharyngeal  Erythema  Exudate 


(35) 

1. 

None 

4. 

3-h 

(36) 

1. 

Absent 

2. 

1 + 

5. 

4-+- 

2. 

Present 

3. 

2-h 

6. 

Not  Done 

3. 

Not  Done 

Laboratory-Colonies  Beta  Hemolytic  Streptococci 
(37)  1.  None  3.  Predominant 

2.  Moderate  4.  Unknown 

Type (00  if  none  isolated, 

(39-40)  99  if  unknown  or  not 

done). 


Group 

1. 

Not  Isolated 

(38) 

2. 

A 

3. 

C 

4. 

G 

5. 

Others 

6. 

Unknown 
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healthy  population  as  carriers  of  Group  A 
is  probably  a minimal  average. 

One  other  fact  is  available  from  Figure 
2.  Almost  95%  of  the  Beta  hemolytic  strep- 
tococci isolated  in  this  study  were  members 
of  the  potentially  pathogenic  Group  A.  This 
grouping  was  accomplished  by  specific  sero- 
logic determination  of  the  antigenic  pat- 
tern of  such  cocci.  Thus  the  total  percent- 
age of  Group  A isolated  from  these  children 
was  also  over  13%. 

Discussion 

It  would  appear  that  a sufficient  percent- 
age of  Group  A streptococci  carriers  exist 
in  our  adolescent  population  to  warrant  an 
expanded  prophylactic  program  in  Nebras- 
ka. Such  a program  might  be  initiated  lo- 
cally through  individual  county  medical  so- 
cieties or  school  districts.  Procedures  for 
such  a surveillance  are  now  quite  rapid, 
cheap  and  accurate. 

It  is  predictable  that  Beta  hemolytic-strep- 
tococci will  not  be  eliminated  from  the  naso- 
pharyngeal flora  of  our  population.  Rather 
such  interest  in  this  organism  could  increase 
the  awareness  of  this  potential  pathogen  to 


the  point  that  this  surveillance  could  de- 
crease the  results  of  acute  rheumatic  heart 
disease  and  acute  glomerulonephritis  asso- 
ciated with  this  bacterium.  Granted  that 
any  surveillance  would  measure  only  the 
current  status  of  any  individual ; still,  if  a 
reduction  could  be  demonstrated  in  carrier 
rate,  surely  exposure  percentages,  and  sub- 
sequently, infection  sequelae  could  be  favor- 
ably affected. 

Conclusion 

In  a pilot  study  of  adolescent  dental  pa- 
tients, 13%  were  found  to  be  harboring 
Group  A Beta  hemolytic  streptococci.  Such 
a carrier  rate  would  seem  to  be  a focus  for 
streptococcal  disease  and  streptococcal-asso- 
ciated heart  and  kidney  conditions.  A sim- 
ple method  for  the  rapid  identification  of 
these  carriers  is  suggested  for  consideration. 
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CULTURE  RESULTS  — OCTOBER  1964  THROUGH 
JUNE  1966 
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38 

36 

5.9 
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. _ 560 
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20.0 
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48 

45 
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20 

18 
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75 

72 
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35 

34 

14.6 
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Neurologic  Symptoms  in  Lymphoma: 
III.  Reticulum-Cell  Sarcoma 


RETICULUM-CELL  sarcoma  re- 
veals many  similarities  to 
other  malignant  lymphomas 
although  histologically  it  is  the  reticulum 
cell  that  becomes  outstandingly  neoplastic. 
While  it  may  develop  then  in  unicentric  or 
multicentric  lymphoid  origin,  it  may  appear 
also  primarily  in  any  site  where  reticulum 
cells  exist,  even,  for  instance,  in  bone  or 
skin. 

Reticulum-cell  sarcoma  is  less  common  in 
children  and  young  adults  than  are  lympho- 
sarcoma or  Hodgkin’s  disease.  Peak  age  of 
appearance  is  5th  to  7th  decades  with  me- 
dian age  of  onset  at  50  years.  A higher 
frequency  appears  in  older  females,  whereas 
otherwise  male  preponderance  occurs  2:1. 
“Stages”  have  less  relevance  to  survival 
than  in  Hodgkin’s  disease. 

In  general  the  5 year  survival  rate  with 
reticulum-cell  sarcoma  is  smallest  of  the 
three  major  groups,  averaging  around  20 
per  cent.  Females  and  those  over  16  sur- 
vive longer. 

INTRACRANIAL  INVOLVEMENT 
Progressive  Multifocal  Leuko- 
encephalopathy 

This  condition  has  been  described  spe- 
cifically with  reticulum-cell  sarcoma  in  only 
one  report. 

Intracranial  Masses 

Reticulum-cell  sarcoma  presents  an  out- 
standing per  cent  of  primary  intracranial 
nodules  and  masses  among  the  malignant 
lymphomas.  (Of  intracranial  involvement 
with  Hodgkin’s  disease,  approximately  10 
per  cent  will  be  primary,  with  lymphosar- 
coma 6 per  cent,  with  reticulum-cell  sarcoma 
80  per  cent.)  Among  the  primary  lesions, 
these  may  appear  from  intracerebral  location 
(approximately  60  per  cent)  or  from  men- 
ingeal or  skull  sites. 

Of  those  even  loosely  reported  as  pHmai'y 
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intracranial  reticulum  - cell  sarcoma,  most 
lesions  are  located  in  cerebellum,  frontal  and 
temporal  lobes.  These  patients  presented 
neurologic  symptoms  from  two  weeks  to 
seven  years,  two-thirds,  however,  only  three 
months  or  less.  Ages  9 to  72  are  represent- 
ed, median  at  50,  two-thirds  of  whom  were 
ages  45  or  older. 

With  a number  of  reports  of  primary 
intracranial  reticulum-cell  sarcoma,  evidence 
for  no  lesions  elsewhere  is  meager  and  un- 
certain. If  one  restricts  study  to  those  with 
postmortem  confirmation  of  lesions  only  in 
the  cranial  cavity,  approximately  60  per 
cent  of  reports  remain  unconfirmed. 

It  is  variously  stated  that  in  20  to  50  per 
cent  of  patients  with  primary  reticulum-cell 
sarcoma  of  brain,  lesions  will  be  found  else- 
where in  the  body.  It  is  uncommon,  how- 
ever, to  see  a patient  with  clinically  known 
extra-cranial  reticulum-cell  sarcoma  to  later 
present  cerebral  involvement. 

Diffuse  Infiltration 

Diffuse  micro-infiltration  of  sarcomatous 
cells  occurs  as  they  do  in  Hodgkin’s  and  lym- 
phosarcoma. This  may  develop  with  or  with- 
out tumor  formation.  It  may  appear  in  foci 
or  spread  widely  in  leptomeninges  and  peri- 
vascular spaces,  even  to  spinal  meninges  and 
nerve  roots. 

Veins  or  small  arteries  may  become  en- 
cased and  thrombosed  to  produce  small  foci 
of  softening.  Middle  or  posterior  fossa  syn- 
dromes are  often  noted.  Focal  cerebral  signs 
are  not  uncommon.  Subacute  “meningitis” 
or  “encephalitis”  pictures  have  been  de- 
scribed. Spinal  fluid  protein  is  commonly 
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elevated  and  in  some  patients,  pressure  and 
cell  counts  likewise. 

An  outstandingly  diffuse  cerebral  infil- 
tration of  microglia  occasionally  occurs  and 
this  is  believed  by  some  neuropathologists  to 
represent  another  form  of  cerebral  reticulo- 
endothelial sarcomatosis. 

These  diffuse  infiltrations  may  remain 
entirely  in  the  central  nervous  system  or  be 
part  of  widespread  reticulum-cell  sarcoma 
(R.C.S.). 

Cranial  Nerve  Involvement 

This  is  not  unusual  with  meningeal  nodules 
or  infiltration  of  middle  and  posterior  cranial 
fossae.  Cranial  nerves  3,  5,  6,  and  7 are 
most  frequently  implicated  clinically. 

Cerebellar  Syndromes 

These  are  due  to  sarcomatous  masses  or 
microscopic  infiltration  from  the  meninges 
of  the  posterior  fossa.  Considerable  and 
deep  perivascular  infiltration  may  occur. 
Primary  or  secondary  intracerebellar 
growths  are  common  among  patients  with 
intracranial  involvement.  Other  cerebel- 
lar involvements  (multifocal  leukoencephalo- 
pathy  or  Purkinje  cell  degeneration)  have 
not  been  reported  specifically  with  R.C.S. 
to  date. 

Intracranial  Hemorrhage 

Recent  documentation  is  not  known. 

Intracranial  Infection 

Recent  documentation  is  rare.  One  pa- 
tient with  disseminated  histoplasmosis  fol- 
lowing long  term  steroid  therapy  has  been 
described. 

Irradiation  Injury 

Recent  documentation  is  not  known. 

Toxic  Encephalopathy 

Hypergammaglobulinemia,  macroglobuli- 
nemia  or  hypercalcemia  appear  in  small  but 
regular  incidence  with  R.O.S.  as  with  Hodg- 
kin’s disease  or  lymphosarcoma. 

Obstruction  of  Superior  Vena  Cava 

This  is  not  documented  specifically  with 
R.C.S. 


Cranial  Bone  Involvement 

Bone  involvement  appears  in  a higher  per 
cent  of  patients  with  R.C.S.  (16  to  24  per 
cent)  than  with  Hodgkin’s  or  lymphosar- 
coma. A number  of  these  present  primar- 
ily. Lesions  are  osteolytic. 

Secondary  bone  lesions  usually  present  in 
patients  over  age  40,  are  multiple  and  in- 
volve, in  approximate  order  of  frequency; 
vertebrae,  ribs,  femur,  humerus  and  skull. 
Skull  lesions  may  appear  as  masses.  Intra- 
cranial extension  is  common. 

Prima'i'y  bone  lesions  are  more  character- 
istic of  R.C.S.  than  of  Hodgkin’s  disease  or 
lymphosarcoma.  These  are  commonly  sin- 
gle lesions,  appearing  before  age  40  and  in 
femur,  tibia,  humerus,  scapula,  ilium  or 
spine.  Dissemination  is  slow  and  long  sur- 
vival occurs  with  X-ray  treatment.  (Ap- 
proximately 50  per  cent  survive  5 years). 
Primary  lesions  in  skull  are  reported  rarely. 

SPINAL  INVOLVEMENT 
Vertebral  Involvement 

As  described  above,  vertebral  involvement 
is  the  most  common  secondar'y  site  as  noted 
also  in  Hodgkin’s  disease  and  lymphosar- 
coma. In  primary  R.C.S.  of  bone,  vertebral 
sites  are  not  common. 

Concomitance  of  vertebral  lesions  and  epi- 
dural mass  lesions  appear  as  common  as 
with  Hodgkin’s  disease  and  lymphosarcoma. 

Spinal  Epidural  Mass 

This  is  one  of  most  common  neurologic 
expressions  with  R.C.S.  It  may  rarely  ap- 
pear in  children,  with  age  ranges  of  8 to 
74  recorded,  and  a median  age  of  58.  Symp- 
toms are  present  less  than  a year,  and  usual- 
ly only  3 or  4 months. 

Diffuse  Intraspinal  Infiltration 

This  is  occasionally  reported  in  R.C.S. 
with  involvement  of  several  or  many  seg- 
ments of  spinal  leptomeninges,  nerve  roots 
and  ganglia.  Intracranial  involvement  of 
similar  nature  may  accompany.  Elevated 
spinal  fluid  protein  is  common,  and  in  some 
instances  cell  count  is  elevated.  Primary 
neurologic  presentation  may  occur,  and  in 
some  patients  subsequent  postmortem  exam- 
ination discloses  no  R.C.S.  elsewhere. 
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Herpes  Zoster 

Heii3es  zoster  is  not  recently  document- 
ed specifically  with  R.C.S. 

Spinal  Demyelization  and 
Anterior  Horn  Cell  Loss 

A rare  patient  is  reported  with  demyelin- 
ization  or  anterior  horn  cell  loss  with  R.C.S. 
not  directly  involving  meninges,  spinal  cord, 
nerve  roots  or  ganglia. 

Peripheral  Neiwe  Involvement 

Invasive  or  degenerative  forms  appear  as 
with  Hodgkin’s  disease  or  lymphosarcoma. 

Polymyositis 

Polymyositis  and  myasthenic  syndrome  of 
malignancy  have  been  rarely  reported  with 
R.C.S.  Steroid  myopathy  may  appear  with 
corticosteroid  therapy. 

IV.  AFRICAN  (BURKITT’S) 
LYMPHOMA 

This  lymphoma  has  been  described  espe- 
cially in  certain  parts  of  Africa.  Children 


are  outstandingly  involved  (70  per  cent)  with 
peak  incidence  at  5 to  10  years.  Males  pre- 
dominate 4:1.  Histopathologic  features  in- 
clude poorly  differentiated  l>'mphosarco- 
matous  cells  with  large,  clear  or  vacuolated 
histiocytes  and  cellular  debris.  Superficial 
lymphnode  involvement  is  minimal.  Fifty 
per  cent  of  patients  develop  mandibular  or 
maxillary  tumors.  Osteolytic  lesions  in 
ilia  and  ribs  appear  as  well  as  tumor  and  in- 
filtrations in  viscera.  Neurologic  implica- 
tion is  not  rare  and  may  present  first. 

Spinal  cord  involvement  appears  in  15  to 
20  per  cent  of  patients  as  epidural  mass 
lesions  or  infiltration  of  leptomeninges  and 
nerve  roots.  Concomitant  paravertebral 
masses  and  osteolytic  vertebral  lesions  are 
frequent.  Skull  lesions  occur  in  10  to  15 
per  cent  with  secondary  cerebral  involvement 
common.  Brain  may  be  compressed  by 
masses  through  skull  and  dura  or  perivascu- 
lar cerebral  infiltration  develops.  Isolated 
intracerebral  nodules  have  not  been  reported. 
Extension  from  the  common  jaw  lesions  to 
middle  cranial  fossa  is  not  unusual. 


Free  11 -Hydroxy corticosteroids  in  Plasma 
in  Normal  Pregnancies  and  in  Cases  of 
Fetal  Death  and  Missed  Abortion  — S. 
Goldberg  et  al  (Central  Negev  Hosp, 
Beer-Sheva,  Israel).  Amer  J Obstet 
Gynec  95:892-896  (Aug.  1)  1966. 

Fluorimetric  measurement  of  plasma  hy- 
drocortisone levels  of  ICK)  pregnant  women, 
measured  in  all  months  of  pregnancy,  re- 
vealed a gradual  increase  in  values  in  all 
normally  developing  pregnancies.  In  60 
pregnancies  terminating  in  missed  abortion 
or  fetal  death,  the  fetus  values  for  plasma 
hydrocortisone  were  definitely  lower  than 
those  in  normal  pregnancies.  A simple  flu- 
orimetric test  is  suggested  to  deteimine  the 
presence  of  a missed  abortion  or  fetal  death. 
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Esophageal  Motility  and  the  Hiatal  Hernia* 


Introduction 

Although  the  clinician  may 
strongly  suspect  that  a patient 
has  an  esophageal  hiatal  her- 
nia, he  may  occasionally  be  unable  to  docu- 
ment his  suspicions.  Hiatal  hernias  dem- 
onstrated by  barium  swallow  can  at  times 
be  confused  with  a hernia  associated  with 
achalasia  or  diffuse  spasm.  Tests  of  esoph- 
ageal motility  will  often  detect  an  other- 
wise obscure  hiatal  hernia,  and  will  usually 
differentiate  a hiatal  hernia  from  other 
esophageal  disorders.  The  purpose  of  this 
article  was  to  illustrate  the  usefulness  of 
esophageal  motility  and  to  discuss  briefly 
the  medical  and  surgical  treatment  of  pa- 
tients with  an  esophageal  hiatal  hernia. 

Case  Report 

In  the  fall  of  1965,  a 75  year  old  man 
was  seen  with  the  major  complaints  of 
“food  sticking”  and  regurgitation  of  un- 
digested food.  He  denied  any  pain.  Six 
weeks  before  seeking  medical  advice  he  had 
noted  an  increase  in  dysphagia  and  had  a 
weight  loss  of  30  pounds.  Physical  exam- 
ination revealed  a healthy  appearing  male 
whose  blood  pressure  was  150  mm  Hg  sys- 
tolic and  80  mm  Hg  diastolic.  The  remain- 
der of  the  examination  was  negative.  An 
esophagram  was  performed,  and  demon- 
strated the  possible  presence  of  cardiospasm. 
No  hiatal  hernia  was  seen.  Cinefluoroscopy 
indicated  either  the  presence  of  an  esopha- 
geal hiatal  hernia  alone  or  of  a hernia  as- 
sociated with  achalasia  or  diffuse  spasm. 
Esophageal  motility  studies  were  done,  and 
indicated  the  presence  of  a hiatal  hernia. 
The  motility  pattern  of  this  patient  was 
not  compatible  with  the  motility  pattern 
seen  in  patients  with  either  achalasia  or  dif- 
fuse spasm. 2 In  addition,  a cholecysto- 
gram  indicated  that  the  patient  had  a non- 
functioning gall  bladder.  At  the  time  of 
esophagoscopy,  some  thickening  of  the  mu- 
cosa in  the  distal  esophagus  was  noted,  and 
smears  for  cytology  were  negative  for  malig- 
nant cells.  The  hernia  appeared  reducible, 
and  no  ulceration  was  seen.  The  patient  was 
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referred  to  a general  surgeon,  and  a trans- 
abdominal cholecystectomy  and  hiatal  hernia 
repair  were  accomplished  satisfactorily.  The 
patient  was  tolerating  a general  diet  quite 
well  at  the  time  of  his  dismissal  from  the 
hospital  on  the  seventh  postoperative  day. 

Methods 

Tests  of  esophageal  motility  have  been 
done  for  some  time.  Kronecker  and  Meltzer® 
in  1883  recorded  the  form,  magnitude,  and 
speed  of  an  esophageal  peristaltic  pressure 
wave.  Recently  motility  tests  have  been  re- 
find by  the  work  of  Code,  Schlegel,  and  their 
associates.^-* 

The  methods  used  for  the  manometric 
studies  in  this  laboratory  were  similar  to 
those  previously  described  by  Schlegel  and 
Code.®-  Intraluminal  pressures  were  de- 
tected by  three  small  caliber  polyethylene 
tubes  (PE-190)  whose  internal  diameter 
was  0.047  inch  and  whose  outer  diameter 
was  0.067  inch.  The  tubes  were  held  to- 
gether by  a circumferential  polyethylene 
sleeve  and  the  distal  open  tip  tube  was  cov- 
ered with  a small  latex  balloon  five  mm  in 
diameter.  A lateral  orifice  was  cut  in  each 
of  the  other  two  tubes  at  five  cm  intervals 
(figure  1).  The  tubes  were  filled  with 
water,  and  were  connected  proximally  to 
Statham  strain  gauges.  Model  PE-23Db. 
These  gauges  were  placed  at  the  same  level 
as  the  esophagus  when  the  patient  was  su- 
pine, and  were  filled  with  water.  Changes  in 
pressure  detected  by  the  units  were  recorded 
by  an  oscilloscopic  photographic  recording 
instrument.f  Respirations  were  recorded 
simultaneously  by  a belt  pneumograph 

‘Read  at  the  18th  Annual  Meeting  of  the  Southwestern 
Surgical  Congress,  Las  Vegas,  Nevada,  April  20,  1966. 

tElectronics  for  Medicine,  DR-8  Recorder. 
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which  was  connected  to  a linear  microphone 
type  of  transducer. 

The  actual  procedure  consisted  of  the 
passage  of  the  pressure  detecting  units 
through  the  mouth,  down  the  esophagus,  and 
into  the  stomach.  Pressures  were  recorded 
under  resting  conditions,  and  at  intervals 
of  0.5  cm  as  the  tubes  were  withdrawn  from 
the  stomach  through  the  gastroesophageal 
sphincteric  zone  and  into  the  esophagus. 
These  tiny  pressure  detecting  units  were 
then  reintroduced  into  the  stomach  for  the 
swallow  portion  of  the  test.  Deglutition  was 
initiated  by  dry  swallows  or  swallows  of 
tap  water.  Responses  to  deglutition  were 
recorded  at  intervals  of  0.5  cm  in  the  region 
of  the  gastroesophageal  sphincter,  and  at 
intervals  of  one  to  three  cm  in  the  body 
of  the  esophagus. 


Results 

The  resting  pressure  profile  of  a healthy 
human  being  was  identified  as  an  elevated 
band  of  pressure  as  the  pressure  detecting 
units  were  withdrawn  from  the  stomach, 
through  the  gastroesophageal  sphincter,  and 
into  the  lower  esophagus  (figure  2).  The 
swings  of  pressure  were  in  phase  with  res- 
piration below  the  diaphragm  and  out  of 
phase  with  respiration  above  the  diaphragm. 
The  point  of  respiratory  reversal,  termed  the 
diaphragmatic  hiatus,  was  that  point  where 
the  pressure  recordings  became  negative 
with  the  inspiratory  excursion. 

In  healthy  human  beings,  the  swallow 
study  was  typified  by  an  orderly  peristaltic 
pressure  sequence  after  deglutition  (figure 
3).  The  swallow  response  of  the  lower 
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Figure  1.  Pressure-detecting  units  used  during  esophageal  motility  tests.  The  small 
balloon  that  covers  the  distal  tube  measures  0.5  by  0.5  cm  in  diameter.  Arrows  indicate 
lateral  orifices  in  the  polyethylene  tubes  which  are  spaced  5 cm  apart.  These  tubes  are 
filled  with  water  and  are  connected  to  a prssure  transducer. 


RESTING  PRESSURE  PROFILE  Of  THE  GASTROESOPHAGEAL  JUNCTION  IN  HEALTH 


Figure  2.  Resting  pressures  of  the  gastroesophageal  junctional  zone  in  a healthy  human 
being.  As  the  balloon  tip  pressure-detecting  unit  is  withdrawn  from  the  stomach  through 
the  gastroesophageal  sphincter  and  into  the  lower  esophagus,  a band  of  increased  pressure 
is  noted.  Vertical  arrows  indicate  0.5  cm  moves  in  this  area. 
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esophagus  and  gastroesophageal  sphincter 
in  the  healthy  person  after  deglutition  re- 
vealed a peristaltic  pressure  wave  in  the 
lower  esophagus  with  integrated  relaxation 
of  the  gastroesophageal  sphincter  (figure 
4).  Note  that  the  decline  in  pressure  in  the 
sphincteric  zone  precedes  the  pressure  wave 
which  readily  allows  the  bolus  of  food  entry 
into  the  stomach.  The  surges  of  pressure  in 
the  sphincteric  zone  were  due  to  respiratory 
excursion  in  a zone  of  increased  pressure. 

The  resting  pressure  profile  of  the  pa- 


tient in  question  was  long  and  low  in  ampli- 
tude in  the  sphincteric  zone.  In  this  zone, 
two  peaks  of  pressure  and  a double  respira- 
tory reversal  were  seen  (figure  5).  The 
swallow  study  revealed  some  peristaltic  and 
some  simultaneous  contractions  in  the  body 
of  the  lower  esophagus ; the  lower  esophageal 
sphincter  relaxed  poorly  (figure  6).  A few 
simultaneous  and  repetitive  contractions  of 
the  lower  esophagus  were  seen.  Interesting- 
ly enough,  a “pop-up”  was  also  noted  (figure 
7). 


Esophageal  Peristaltic  Pressure  Sequence  In  Health 


Figure  3.  Esophogeal  peristaltic  pressure  wave  in  the  mid  and  lower  esophagus  as  de- 
tected in  a healthy  human  person  after  a swallow. 


Swallow  Response  of  Lower  Esophagus  and  Gastroesophageal 
Sphincter  in  Healthy  Human  Beings 


Pneumograph 


Figure  4.  Peristaltic  pressure  sequence  of  the  lower  esophagus  and  gastroesophageal 
sphincter  in  response  to  swallowing  in  the  healthy  human  being.  Note  that  the  decline  of 
pressure  in  the  sphincteric  zone  precedes  the  arrival  of  peristaltic  pressure  wave. 
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Discussion 

The  case  report  pointed  out  the  value  of 
tests  of  esophageal  motility,  and  in  this  par- 
ticular instance,  it  established  a definite 
diagnosis  prior  to  surgery.  These  tests  of 
esophageal  motility  indicated  the  sphincteric 
zone  in  this  patient  was  six  cm  in  length 
and  was  low  in  amplitude.  Also,  a double 
respiratory  reversal  was  observed  in  the 
resting  study  (figure  5).  Code  and  Kelly* 
stated  that  these  findings  plus  the  finding 
of  a plateau  between  two  peaks  of  pressure 
were  primary  indications  of  the  presence  of 
a hiatal  hernia.  Recently,  Olsen  and  SchlegeP 


indicated  that  the  finding  of  repetitive  con- 
tractions, (also  seen  in  our  patient),  indi- 
cated the  presence  of  some  esophagitis.  A 
“pop-up”  seen  in  the  swallow  portion  of  this 
study  is  believed  to  represent  a short  in- 
coordinated  contraction  of  the  esophagus, 
and  as  it  shortens  the  contracted  zone  is 
pulled  onto  a pressure  detecting  unit.  This 
abrupt  contraction  causes  a short  peaked 
pressure  response.  Thus,  esophageal  motil- 
ity studies  can  lend  valuable  information  in 
any  patient  with  an  unknown  esophageal  dis- 
order. 

A preliminary  esophagoscopy  was  done  on 


PRESSURES  AT  THE  GASTROESOPHAGEAL 
JUNCTION  IN  HIATAL  HERNIA 
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Figure  5.  Resting  pressure  profile  at  the  gastroesophageal  junction  in  a patient  with 
a hiatal  hernia.  The  junctional  zone  is  long  and  low  in  amplitude,  and  a double  respiratory 
cross  over  is  present  in  the  sphinctenc  zone. 


response  of  GASTROESOPHAGEAL  SPINCTER  AND 
LOWER  ESOPHAGUS  IN  PATIENTS  WITH  HIATAL  HERNIA 


j-10cm.  HjO 
Pressure 


Figure  6.  Deglutition  pressure  sequence  of  the  suprahiatal  segment  of  the  gastro- 
esophageal sphincter  and  of  the  lower  esophagus  in  a patient  with  esophageal  hiatal  hernia. 
Note  the  poor  relaxation  of  the  sphincter  as  well  as  very  little  after  contraction.  The 
sphincter  pressure-detecting  unit  is  located  above  the  diaphragm  because  the  peaks  of  pressure 
are  negative  svith  reference  to  inspiration. 
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this  patient  and  was  recommended  for  all 
patients  Avho  were  candidates  for  surgical 
repair  of  a hiatal  hernia.  The  primary  pur- 
pose of  esophagoscopy  was  to  determine  the 
presence  or  absence  of  esophagitis  and  to  see 
if  the  hemia  was  reducible.  Also,  carcino- 
ma, benign  stricture,  and  shortening  of  the 
esophagus  in  association  with  a hiatal  her- 
nia were  ruled  out  by  this  procedure. 

Having  established  a diagnosis  of  hiatus 
hernia,  one  must  consider  the  problem  of 
treatment.  The  patient  who  has  a small 
hernia  should  be  given  a trial  on  medical 
management.  The  patient  Avho  either  has  a 
hemorrhage  or  develops  an  anemia,  in  as- 
sociation with  a large  hiatal  hernia,  must 
have  prompt  surgical  intervention. 

IMedical  management  includes  three  im- 
portant features.  First  an  effort  must  be 
made  to  reduce  gastric  acidity,  since  gastric 
acid  in  the  esophagus  produces  esophagitis, 
ulceration,  and  discomfort.  This  is  accom- 
plished by  frequent  feedings  of  bland  foods, 
and  the  use  of  an  antacid.  The  use  of  anti- 
cholinergic agents  is  contraindicated,  since 
they  may  interfere  Avith  peristalsis  and  at 


times  create  a clinical  condition  similar  to 
that  seen  in  patients  Avith  achalasia. 

Secondly,  an  attempt  should  be  made  to 
prevent  regurgitation  of  gastric  acids  into 
the  esophagus.  Gra\’ity  assists  in  this  con- 
nection Avhile  one  is  in  the  upright  position 
and  raising  the  head  of  the  bed  approxi- 
mately eight  to  nine  inches  often  affords  con- 
siderable relief  Avhile  in  the  supine  position. 
Since  many  patients  have  their  discomfort 
upon  retiring  at  night,  it  is  important  that 
a considerable  inteiwal  of  time  elapses  be- 
tAveen  the  last  ingestion  of  food  and  bedtime 
so  that  the  stomach  may  discharge  its  con- 
tents into  the  small  boAvel. 

A third  important  step  is  to  reduce  any 
excess  Aveight  to  a normal  level  since  obesity 
increases  intra-abdominal  pressure,  and  in 
so  doing  promotes  the  tendency  of  the  stom- 
ach to  herniate  into  the  chest.  If  the  pa- 
tient Avill  not  cooperate  fully  in  this  manage- 
ment, or  should  the  treatment  fail  to  re- 
lieve the  distress  of  esophagitis,  surgical 
therapy  is  indicated. 

The  operative  procedure  for  repair  of  a 
hiatal  hernia  in  the  presence  of  gall  stones 


RESPONSE  OF  GASTROESOPHAGEAL  SPHINCTER 
AND  LOWER  ESOPHAGUS  IN  PATIENTS 
WITH  HIATAL  HERNIA 


Figure  7.  Swallow  response  of  the  lower  esophagus  and  gastroesophageal 
sphincter  in  a patient  with  a hiatal  hernia.  Simultaneous  and  repetitive  con- 
tractions are  recorded  in  the  lower  esophagus.  A “pop-up”  occurs  in  the 
sphincter  zone,  and  the  response  in  this  zone  illustrates  very  poor  subhiatal 
relaxation  and  practically  no  after-contraction. 
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is  different  from  the  operative  procedure  for 
the  repair  of  a hiatal  hernia  which  is  asso- 
ciated with  achalasia  or  diffuse  spasm.  A 
patient  with  a hiatal  hernia  and  either  gall 
stones  or  a nonfunctioning  gall  bladdei*  is  a 
good  candidate  for  a transabdominal  chole- 
cystectomy and  an  Allison®  type  repair  of 
the  hernia.  On  the  other  hand,  a hernia  re- 
pair and  an  esophagomyotomy  are  most  ef- 
fectively and  easily  accomplished  through  a 
thoracotomy  incision.  This  is  particularly 
so  when  one  must  do  a long  myotomy  for 
diffuse  spasm.  A transthoracic  repair  is 
usually  recommended  for  the  patient  who  is 
obese  and  who  has  symptoms  of  bleeding, 
strangulation,  or  perforation. 

It  is  important  to  emphasize  that  any  pa- 
tient who  has  a sliding  hiatal  hernia  with 
esophagitis,  who  is  unresponsive  to  medical 
therapy,  and  who  has  no  other  abdominal  or 
thoracic  visceral  pathology,  should  have  the 
hernia  repaired.  The  approach  utilized  by 
the  surgeon  is  not  as  important  as  obtaining 
a good  reduction  and  performing  a tight  re- 
pair of  the  hernia. 

Summary 

A case  history  of  a patient  with  a sliding 
hiatal  hernia  was  given  to  illustrate  the  use- 
fulness of  tests  of  esophageal  motility  in  pa- 
tients with  esophageal  disorders.  The  meth- 
od of  these  manometric  procedures  was  pre- 
sented, as  well  as  the  results  which  ruled  out 


associated  achalasia  and  diffuse  spasm  in 
this  patient. 

Indications  for  transabdominal  and  trans- 
thoracic repair  of  a hiatal  hernia  were  given. 
Evidence  of  either  persistent  esophagitis, 
bleeding,  stricture,  ulceration,  or  perfora-  I 
tion  was  a definite  indication  for  repair  of 
an  esophageal  hiatal  hernia. 
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ment of  153  patients.  In  49  it  was  a comple- 
mentary procedure;  in  40,  a decompressive 
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were  uniformly  accomplished.  The  overall 
mortality  rate  attributed  to  the  cecostomy 
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Immunizations  During  Pregnancy 


I.  Introduction 

The  sole  purpose  of  this  review 
is  to  provide  a reference  which, 
when  quickly  consulted,  will 
help  form  a foundation  for  thought  when 
deliberating  the  use  of  bacterial  or  viral 
vaccines  during  pregnancy.  The  hoped-for 
accomplishment  is  the  summarizing  under 
one  title,  of  information  now  available  in 
many  different  articles.  The  information 
contained  herein  is  taken  in  total  from  ma- 
terial now  in  the  literature.  There  are  two 
recent  articles,  which  because  of  their  clarity 
and  specificity,  deserve  special  mention. 2 

II.  Viral  Immunizations 

Smallpox 

Smallpox  vaccinations  should  not  be  given 
during  pregnancy  except  in  cases  of  direct 
exposure  or  epidemic  outbreaks.^-  2-  2, 4, 5,  e 
Before  1932,  the  use  of  smallpox  vaccinations 
during  pregnancy  was  acceptable  with  little 
question.  Urner'^  vaccinated  129  pregnant 
females  in  1927  with  no  resulting  problems. 
However,  in  retrospect,  1'07  of  these  women 
were  in  the  third  trimester,  and  only  one  in 
the  first  trimester.  Lieberman  (1927)*  also 
found  no  contraindications  to  vaccination 
during  pregnancy.  Then  in  1932,  Lynch^ 
reported  the  delivery  of  a premature  infant 
at  27  weeks  with  generalized  vaccinia.  The 
mother  had  been  vaccinated  four  weeks  be- 
fore. No  further  reports  of  infant  vaccinia 
are  recorded  until  MacDonald  and  MacArthur 
reported  a patient  who  had  a primary  vacci- 
nation at  three  months  gestation  during  a 
smallpox  outbreak  in  Glasgow  in  1950. 
Eleven  weeks  later  she  delivered  a live  pre- 
mature infant  with  generalized  vaccinia. 
The  infant  survived  less  than  24  hours.  In 
1962,  Entwistle  et  al“  reported  a case  of 
generalized  vaccinia  in  a premature  infant 
delivered  at  23  weeks.  The  mother  had  been 
vaccinated  at  19  weeks.  Naidoo^2  reported 
a case  of  abortion  after  primary  vaccination 
at  22  weeks  in  1963.  Generalized  vaccinia 
involving  both  twins  was  reported  by  Tucker 
and  Gibson^®  in  1962.  The  mother  had  under- 
gone primary  vaccination  nine  weeks  prior. 
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The  outbreak  of  smallpox  that  occurred  in 
West  Scotland  between  March  26  and  April 
1,  1950  offered  an  unusual  opportunity  to 
study  the  outcome  of  primary  vaccination 
in  pregnant  women.  MacArthur*  attempted 
to  determine  the  incidence  of  congenital  vac- 
cinia resulting  from  these  vaccinations.  He 
found  of  203  females  who  developed  a reac- 
tion and  were  pregnant  at  the  time,  47% 
of  the  females  vaccinated  in  the  second  and 
third  month  of  pregnancy  failed  to  give 
birth  to  a healthy  child. 

Smallpox  vaccinations  should  not  be  given 
to  other  family  members  during  pregnancy. 
Evidence  provided  by  Wielenga  et  al  (1961)^^ 
forms  the  basis  for  this  opinion.  Their 
case  involved  an  11  month  old  son  vaccinated 
on  April  29,  1959.  One  week  later,  he  had 
the  usual  primary  reaction.  The  mother  was 
in  her  18th  week  gestation  at  the  time. 
She  developed  a sore  throat  and  fever  15 
days  after  the  son  was  vaccinated.  On  July 
6,  1959  she  delivered  a premature  infant  with 
generalized  vaccinia  who  died  after  ten  min- 
utes. This  case,  as  do  those  reported  by 
Entwistle  et  al  and  Naidoo,  tend  to  discredit 
the  belief  that  vaccination  after  13  weeks 
gestation  is  harmless. 

Although  revaccination  of  mothers  during 
pregnancy  is  felt  to  carry  no  risk  to  mother 
or  infant,!  it  is  unnecessary  unless  travel  to 
other  countries  or  direct  exposure  is  antici- 
pated. There  has  not  been  a confirmed  case 
of  smallpox  reported  in  the  U.S.  since  1949.!® 

Poliomyelitis 

Before  outlining  the  use  of  the  Salk  im- 
munization or  the  interesting  debate  concer- 
ning Sabin  immunization,  there  are  several 
facts  concerning  poliomyelitis,  and  pregnancy 
which  should  be  noted. 

As  the  20th  century  progressed,  there  was 
an  increasing  incidence  of  poliomyelitis 
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among  adults,  and  specifically  pregnant  fe- 
males. 

McGoogan  (1932)i®  reported  that  polio- 
myelitis complicating  pregnancy  was  . rare 
until  approximately  1922.  He  noted  the  first 
published  case  occurred  in  1906.  Aycock 
(1941)1’^  collected  28  cases  from  the  litera- 
ture, and  reported  an  additional  28.  Bowers 
and  Danforth  (1953)^®  found  586  cases,  and 
added  24. 

The  effects  of  poliomyelitis  on  pregnancy 
are  as  follows: 

1.  The  incidence  of  poliomyelitis  in  preg- 
nancy is  greater  than  the  incidence  of  polio- 
myelitis in  the  general  population  2®-  21  gg_ 

pecially  at  the  end  of  the  first  trimester 
and  beginning  of  the  second;  2.  The  inci- 
dence of  abortions  is  increased  when  polio- 
myelitis complicates  pregnancy.®’  Siegel 
1956,22  indicates  the  total  fetal  wastage  as 
33%  and  Plotz  (1965), 2 as  well,  finds  that 
one  third  of  pregnancies  complicated  with 
poliomyelitis  result  in  abortion,  stillbirth,  or 
neonatal  deaths;  3.  Risk  to  the  infant  de- 
creases with  increasing  length  of  gestation, 
and  is  greatest  in  the  first  trimester  ;^2 

4.  Abortion,  if  it  occurs,  usually  does  so  within 
two  weeks  of  the  acute  stage  of  the  disease  ;^2 

5.  There  is  no  evidence  of  increased  incidence 

of  fetal  anomalies  ;®>  22  6.  Neonatal  death 

occurs  from  prematurity  and  anoxemia  sus- 
tained during  periods  of  severe  maternal  re- 
spiratory distress  prior  to  delivery  ;22  7.  In- 
fants whose  mothers  had  poliomyelitis  in  the 
first  and  second  trimester  have  been  reported 
as  small  ;22  8.  Finally,  there  is  no  increase  in 
maternal  mortality  related  to  poliomyelitis 
over  the  general  poliomyelitis  population. 
The  risk  is  related  to  the  severity  of  the 
disease. 

The  use  of  Salk  immunization  during  preg- 
nancy significantly  increases  maternal  pro- 
tection and  prolongs  passive  immunity  of  the 
newborn.23  Da  Silva  found  that  65%  of  the 
patients  he  studied  were  incompletely  pro- 
tected by  antibodies  prior  to  vaccination. 
By  using  Salk  immunization  between  the 
16th  and  30th  weeks,  he  was  able  to  reduce 
this  incidence  to  18%.  Salk  immunizations 
have  received  general  acceptance  of  use  dur- 
ing pregnancy,2’  ® and  none  of  the  articles  re- 
viewed contraindicated  its  use  in  pregnancy. 


The  use  of  Sabin  immunization  during 
pregnancy  offers  a more  controversial  prob- 
lem. It  involves  the  use  of  a live  virus, 
which  on  that  basis  alone  is  felt  to  provide 
a greater  risk,24  because  of  the  resulting 
viremia  which  may  occur  in  a nonimmunized 
patient.  Page2®  records  a case  in  which  a 
mother  received  a Sabin  immunization  in  the 
second  month.  The  resulting  offspring  de- 
veloped a unique  renal  disease  in  utero  from 
which  he  died  at  three  months.  Falk  (1965)® 
calls  attention  to  reports  of  both  stillbirths 
and  abortions  when  Sabin  immunization  is 
used  in  early  pregnancy,  but  no  specific 
cases  are  recorded.  An  additional  considera- 
tion is  recent  evidence  of  possible  interfer- 
ence with  active  development  of  the  fetus’ 
own  antibodies  following  immunization  of  the 
mother,  and  resulting  passive  immunizations 
to  the  fetus. 2®’  1® 

In  opposition,  the  “maximum  potential 
risk”  of  oral  poliomyelitis  immunization  re- 
ported by  the  USPHS2’^  is  of  the  order  of 
one  per  million  over  all  with:  1.  One  per  2.5 
million  for  Type  III ; 2.  One  per  six  million 
for  Type  I;  and  3.  One  per  50  million  for 
Type  II.  They  report  no  data  which  would 
contraindicate  the  use  of  oral  poliomyelitis 
immunizations  during  pregnancy.2'^  The 
special  advisory  committee  on  oral  polio- 
myelitis vaccine2'^  recommends  immunizations 
of  individuals  over  school  age  (18  years) 
only  in  those  situations  in  which  unusual 
exposure  to  poliomyelitis  might  be  antici- 
pated. The  subject  of  poliomyelitis  immuni- 
zation during  pregnancy  can  best  be  summed 
up  as  follows:  “For  all  practical  purposes, 
immunization  programs  in  the  U.S.  have  re- 
duced the  risk  of  polio  in  adults  to  such  an 
extremely  low  level  that  combined  immuni- 
zations of  this  age  group  is  no  longer  neces- 
sary except  under  special  circumstances. ”2® 

Therefore,  routine  poliomyelitis  immuni- 
zations during  pregnancy  are  not  indicated 
unless  the  patient  has  not  been  previously 
immunized.  If  it  is  undertaken,  Salk  im- 
munization may  be  used  at  any  time.  Sabin 
immunization  may  be  used,  but  should  be 
withheld  during  the  first  trimester,  and  used 
only  for  special  circumstances. 

Influenza 

Immunization  with  polyvalent  influenza 
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vaccines  should  be  advised  for  all  pregnant 
females  when  epidemics  or  paudeurics  are 
anticipated^®"  (except  for  those  allergic  to 
eggs  or  chickens).  Pregnant  females  with 
cardiac  or  pulmonary  disease  should  be  im- 
munized each  year  during  the  autumn 
season.®®  These  vaccines  are  formaldehyde- 
inactivated,  and  may  be  used  at  any  time 
during  pregnancy. 

The  above  recommendations  are  the  result 
of  evidence  that  influenza  contracted  during 
pregnancy  may  have  serious  complications. 
Following  the  Asian  influenza  epidemic  of 
1959,  a two-fold  increase  in  developmental 
anomalies  was  found  in  offspring  of  mothers 
who  had  contracted  the  infection  during  the 
first  trimester.®!  Coffey  and  Jessop  (1963)®® 
also  found  evidence  suggesting  that  influenza 
may  affect  subsequent  growth  and  develop- 
ment of  the  child.  Greenberg®®  et  al  found 
that  50%  of  females  of  child-bearing  age 
who  died  of  influenza  in  New  York  City  in 
1957  were  pregnant,  substantiating  the  more 
adverse  affect  of  pregnancy  on  influenzal 
infections.  The  cause  of  death  is  usually  a 
fulminating  edematous,  often  hemorrhagic, 
influenza  pneumonia.®^ 

Plotz  (1965),®  on  the  other  hand,  reports 
that  there  is  no  agreement  as  to  whether  or 
not  influenza  in  pregnancy  causes  congenital 
malformations.  In  his  article,  he  includes 
three  reports®®-  ®®’  ®’^  which  have  found  no 
significant  increase  in  abnormalities  in  new- 
borns following  influenza  during  pregnancy, 
on  the  basis  of  serologic  studies. 

Since  there  has  been  no  reported  increase 
in  fetal  loss  or  congenital  anomalies  in  im- 
munized patients,®®  and  in  view  of  the  ma- 
terial presented  by  Coffey  and  Jessop,®!*  ®® 
influenza  vaccination  is  a safe  procedure  to 
perform  during  pregnancy®®  and  eliminates 
concern  for  infection  if  an  epidemic  is  antici- 
pated and  the  polyvalent  vaccine  employed 
contains  the  influenza  strain  responsible  for 
the  epidemic. 

Two  years  ago,  there  was  considerable 
publicity  regarding  reports  of  possible  dan- 
gers of  administration  of  influenza  virus 
vaccine  to  pregnant  women  because  of  pos- 
sible anti-A  antibody  stimulation.  The  influ- 
enza Center  of  the  USPHS,  Atlanta,  Georgia, 


as  of  October  12,  1962,  have  received  no 
clinical  data  which  would  lead  them  to  change 
their  present  recommendation  concerning 
immunizations  of  pregnant  women. 

Varicella 

There  is  no  immunization  available  against 
chickenpox.  Gamma  globulin  is  not  effec- 
tive in  preventing  varicella,  but  may  decrease 
the  severity  of  the  disease  if  given  at  a dose 
of  0.1  to  0.2  ml/pound  within  three  days 
of  exposure.  It  should  be  used  in  susceptible 
individuals  who  are  repeatedly  exposed. 

There  are  two  interesting  questions  con- 
cerning varicella  in  pregnancy  which  have 
been  argued  in  the  literature.  1.  Is  there 
an  increased  susceptibility  to  chickenpox 
during  pregnancy ; and  2.  does  varicella  cause 
congenital  anomalies?  Fish®®  and  Plotz®  re- 
port no  increased  susceptibility  to  fatal  at- 
tack of  varicella  in  pregnancy.  Although 
these  reports  find  no  increased  susceptibility 
to  varicella,  the  more  serious  nature  of  vari- 
cella in  pregnant  women  has  been  well 
documented.®®  There  are  17  reported  cases 
of  varicella  pneumonia  complicating  preg- 
nancy. Seven  of  these  terminated  fatally, 
giving  a mortality  rate  of  41.1%  (compared 
with  17  % mortality  rate  for  fatal  adult 
varicella  pneumonia  in  the  general  popula- 
tion). 

Mansen®®  found  no  increased  fetal  wastage 
or  congenital  malformations  in  239  mothers 
who  had  varicella  during  pregnancy.  Kaze 
and  Reaney^®  studied  52  cases  and  found 
an  incidence  of  5.7%  (three  cases)  of  abnor- 
malities in  the  newborn. 

Harris  and  Rhoades®®  agree  that  develop- 
mental defects  secondary  to  maternal  vari- 
cella have  not  been  demonstrated.  However, 
they  do  find  an  increased  incidence  of  abor- 
tions and  prematurity  where  varicella  com- 
plicates pregnancy. 

There  are  many  reports  of  congenital  or 
early  neonatal  varicella  which  have  occurred 
in  relation  to  maternal  disease  slightly  before 
or  at  the  time  of  delivery.®’!  The  fetal  mor- 
tality rate  for  varicella  acquired  in  utero  with 
onset  of  maternal  skin  eruption  within  ten 
days  of  birth  is  21%  (38  published  cases  with 
8 deaths). 
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In  summary,  the  gravest  danger  from 
varicella  to  both  fetus  and  mother  occurs 
where  the  disease  is  acquired  late  in  the 
third  trimester.  If  pneumonia  occurs,  mec- 
hanical factors  resulting  from  the  terih-size 
uterus  make  treatment  more  difficult  and 
less  effective.  Lastly,  the  incidence  (as  re- 
corded above)  of  congenital  varicella  is  high- 
est at  or  near  term. 

Mumps 

Immunization  to  mumps  can  be  safely 
carried  out  during  pregnancy.^  Gamma 
globulin  is  of  no  value  except  for  the  hyper- 
immune human  mumps  gamma  globulin. 
The  dose  is  3 ml  under  140  lb.,  4)4  ml  over 
140  lb.  The  hj'perimmune  gamma  globulin 
is  effective  for  both  prophylaxis  and  amelio- 
ration. 

There  is  no  conclusive  evidence  that 
mumps  increases  the  teratogenic  risk. 
Manson  (I960)®®  studied  496  mothers  with 
mumps  during  pregnancy  and  found  no  in- 
creased fetal  wastage  or  congenital  malfor- 
mations. More  recent  reports^-  indicate 
that  prenatal  exposure  to  mumps  may  relate 
to  development  of  primary  endocardial  fi- 
broelastases. 

Rubeola 

There  is  general  agreement  that  live,  atten- 
uated measles  immunizations  should  not  be 
given  during  pregnancy.^-  ® The  inactivated 
virus  vaccine  may  be  used,  but  there  does 
not  appear  to  be  anj'  preventive  effect  after 
exposure  to  the  disease  has  occurred.  A 
study  by  Connelly  et  al  (1964)®  of  101  preg- 
nant females  with  measles  revealed:  1.  an 
increase  in  fetal  death  rate;  and  2.  an  in- 
crease (11.1%)  in  fetal  malformation  rate. 
These  findings  were  not  restricted  to  rubeola 
occurring  in  the  first  trimester.  Both  these 
rates,  however,  are  lower  in  incidence  than 
complications  resulting  from  rubella.  Ru- 
beola presents  less  of  a problem  than  rubella 
not  only  because  of  the  lower  complication 
rates,  but  because  of  the  greater  number  of 
immune  women  in  the  childbearing  age. 

Rubella 

At  this  time  there  is  no  active  immuni- 
zation available  for  rubella.  This  is  men- 
tioned only  to  reaffirm  the  use  of  gamma 


globulin  for  exposure  to  rubella.  Both  Fishi 
and  Plotz^  in  their  recent  articles  recommend 
the  use  of  gamma  globulin  during  pregnancy. 
The  recommended  dose  is  0.1  ml/lb.  as  a 
preventive  measure  during  the  first  eight 
weeks.  The  effect  of  gamma  globulin  lasts 
about  three  weeks,  and  it  should  be  given 
again  if  exposure  is  frequent.  In  support 
of  the  use  of  gamma  globulin,  McDonald 
(1963)^2  studied  the  use  of  prophylactic 
injections  in  13,000  cases  of  females  exposed 
to  rubella.  The  incidence  of  clinical  rubella 
was  1.27%,  as  compared  with  3.7%  among 
untreated  patients.  Finally,  a history  of 
rubella  prior  to  pregnancy  does  not  justify 
withholding  gamma  globulin,  since  occur- 
rence of  rubella  as  reported  by  patients 
cannot  be  taken  as  a reliable  index  of  ex- 
posure.^® 

The  need  for  a vaccine  against  rubella  to 
be  used  in  girls  prior  to  the  childbearing  age 
is  best  demonstrated  by  the  following  fig- 
ures.^ Rubella  contracted  in  the  first  four 
weeks  of  pregnancy  results  in  a maximum 
fetal  developmental  defect  rate  of  50%. 
Rubella  during  the  fifth  to  eighth  week  of 
pregnancy  results  in  a maximum  defect  rate 
of  25%.  Finally,  rubella  during  the  9th  to 
12th  week  results  in  a maximum  defect  rate 
of  17%. 

There  is  an  experimental  rubella  vaccine®® 
now  under  investigation  w'hich  to  date  has 
been  encouraging.  It  is  a live  attenuated 
vaccine,  and  is  available  to  scientists  only  at 
this  time.  The  candidates  tested  so  far  have 
developed  immunity  without  accompanying 
fever  or  rash  and  none  of  the  susceptibles 
who  came  in  contact  with  the  candidates 
contracted  the  disease. 

Rabies 

The  use  of  rabies  vaccine  during  pregnancy 
depends  on  the  need  for  its  use  as  deter- 
mined by  the  attending  physicians.  One 
must  balance  the  danger  of  infection  against 
complications  that  frequently  accompany  the 
use  of  rabies  vaccine.®  No  reports  were 
found  of  cases  in  which  rabies  vaccine  was 
used  during  pregnancy. 

Yellow  Fever 

A^accination  for  yellow  fever  is  essential, 
and  indicated  for  pregnant  females  who  must 
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travel  into  certain  parts  of  the  world.®  It 
is  a live  attenuated  virus,  and  its  use  would 
be  better  delayed  until  after  the  first  tri- 
mester or  best  deferred  until  completion  of 
the  pregnancy  when  possible. 

Coxsachie  Viruses 

Coxsachie  viruses  are  mentioned  only  to 
point  out  the  possible  increased  incidence  in 
pregnant  females  of  infection  with  coxsachie 
Bj  virus  causing  pericarditis.  Plager  et  al 
(1962)^^  report  on  16  adult  patients  hospital- 
ized in  Albany,  N.Y.  in  1961,  four  of  whom 
were  pregnant.  However,  no  conclusion  can 
be  drawn  from  this  small  number  of  patients. 

Bacterial  Vaccines 

Tetanus 

Vaccination  for  tetanus  is  to  be  recom- 
mended during  pregnancy.®-  If  the 

patient  needs  primary  vaccination,  this 
should  certainly  be  carried  out.  Booster 
shots  should  be  given  if  none  have  been  ad- 
ministered for  at  least  the  last  year.  They 
are  best  administered  for  maximum  anti- 
body response  in  the  fetus  in  the  seventh 
month. If  the  primary  series  is  under- 
taken, it  should  be  scheduled  so  that  the 
third  shot  is  given  in  the  seventh  month. 

Tetanus  is  a very  effective  vaccine.  Pro- 
tection after  the  primary  series  only  is  still 
measurable  20  years  later.i®  Yet  in  1962, 
there  were  still  256  deaths  due  to  tetanus. 
Axmick  and  Alexander  in  1957^®  found  the 
highest  incidence  of  neonatal  tetanus  in  the 
U.S.  in  nonwhites  of  Florida  (34.3  cases/ 
100,000  live  births).  Neonatal  tetanus  can 
be  prevented  by  the  use  of  the  vaccine  during 
pregnancy.  Placental  transfer  of  antibodies 
to  the  fetus  occurs  thus  protecting  against 
tetanus  neonatorum.  After  inoculation  with 
tetanus  toxoid,  pregnant  females  have  anti- 
body levels  twice  as  high  as  nonpregnant 
females. Tetanus  antibody  levels  in  cord 
blood  have  been  found  in  increased  amounts 
after  immunization  of  the  mother  during 
pregnancy.'*® 

Schofield  et  al  made  an  interesting  study 
of  the  effects  of  active  immunization  during 
pregnancy  on  patients  in  New  Guinea.  The 
incidence  of  neonatal  tetanus  is  high  in  this 
area  because  of  tribal  habits  whereby  the 


mother  cuts  the  umbilical  cord  after  delivery 
with  a knife  or  old  razor  blade,  leaving  it  un- 
tied and  placing  the  baby  on  a bed  of  old 
bark.  Schofield  et  al,*®  using  fluid  form- 
alinized  tetanus  toxoid,  administered  the 
primary  series  of  immunization  and  observed 
the  following  results:  1.  no  apparent  effect 
on  the  incidence  of  neonatal  tetanus  if  only 
injection  administered.  2.  a statistically  sig- 
nificant degree  of  protection  (decreased  in- 
cidence by  two  thirds)  after  11  injections. 
3.  the  effects  of  three  injections  were  better 
than  two. 

Diphtheria 

Immunization  for  diphtheria  is  poorly 
tolerated  by  adults,  and  should  not  be  under- 
taken during  pregnancy  except  for  special 
reasons.®  The  incidence  of  diphtheria  in  this 
country  has  dropped  from  84,000  cases  35 
years  ago  to  444  cases  in  1963.*®  However,  in 
1962,  the  census  bureau  interviewed  55,000 
families  in  which  20%  (4  million)  of  children 
under  five  had  not  received  a single  injection 
of  D.P.T.  The  problem  here  is  the  establish- 
ment of  proper  immunization  programs  dur- 
ing pregnancy. 

Pertussis 

Immunization  of  adults  for  pertussis  is 
impractical.  There  is  no  transfer  of  maternal 
antibodies  to  the  fetus,*®  following  pertussis 
immunization  during  pregnancy.  For  this 
reason,  there  is  no  indication  for  pertussis 
vaccination  during  pregnancy. 

Tuberculosis 

The  use  of  B.C.G.  during  pregnancy  is 
contraindicated  at  all  costs,  even  with  serious 
exposure.®  It  causes  a definite  bacteremia 
and  therefore  the  threat  of  actual  infection 
in  the  fetus. 

Typhoid  and  Paratyphoid 

Typhoid  and  paratyphoid  immunizations 
are  poorly  tolerated  by  adults.®  Immuniza- 
tion should  not  be  undertaken  during  preg- 
nancy except  for  special  reasons  such  as 
travel  abroad.  There  is  no  known  specific 
contraindication  to  their  use  during  preg- 
nancy. 

Cholera 

Cholera  immunizations  are  tolerated  with- 
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out  pain  to  the  patient  or  danger  to  the 
fetus  and  are  essential  for  pregnant  females 
who  must  travel  into  certain  parts  of  the 
world.® 

IV.  Conclusions 

The  bacterial  immunizations  do  not  offer 
too  great  a challenge  when  contemplating 
their  use  during  pregnancy.  Only  tetanus 
is  actually  recommended  during  pregnancy. 
The  others  (diphtheria,  pertussis,  typhoid, 
paratyphoid,  and  cholera)  are  not  specifically 
contraindicated  during  pregnancy,  but  their 
use  is  not  warranted  except  for  special  cir- 
cumstances, such  as  travel  into  certain  areas 
of  the  world. 

Immunization  of  the  pregnant  female 
against  virus  infections  offers  a more  interes- 
ting and  challenging  study.  The  argument 
centers  primarily  around  the  use  of  live 
virus  vaccines.  These  vaccines  cause  a vire- 
mia  which  the  fetus  may  also  experience. 
The  danger  is  greater  in  a previously  unim- 
munized or  minimally  exposed  female  with 
less  antibody  immunity.  Plotz  (1965)2  feels 
that  live  vaccines  for  pregnant  females 
should  be  postponed  until  after  delivery  un- 
less unusual  situations  necessitate  their  use. 
Killed  inactivated  vaccines  are,  in  general, 
acceptable  for  use  during  pregnancy.  Falk 
(1965),®  however,  feels  that  even  these  are 
dangerous  and  should  be  deferred. 

V.  Summary 

The  bacterial  and  viral  vaccines  have  been 
combined  in  one  article  and  their  use  during 
pregnancy  reviewed.  Caution  should  be  used 
before  establishing  any  routine  regarding 
their  use  during  pregnancy.  Greater  care 
and  deliberation  is  necessary  before  using 
the  viral  vaccines.  Finally,  problems  relating 
to  the  use  of  vaccines  during  pregnancy  are 
reduced  to  near  insignificance  if  immuniza- 
tion programs  are  completed  before  the 
childbearing  age. 
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Louis  Pasteur  and  His  Stroke: 
A Lesson  in  Perseverance 


ON  jMonday  morning,  October  19, 
1868,  Pasteur  noticed  a tran- 
sient, unusual  tingling  sensa- 
tion in  his  left  hand.  He  was  46  years  old. 
Following  lunch,  he  felt  unwell  and  had  an 
episode  of  shivering.  He  lay  down  to  rest, 
which,  because  it  was  so  unusual,  worried 
Mme.  Pasteur.  Shortly  afterwards,  he  felt 
well  enough  to  get  up  and  go  to  the  Academie 
des  Sciences  where  he  read  to  the  group  a 
paper  by  an  Italian  scientist  who  had  been 
able  to  verify  some  of  his  work.  That  eve- 
ning he  dined  lightly  and  retired  early,  but 
once  in  bed  he  again  had  an  episode  of 
tingling  in  the  left  hand,  and  this  time  there 
was  also  an  inability  to  speak.  This  episode 
lasted  for  only  a few  minutes. 

Dr.  Godilier,  Clinical  Professor  of  Medi- 
cine at  the  Ecole  du  Val-de-Gare  and  a per- 
sonal friend,  was  called  immediately.  Nu- 
merous similar  episodes  occurred,  but  be- 
tween them  Pasteur  was  alert  and  capable  of 
explaining  his  symptoms  to  the  physician. 
As  time  wore  on  during  that  long  night,  the 
entire  left  side  became  weaker  until  he  was 
totally  hemiplegic,  although  probably  the 
difficulty  with  speech  was  no  longer  present. 
About  10  p.m.,  he  complained  that  the  left 
arm  “.  . . is  like  lead;  if  it  could  only  be  cut 
off!”  The  medical  bulletin  issued  at  about 
2 a.m.  read,  “intense  cold,  anxious  agitation, 
features  depressed,  eyes  languid,”  but  by 
noon  on  M'ednesday,  October  21st,  the  report 
was  “mental  faculties  still  absolutely  intact. 
Cerebral  lesion,  whatever  it  may  be,  is  not 
worse;  there  is  an  evident  pause.” 

Godilier,  in  consultation  with  Drs.  Gueneau 
de  Mussy  and  Andral,  had  apparently  suc- 
cessfully treated  the  condition  by  the  “ap- 
plication of  sixteen  leeches  behind  the  ears 
. . . (which  made  the  blood  flow)  . , , 
abundantly.”  Pasteur  had  passed  the  crisis 
of  his  apoplexy,  an  illness  which  20  years 
before  had  rapidly  killed  his  middle  - aged 
mother. 

I'he  diagnosis  of  cerebral  hemorrhage  was 
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made,  although  the  stuttering  course  per- 
plexed his  physicians.  A cousin  wrote  in  a 
letter,  “.  . . his  stroke  is  accompanied  by 
symptoms  which  are  now  occupying  the  at- 
tention of  the  whole  Academy  of  Medicine. 
Paralysis  always  comes  abruptly  but  for  M. 
Pasteur  it  came  in  little  successive  fits, 
twenty  or  thirty  perhaps,  and  it  was  only 
complete  at  the  end  of  24  hours,  which  com- 
pletely disconcerted  the  doctors  who  watched 
him  . . .”  As  viewed  today,  he  probably 
had  numerous  transient  ischemic  attacks 
which  ultimately  led  to  a completed  cerebral 
infarction. 

It  is  difficult  to  understand  the  signifi- 
cance of  the  inability  to  talk.  Neither  his 
son-in-law,  Vallery-Radot,  nor  a later  biog- 
rapher, Rene  Dubos,  mention  whether  Pas- 
teur was  left  or  right  handed  and  it  might 
be  guessed  that  if  he  were  left  handed  (and 
therefore  possibly  right  brain  dominant)  this 
may  have  been  unusual  enough  to  comment 
upon.  His  handwriting  did  not  have  the 
usual  slant  of  a left  hander.  I recently  asked 
the  housekeeper-curator  of  Pasteur’s  per- 
sonal quarters  at  the  Pasteur  Institute, 
Paris,  whether  she  knew  whether  Pasteur 
was  right  or  left  handed.  Her  reply  was 
that  he  was  right  handed  but  her  manner 
of  relating  this  made  me  suspect  that  I 
might  have  been  insulting  the  great  man 
by  implying  that  he  could  have  been  anything 
but  right  handed.  I have  seen  one  posed 
photograph  taken  a year  before  his  stroke 
in  which  he  is  seen  sitting,  holding  a book 
with  his  right  hand  while  his  left  hand  is 
turning  a page.  Except  for  this  one  picture, 
I have  been  unable  to  find  any  photographs 
or  paintings,  either  published  or  in  his  home, 
which  would  give  a good  clue  to  his  handed- 
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ness  prior  to  his  stroke.  Hence,  it  is  diffi- 
cult to  say  whether  he  had  or  had  not  a 
hemiplegia  envolving  his  master  hand. 

By  the  age  of  46,  Louis  Pasteur  had  al- 
I’eady  done  monumental  work.  His  investi- 
gation of  tartaric  acid  had  led  to  the  dis- 
covery of  the  asymmetry  of  biological  mole- 
cules, he  had  discovered  evidence  of  anae- 
robic life,  he  had  proven  that  spontaneous 
generation  did  not  occur  (although  argu- 
ments about  this  continued),  and  his  work 
on  fermentation  had  led  to  the  discovery  of 
“pasteurization.”  He  was  a Professor  of 
Chemistry  at  the  Sorbonne  and  was  a mem- 
ber of  the  Paris  Academie  des  Sciences ; 
among  his  many  awards  were  the  Legion  of 
Honor,  the  Prix  de  la  Societe  de  Pharmacie 
de  Paris,  the  Rumford  Medal  of  the  Royal  So- 
ciety of  London,  the  Prix  de  Physiologic  Ex- 
perimentales  de  Academie  des  Sciences,  and 
the  Grande  Prix  of  the  Exposition  Univer- 
selle  of  1867. 

Would  he  not  have  been  wise  to  have 
heeded  the  advice  of  his  many  learned  friends 
to  retire?  As  for  example.  Professor  Nisard 
said  to  him,  “Now,  dear  friend,  you  must 
give  up  your  energies  to  living  for  your 
family  . . .?”  Fortunately  for  society,  he 
did  not  follow  this  advice,  for  yet  to  come 
was  much  important  work  including  studies 
on  the  microbiological  origin  of  disease  and 
the  discovery  of  immunization  by  means  of 
attenuated  cultures ; the  treatment  of  an- 
thrax and  rabies  was  still  to  be  discovered, 
and  the  Pasteur  Institutes  were  to  be  found- 
ed ! All  of  this  was  accomplished  by  Pasteur 
in  spite  of  a persisting  neurological  deficit. 
He  had  the  will  to  persevere  in  spite  of  his 
physical  handicap. 

Pasteur’s  will  to  persevere  led  him  to  ac- 
cept this  illness  as  only  a passing  crisis. 
He  refused  to  allow  it  to  interfere  signifi- 
cantly with  his  work.  This  attitude  could 
probably  have  been  predicted  by  the  char- 
acter of  his  personality  prior  to  his  illness. 
In  1844,  while  a student  at  Ecole  Normale, 
Pasteur  was  described  as  “grave,  quiet,  al- 
most shy  . . . but  under  this  . . . lay  the 
latent  fire  of  enthusiasm.  He  was  so  con- 
scientious that  he  did  not  know  what  it  was 
to  skim  through  a book.”  In  a letter  to  his 
sisters  in  1840,  he  wrote  “to  Will  is  a great 


thing,  dear  sisters,  for  Action  and  Work 
usually  follow  Will  and  almost  always  Work 
is  accompanied  by  success.  These  three 
things.  Will,  Work,  Success,  fill  human  ex- 
istence.” 

He  often  gave  the  advice  and  obviously 
sincerely  accepted  it  for  himself  for 
“.  . . perseverance  in  effort.”  Dr.  Godilier’s 
bulletin  only  two  days  after  his  stroke  re- 
ported “mind  active  . . . would  willingly 
talk  science”  and  this  was  only  a few  hours 
after  Pasteur  had  told  a friend,  “I  am  sorry 
to  die  . . .”  Several  days  after  his  stroke 
he  dictated  to  a student  a note  on  a tech- 
nique to  improve  the  method  of  eliminating 
silkwoiTn  disease,  the  project  he  was  en- 
gaged in  at  the  time  of  his  illness.  This  was 
reported  to  the  Academie  to  the  amazement 
and  delight  of  other  members. 

He  was  a religious  man,  sincerely  dedicat- 
ed to  his  work,  who  could  not  possibly  have 
accepted  anything  except  an  active  life  as 
long  as  he  was  still  intellectually  capable. 

Pasteur  remained  bedridden  until  October 
30th,  six  weeks  after  the  stroke  (hardly  an 
example  of  early  ambulation).  His  improve- 
ment continued  so  that  the  bulletin  of  De- 
cember 29th  reported  his  having  walked  a 
few  steps,  unassisted. 

His  physical  condition,  however,  did  not 
keep  pace  entirely  with  his  will.  He  felt  that 
it  was  so  important  to  return  to  the  country 
to  continue  his  experiments  on  the  silkworm 
disease  that  on  January  18th,  just  three 
months  after  his  stroke,  he  took  the  train 
to  Alais  although  he  had  to  travel  on  cushions 
in  a coupe-carriage.  Prior  to  the  stroke,  he 
had  done  almost  all  of  his  work  in  the  lab- 
oratory by  himself,  but  afterwards,  because 
of  persisting  weakness  on  the  left,  his  as- 
sistants had  to  do  a large  amount  of  the 
work,  but  always  under  the  close  personal 
supervision  of  Pasteur. 

It  was  not  until  1886,  at  the  age  of  64, 
that  further  ill  health  began  to  interfere  con- 
siderably with  his  activities.  In  October, 
1887,  he  had  an  episode  during  which  he 
tried  to  speak  but  could  not  pronounce  his 
words ; this  was  more  clearly  an  aphasic  dis- 
turbance than  the  episode  19  years  before. 
His  speech  returned  in  several  hours,  but 
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several  daj^s  later  a similar  episode  occurred, 
and  after  that  some  speech  disturbance  per- 
sisted. 


ing  Paris  to  attend  the  dedication  of  a statue 
of  his  old  friend  and  mentor,  J.  E.  Dumas: 
“I  am  alive,  I shall  go!” 


At  the  opening  of  the  Pasteur  Institute  in  Vallery-Radot  writes  that  “Pasteur’s 
Paris  in  November,  1888,  he  was  described  strength  diminished  day  by  day,  he  now 

as  being  so  overcome  with  emotion  that  he  could  hardly  walk  . . . the  paralysis  was  in- 

had  to  ask  his  son  to  read  his  prepared  creasing  and  speech  was  becoming  more 

speech;  might  this  have  been  evidence  of  an  and  more  difficult.”  On  September  28,  1895 

early  pseudobulbar  palsy?  His  gait  became  he  died.  He  had  led  a full  and  useful  life 

poor  and  his  health  generally  deteriorated,  only  incidentally  being  temporarily  inter- 

and  yet  in  October,  1889,  he  insisted  on  leav-  rupted  by  a major  cerebrovascular  accident. 


Cyclopropane  Anesthesia  — V.  G.  Stenger 
et  al  (University  of  Florida  School  of  Med- 
icine, Gainsville).  Amer  J Obstet  Gynec 
96:201-212  (Sept  15)  1966. 

The  physiological  and  biochemical  effects 
of  cyclopropane  were  studied  in  27  pregnant 
subjects.  This  drug  is  often  used  alone  or 
as  the  major  anesthetic  agent,  particularly 
for  ill  gravidas.  Prior  to  anesthesia,  the  oxy- 
gen content  in  the  arterial  bloods  ranged 
from  4.96  to  8.19  millimols  per  liter;  follow- 
ing anesthesia,  the  average  was  6.72  milli- 
mols per  liter  with  a range  of  5.41  to  9:12 
millimols  per  liter.  The  uterine  arterial 
plasma  CO2  content  averaged  18.4  millimols 
per  liter  and  this  was  unchanged  following 
anesthesia.  There  was  variability  of  the 
lactate  pyruvate  ratios  in  each  sample  but 
anesthesia  appeared  to  have  no  significant 
effect  on  the  maternal  ratios  or  on  the  um- 
bilical vein  value.  The  increase  in  plasma 
oxygen  content  and  the  unchanged  plasma 
CO2  content  of  materaal  arterial  blood, 
along  with  the  slight  increase  in  glucose  and 
unchanged  lactate-pyruvate  ratio  indicate 
that  cyclopropane  possesses  a large  margin 
of  safety.  Observations  on  fetal  and  new- 
born blood  samples  permit  the  conclusion 
that  the  fetus  is  not  compromised,  whether 
the  concern  is  with  total  osmotic  pressure, 
glucose,  respiratory  gases,  lactate-pyi’uvate 
ratio,  or  cardiac  output.  The  hazards  of  cy- 
clopropane anesthesia  have  been  overempha- 
sized to  a certain  degree. 


Nebraska  S.  M.  J. 


114 


J 


SPECIAL  DEPARTMENTS 


Dr.  Kovar  is  a slide-man.  You  see,  musi- 
cians have,  as  many  hobbyists  do,  a language 
all  their  own.  The  piano  is  an  88,  drums  are 
skins,  the  clarinet  is  a licorice  stick,  and 
I think  the  xylophone  is  the  box  of  bones. 
And  Dr.  Kovar  plays  that  most  wonderful 
of  all  instruments,  the  trombone.  We  have 
sat  patiently  for  hours,  listening  to  Miff 
Mole  and  to  Jimmy  Dorsey,  we  try  our  hand 
at  the  piano  at  doctors’  dances  when  they 
will  let  us,  we  have  listened  to  Frankie  Trum- 
bauer  on  the  clarinet.  We  once  knew  all  of 
Bix  Beiderbecke’s  recordings  by  heart,  we 
will  go  miles  out  of  our  way  to  listen  to  a 
good  banjo,  we  have  heard  almost  every- 
thing Eddie  Lang  ever  did  with  a guitar, 
but  a trombone  will  always  stop  us  dead 
in  our  tracks;  there  is  just  nothing  like  a 
trombone. 


Riley  Kovar  began  to  play  the  trombone 
in  the  seventh  grade.  He  was  a member 
of  the  high  school  band,  and  then  of  the  city 
orchestra  in  Howells,  Nebraska.  He  played 
in  the  band  at  Creighton  University,  and 
was  a member  of  a professional  group  for 
three  years  while  in  medical  school. 

Dr.  Kovar  helped  to  organize  a doctors’ 
“combo”  which  consisted  of  four  doctors  and 
a nonmedical  piano  player  (they  didn’t  ask 
me)  ; they  had  something  to  do  with  the 
Omaha-Douglas  County  Medical  Society  and 
took  part,  at  the  beginning,  in  a Red  Feather 
campaign.  They  played  at  a kickoff  din- 
ner ten  years  ago,  when  they  were  known 
as  “The  Tranquilizers,”  they  have  played 
at  University  of  Nebraska  faculty  dances 
and  at  Community  Chest  drives.  I am  told 
that  the  musicians’  union  made  them  honor- 
ary members  and  still  sends  them  cards,  so 
they  must  be  good. 

Dr.  Kovar  hopes  to  get  the  musical  doc- 
tors together  again.  He  says  he  still  has 
his  “lip.”  He  plays  with  other  combos 
whenever  he  can,  'pour  le  sport,  and  he  sits 
in  with  orchestras  occasionally,  when  he 
has  his  trombone  along.  A trombone  is  not  an 
easy  thing  to  bring  along  casually,  but  if 
we  could  play  the  trombone,  we  wouldn’t 
care  if  we  looked  casual  or  not;  we’d  bring 
it.  For  there’s  nothing  like  a trombone. 
And  a good  slide-man  is  hard  to  find. 

— F.C. 


Our  Medical  Schools 

Grants  to  Dr.  Magee — 

A faculty  member  of  the  Creighton  Uni- 
versity School  of  Medicine  has  been  awarded 
two  research  grants  totaling  more  than  $75,- 
000.  Dr.  Richard  L.  Egan,  Dean  of  the 
School  of  Medicine,  has  announced  that  Dr. 
Donal  F.  Magee,  Chairman  of  the  Depart- 
ment of  Physiology  and  Pharmacology,  has 
been  awarded  two  grants,  one  from  a private 
foundation  and  the  other  from  a federal 
agency. 

The  Creighton  research  scientist  has  re- 
ceived a one  year  grant  of  $15,000  from  the 
Cystic  Fibrosis  Foundation  for  research  in 
pancreatic  physiology.  He  also  received  a 
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two  year  renewal  from  the  National  Insti- 
tute of  Health  for  $62,121  for  study  of  pan- 
creatic function.  This  renewal  was  from 
the  Arthritic  and  Metabolic  Disease  Council 
of  the  N.I.H.  The  federal  grant  covers- 1967 
and  1968  with  the  possibility  of  renewal 
again  after  1968. 


Grant  from  N.F.M.E. — 

The  Creighton  University  School  of  Medi- 
cine has  received  a two-year  grant  of  $53,- 
244  from  the  National  Fund  for  iMedical 
Education. 

The  grant  will  be  administered  by  Dr. 
John  T.  Elder,  Assistant  Professor  of  Physi- 
ology and  Pharmacology'.  It  will  finance  a 
senior  medical  student  program  concentrat- 
ing on  diagnosis  and  treatment  of  disease. 


Dr.  Pearson  to  U.  of  X. — 

Dr.  Paul  H.  Pearson,  assistant  director 
of  the  IMental  Retardation  Program  for  the 
National  Institute  of  the  Child  Health  and 
Human  Development,  will  join  the  Univer- 
sity of  Nebraska  Medical  Center  faculty  on 
April  1,  1967,  as  Meyer  Professor  of  Child 
Health  and  as  medical  director  of  the  Meyer 
Therapy  Center. 

Grant  to  Creighton  from  U.S.P.H.S. — 

A Creighton  University  School  of  Medicine 
faculty  member  has  been  awarded  a re- 
search grant  of  $28,653  from  the  United 
States  Public  Health  Service  according  to 
Dr.  Richard  L.  Egan,  Dean  of  the  School 
of  Medicine. 

Dr.  Joseph  Nagy  vary,  assistant  profes- 
sor of  biological  chemistry,  has  received  the 
grant  for  research  in  novel  systheses  of 
oligonucleotides.  The  grant  w a s recom- 
mended by  the  General  Medical  Sciences 
Council  of  the  Public  Health  Service,  and  is 
for  a three  year  period. 

Continuing  Education  Courses — 

Speakers  have  been  announced  for  three 
continuing  education  courses  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  for 
March.  The  course  on  infectious  diseases 


and  immunology',  originally  slated  for  March 
9 and  10,  1967,  has  been  cancelled. 

The  pediatrics  course  on  March  21  and 
22  will  feature  Dr.  Paul  Pearson,  who  will 
join  the  College’s  staff  in  July  as  the  Meyer 
Professor  of  Child  Health.  Dr.  Pearson, 
now  special  assistant  to  the  surgeon  gen- 
eral, will  speak  on  new  programs  in  child 
health  and  development. 

Other  guest  speakers  for  the  pediatrics 
course  will  be  Dr.  John  C.  Macqueen,  execu- 
tive officer  and  medical  director  of  the  State 
Services  for  Crippled  Children  in  Iowa  and 
associate  dean  of  the  College  of  Medicine  of 
the  University  of  Iowa;  Dr.  Richard  Koch, 
associate  professor  of  pediatrics.  Univer- 
sity of  Southern  California  School  of  Medi- 
cine ; Dr.  Evely'n  B.  Man,  associate  member 
of  the  Institute  for  Health  Services,  Brown 
University,  Providence,  Rhode  Island. 

Dr.  Robert  B.  Kugel,  Chairman  of  the  de- 
partment of  pediatrics,  is  coordinator  of 
the  course  which  carries  12  hours  of  A AGP 
credit. 

Abnormal  labor  and  office  gynecology 
will  be  the  subject  of  the  course  March  29 
and  30.  Guest  speakers  will  include  Dr. 
Denis  Cavanaugh  of  the  University  of  St. 
Louis;  Dr.  Robert  A.  Munsick,  University 
of  New  Mexico;  and  Dr.  Konald  Prem,  Uni- 
versity of  ^Minnesota.  Dr.  Joseph  C.  Scott, 
Jr.,  is  moderator  for  the  course  which  car- 
ries twelve  hours  of  AAGP  credit. 

The  etiology'  and  prevention  of  athero- 
sclerosis will  be  the  subject  of  the  course 
March  16  and  17.  Guest  speakers  will  in- 
clude Dr.  Jack  Geer,  department  of  path- 
ology, South  Texas  Medical  School,  Univer- 
sity' of  Texas,  San  Antonio,  Texas,  whose 
topics  will  be  morphogenesis  of  atheroscle- 
rosis and  experimental  atherosclerosis;  Dr. 
William  Kannel,  head  of  the  Framingham 
Study  conducted  by'  the  Public  Health  Serv- 
ice, and  speaker  at  a similar  course  three 
y'ears  ago;  and  Dr.  Walter  Friedlander,  pro- 
fessor of  neurology',  University  of  Nebraska. 
Dr.  Denham  Harman  is  coordinator  of  this 
course  which  carries  twelve  hours  of  AAGP 
credit. 

Registration  for  all  three  courses  is  $40 
each,  and  includes  two  luncheons. 
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1.  Annual  Meeting — 

Plans  are  being  made  for  the  annual 
state  meeting  to  be  held  in  Omaha,  May 
1-4,  1967.  Besides  the  regular  order  of  busi- 
ness and  the  usual  entertainment,  there  will 
be  special  observance  of  our  Centennial. 

Guest  speaker  at  the  auxiliary  luncheon 
will  be  Mrs.  Karl  F.  Ritter  of  Lima,  Ohio. 
Mrs.  Ritter  will  be  installed  National  Presi- 
dent of  the  Woman’s  Auxiliary  in  Atlantic 
City  at  the  National  AMA  meeting  June  18- 
22,  1967. 

Mrs.  C.  C.  Tomlinson,  Omaha,  will  be  an 
honored  guest.  She  has  been  designated  a 
life  member  by  the  Executive  Board  and 
will  receive  special  recognition.  Mrs.  Tom- 
linson served  as  National  President  of  the 
Woman’s  Auxiliary  to  the  AMA  in  the  year 
1938-1939. 


2.  Pioneer  physician’s  wives — 

The  first  physician’s  wife  in  Nebraska  ter- 
ritory was  the  Indian  princess,  Ni-ku-mi. 
Her  story  begins  in  September,  1819,  when 
United  States  troops,  on  the  first  steam 
boat  to  come  up  the  Missouri  River,  landed 
at  the  present  sight  of  Fort  Calhoun.  With 
these  troops  came  a medical  officer.  Sur- 
geon John  Gale,  who  married  the  beautiful 
Ni-ku-mi,  daughter  of  the  chief  of  the  lowas. 
The  couple  were  married  according  to  Indian 
custom  and  became  the  parents  of  one 
daughter. 

After  four  or  five  years  Dr.  Gale  left  Ne- 
braska territory,  and  no  further  record  of 
him  is  known.  Some  years  later  Ni-ku-mi 
married  Peter  Sarpy,  the  post  trader.  She 
remained  loyal  and  helpful  to  her  people 
throughout  her  life,  yet  she  won  and  retained 
the  respect  of  the  white  settlers  of  the  ter- 
ritory. 

She  arranged  the  marriage  of  her  daugh- 
ter, Mary,  to  Joseph  LaFlesche,  son  of  a 
French  trader  and  an  Indian  princess.  He 
became  a wise  and  able  chief  of  the  Omahas. 
Their  large  family  was  perhaps  one  of  the 


most  interesting  and  important  Indian  fam- 
ilies in  the  state. 

Best  known  of  these  grandchildren  of  Ni- 
ku-mi  was  Susan  LaFlesche  Picotte.  She 
was  graduated  with  honors  from  the  Wom- 
an’s Medical  College  in  Philadelphia  and  re- 
turned to  earn  her  place  among  the  early 
doctors  of  the  state.  The  story  of  Ni-ku-mi 
and  her  family  is  truly  a bright  page  in  Ne- 
braska history. 


06ituMie^ 


By  medicine  life  may  he  prolonged 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


Homer  Davis,  M.D.,  Past  President  of  the 
Nebraska  State  Medical  Association,  died 
in  Fullerton,  Nebraska,  on  October  3,  1966, 
at  the  age  of  98.  He  was  a veteran  of  the 
first  world  war,  and  was  a graduate  of 
the  1900  class  of  the  Omaha  Medical  Col- 
lege, now  the  University  of  Nebraska  Col- 
lege of  Medicine.  Doctor  Davis  practiced 
medicine  in  Genoa  for  over  60  years.  He  is 
survived  by  a son.  Dr.  Kenneth  Davis  of 
Van  Nuys,  California. 


Say  That  Again 

Silent  till  you  see  the  whites  of  their  eyes. 
— Charles  of  Prussia 

Let  them  eat  cake. 

— Marie  Therese 
— John  Peckham 
— Rousseau 

and  Marie-Antoinette 


Down  Memory  Lane 

1.  The  use  of  camphor  has  been  extolled 
by  many  in  the  treatment  of  pneumonia. 
Formerly  it  was  advised  on  account  of  its 
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stimulating  effect  upon  the  heart,  but  since 
the  pharmacologists  have  denied  to  it  this 
action  it  is  heralded  as  having  an  inhibiting 
action  on  the  pneumococci  in  the  blood. 

2.  The  day  of  the  general  practitioner 
who  knows  everything  and  who  can  “cure” 
anything  has  passed. 

3.  There  is  a movement  on  foot  for  the 
establishment  by  state  legislation  of  a new 
City  and  County  Hospital  in  Omaha. 

4.  The  expense  of  Roentgen  ray  treat- 
ment is  no  small  consideration.  If  interest 
on  the  initial  cost  of  apparatus,  the  depre- 
ciation in  value,  the  expense  of  operation, 
and  the  fee  for  the  Roentgenologist  are  con- 
sidered, deep  Roentgen  therapy  can  not  be 
administered  for  much  less  than  a fair  fee 
for  surgery. 

Nebraska  State  Medical  Journal 
March,  1917 


Carcinoma  of  the  Endometrium  — A Pre- 
ventable Disease?  — R.  W.  Kistner,  H. 
Gore,  and  A.  T.  Hertig  (Free  Hosp  for 
Women,  Brookline,  Mass.).  Am  J Obstet 
and  Gynec  95:1011-1024  (Aug.  1)  1966. 

One  hundred  seventeen  patients,  ages  14 
to  30,  who  were  diagnosed  as  having  either 
hyperplasia  or  carcinoma  in  situ  of  the  endo- 
metrium, were  studied  between  1950  and 
1962.  Primary  or  secondary  amenorrhea, 
oligomenorrhea,  irregular  bleeding,  or  in- 
fertility were  presenting  complaints.  The 
data  concerning  histogenesis  of  endometrial 
hjTjerplasia  suggest  that  prolonged  episodes 
of  annovulation  and  estrogen  stimulation 
contribute  to  its  development  and  that  in- 
creased fertility  will  result  from  its  correc- 
tion and  possibly  serve  as  a prophylactic 
measure  against  development  of  endometrial 
carcinoma.  Prior  to  1957,  22  patients  were 
treated  by  wedge  resection  and  39  received 
hormonal  treatment  with  progesterone, 
ethinyl  testosterone  and  cortisone.  Only  17 
of  these  61  patients  ovulated;  11  subse- 
quently became  pregnant.  Sixteen  of  this 
group  were  treated  by  hysterectomy  later 


and  three  demonstrated  invasive  carcinoma 
of  the  endometrium.  Since  1958,  16  of 
these  117  patients  were  treated  by  ovarian 
wedge  resection,  24  with  cyclic  progestogens 
or  cortisone,  and  six  with  constant  proges- 
togens. Six  were  treated  with  clomiphene 
citrate,  ovulation  eventually  occun-ing  in 
each  of  these  six.  Hysterectomy  was  per- 
formed on  only  one  patient  since  1957  and 
the  pathology  was  questionable  early  in- 
vasive carcinoma  of  the  endometrium. 

Significance  of  Radiological  Calcification  of 

Joint  Cartilage  — H.  L.  F.  Currey  et  al 

(London  Hosp,  Whitechapel,  London). 

Ann  Rheum  Dis  25:295-306  (July)  1966. 

In  order  to  evaluate  the  significance  of 
radiological  calcification  of  joint  cartilage, 
35  consecutive  cases  showing  calcification  in 
the  knee  were  investigated.  All  cases 
showed  evidence  of  arthropathy.  Patients 
showing  this  radiological  sign  fell  into  one 
of  three  clinical  categories:  episodic  acute 
arthritis  of  one  or  a few  large  joints,  degen- 
erative joint  disease,  or  small  joint  poly- 
arthritis mimicking  rheumatoid  arthritis. 
Most  patients  showed  no  evidence  of  a me- 
tabolic abnormality,  a few  had  either  frank 
gout  or  hyperparathyroidism.  Others  had 
either  hypericemia  or  raised  levels  of 
serum  alkaline  phosphatase. 

Pall-Bearer’s  Palsy — N.  K.  Coni  (Cambridge 

Military  Hosp,  Cambridge,  England).  Brit 

Med  J 2:808-809  (Oct.  1)  1966. 

Transient  brachial  plexus  palsy  was  ob- 
served in  two  soldiers  following  their  par- 
ticipation in  a coffin-bearing  detail  during  a 
ceremonial  military  funeral.  The  features 
were  those  of  an  extensive  but  subtotal  in- 
jury in  each  case.  The  mechanism  was  the 
sudden  transmission  of  a considerable 
weight  to  the  shoulder,  a well-described 
cause  of  damage  to  the  upper  plexus  which 
was  in  this  situation  more  than  usually 
vulnerable  owing  to  the  slight  flexion  of  the 
neck  to  the  opposite  side.  The  lower  plexus 
involvement  may  have  been  due  to  the  ex- 
tended and  abducted  position  of  the  arm 
at  the  time  of  the  accident,  with  an  increase 
in  the  tension  of  the  lower  roots. 
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Medicinews 

Omaha  doctor  honored  hy  associates — 

Doctor  J.  Jay  Keegan,  former  Dean  of  the 
Universitj’  of  Nebraska  College  of  Medicine, 
prominent  neurological  surgeon,  and  pioneer 
Blue  Cross-Blue  Shield  organizer,  was  hon- 
ored at  a testimonial  dinner  on  January  20, 
1967,  attended  by  over  150  Nebraska  doc- 
tors. A founder  of  the  Nebraska  Blue  Cross 
in  1939,  and  the  Nebraska  Blue  Shield  in 
1944,  and  a member  of  their  boards  since 
their  founding.  Doctor  Keegan  was  honored 
on  the  occasion  of  his  voluntary  retirement 
from  those  boards. 

Doctor  Keegan  received  his  doctorate  of 
medicine  from  the  University  of  Nebraska 
Medical  College  in  1915.  He  was  a leader  in 
the  construction  of  the  Douglas  County  Hos- 
pital and  in  the  formation  of  the  Omaha 
Health  Department.  He  has  written  many 
articles  based  upon  his  research  and  experi- 
ence. In  1965  he  was  the  recipient  of  the 
citation  for  Distinguished  Service  to  Medi- 
cine. 


Nebraska  Centennial  Health  Fair; 
progress  report — 

Governor  Norbert  Tiemann  has  accepted 
the  position  of  honorary  Chairman  of  the 
Nebraska  Centennial  Health  Fair.  This  an- 
nouncement was  made  by  Fair  President  E. 
D.  Zeman,  M.D.,  at  a recent  dinner  meeting 
of  the  Board  of  Directors,  a meeting  at- 
tended by  several  doctors  of  national  im- 
portance. 

Russell  Cheadle,  Exhibits  Chairman  of  the 
American  Medical  Association,  praised  the 
displays  and  decorating  designs  proposed 
for  the  Nebraska  Centennial  Health  Fair  as 
being  imaginative  and  unique  in  concept.  He 
lauded  the  Fair  as  a “truly  wonderful  event” 
and  commented,  “These  exhibits  should  make 
an  impact  on  the  entire  state  and  the  entire 
nation  and  emphasize  the  importance  of 
health  awareness.”  Carl  D.  Siegel,  M.D., 
Medical  Director  of  the  Division  of  Medical 
Care  Administration  of  Region  6 of  the  U.S. 
Public  Health  Service,  Kansas  City,  Missouri, 
praised  the  cooperative  work  of  the  various 
committees  involved  and  predicted  a success- 
ful and  meaningful  fair. 


Ron  Vandeberg  of  Lincoln  has  accepted 
the  position  of  Chairman  of  the  Manpower 
Committee  for  the  Health  Fair.  Vandeberg 
is  active  in  the  Lincoln  and  also  the  state 
Junior  Chamber  of  Commerce  organizations. 
The  Nebraska  State  Jaycees  recently  adopted 
promotion  of  the  Health  Fair  as  their  Num- 
ber One  Statewide  Project  for  1967. 

News  that  the  National  Aeronautics  and 
Space  Administration  will  send  its  newest 
exhibit  to  the  Health  Fair  was  disclosed  by 
Gordon  Pejsar,  D.D.S.,  Chairman  of  the  Ex- 
hibits Committee.  This  20-foot  long  display 
of  the  instruments  and  hardware  used  to 
test  Gemini  flight  astronauts  and  results 
of  the  medical  examinations  made  during 
space  trips  will  be  of  interest  to  all  age 
groups. 

Anniversary  Time 

March  5,  1903: 

Harvey  Cushing:  On  routine  determina- 
tions of  arterial  tension  in  operating 
room  and  clinic. 

March,  1903: 

Emil  Fischer:  Concerning  a new  class  of 
soporifics  (the  barbiturates). 

March  24,  1882 : 

Robert  Koch  announced  the  discovery  of 
the  tubercle  bacillus,  Berlin. 

All  About  Us 

Doctor  Eugene  Sucha,  West  Point,  has 
been  named  Cuming  County  Physician. 

Doctor  Paul  Bancroft,  Lincoln,  was  the 
guest  speaker  at  a meeting  of  the  Milford 
Woman’s  Club. 

Doctor  Roland  R.  Morgan,  Cambridge,  was 
recently  elected  president  of  the  Southwest 
Nebraska  Medical  Society. 

Doctor  Ralph  C.  Moore,  Omaha,  has  been 
installed  president  of  the  Omaha-Douglas 
County  Medical  Society. 

Doctor  Beverley  Mead,  Omaha,  addressed 
the  General  Practice  Review  held  at  the  Uni- 
versity of  Colorado  Medical  Center  in  Janu- 
ary. 
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Doctor  S.  A.  Swenson,  Jr.,  has  been  elect- 
ed chaiiTnan  of  the  Board  of  INIidwest  Man- 
agement Corporation. 

Doctor  Thomas  J.  Gurnett,  Omaha,  was 
recently  named  president  of  the  Creighton 
Memorial  St.  Joseph’s  Hospital  medical  staff. 

Doctor  A.  Eugene  Van  Wie  has  opened 
an  office  in  the  Medical  Arts  Building  in 
Grand  Island. 

Doctor  Harold  S.  Morgan,  Lincoln,  has 
been  named  Coordinating  Director  of  the  Ne- 
braska-South Dakota  Regional  Medical  Pro- 
gram. 

While  Making  Rounds 

1.  When  we  started  to  work  where  we 
work,  we  entered  a record  of  everything  we 
had  done  each  day,  in  a large  book.  This 
task  proved  tiresome,  a little  repetitive,  and, 
since  it  kept  us  from  rushing  home  to  our 
loved  ones,  downright  unpleasant.  So  we 
asked  one  day.  “Who  reads  these  things?” 
And  the  answer,  believe  it  or  not,  was  “We 
don’t  know.”  We  could  come  up  with  only 
two  conclusions:  Big  Brother  was  watch- 
ing, or  Some  One  had  said  one  day,  wouldn’t 
it  be  a good  idea  if  we  all  kept  a record  of 
what  we  do?  All  of  this  happened  many 
years  ago;  we  stopped  keeping  these  rec- 
ords as  soon  as  we  found  out  that  nobody 
knew  who  was  reading  them,  and  in  all 
these  years,  no  one  has  asked  us  why  we 
stopped.  It  wasn’t  Big  Brother  at  all,  it  was 
the  record  maniac. 

2.  In  absolute  amazement,  we  watched  a 
nurse  fill  page  after  page  of  writing  God 
knows  what,  while  standing  in  the  operating 
room,  oblivious  to  everything  but  her  end- 
less notes,  ^^’e  are  all  for  records,  mind  you, 
but  not  for  nonsense.  Finally,  we  could  not 
contain  our  wonder,  and  asked  her  who  reads 
these  things?  “Nurses,”  she  said. 

— F.C. 

Quote  Unquote 

The  best  medicine  I know  for  rheumatism 
is  to  thank  the  Lord  it  ain’t  the  gout. 

— Josh  Billings 


A good  many  young  writers  make  the  mis- 
take of  enclosing  a stamped,  self-addressed 
envelope,  big  enough  for  the  manuscript  to 
come  back  in.  This  is  too  much  of  a tem- 
tation  to  the  editor. 

— Lardner 

I have  nothing  to  do  today.  IMy  practice  is 
never  very  absorbing. 

— Doyle  (Sherlock  Holmes) 


Scette 


1.  Medicare  and  Medicaid — 

The  Johnson  administration’s  health  legis- 
lation program  this  year  includes  proposals 
to  expand  medicare  and  limit  medicaid,  and 
more  money  is  being  requested  for  most  fed- 
eral activities  in  the  health  field. 

President  Johnson  also  has  asked  Con- 
gress for  anti-air  pollution  legislation  and 
stricter  anti-water  pollution  measures. 

The  President  termed  medicare  “an  un- 
qualified success,”  but  added  “there  are  im- 
provements which  can  be  made  and  short- 
comings which  need  prompt  attention.”  He 
proposed  that  the  1.5  million  disabled  per- 
sons receiving  other  Social  Security  and 
railroad  retirement  benefits  also  be  includ- 
ed under  medicare.  He  said  “certain  types 
of  podiatry”  should  be  included  in  medicare 
benefits.  He  further  directed  the  Secretary 
of  Health,  Education  and  Welfare  “to  under- 
take immediately  a comprehensive  study  of 
the  problems  of  including  drugs  under  medi- 
care.” 

Johnson  noted  that  only  415,000,  less 
than  half  of  the  850,000  total,  of  nursing 
home  beds  in  the  nation  met  federal  stand- 
ards, and  that  only  3,000  of  the  total  of 
20,000  nursing  homes  had  qualified  under 
medicare. 

To  move  toward  correcting  this  situation, 
he  wants  more  money  for  more  health  fa- 
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duties  and  better  health  care  institutions 
for  the  aged. 

The  President  called  for  extension  of  ex- 
isting legislation  to  improve  state  and  local 
health  planning  for  the  elderly  and  to  launch 
special  pilot  projects  to  bring  comprehensive 
medical  and  rehabilitation  services  to  the 
aged. 

As  for  limiting  medicaid  (Title  XIX  of 
Social  Security),  Johnson  said  that  a state 
should  not  be  permitted  to  have  its  income 
ceilings  for  medical  assistance  more  than 
50  per  cent  higher  than  the  level  set  for 
welfare  assistance.  The  medicaid  program, 
which  now  gives  states  carte  blanche  as  to 
income  standards,  became  the  subject  of 
widespread  controversy  after  New  York  set 
an  eligibility  standard  of  $6,000  net  income 
for  a family  of  four. 

Twenty-eight  states  and  jurisdictions  had 
medicaid  programs  by  January  1,  1967,  and 
it  is  estimated  that  30  will  have  them  by 
July  1,  1967,  and  48  by  July,  1968.  Title 
XIX  programs  replace  the  medical  vendor 
payment  part  of  existing  federal-state  wel- 
fare programs,  including  Kerr-Mills. 

The  administration’s  fiscal  1968  budget 
calls  for  general  fund  expenditures  of  $11.7 
billion  for  carrying  out  existing  and  proposed 
new  programs  of  the  Department  of  Health, 
Education  and  Welfare  (HEW).  This  is  an 
increase  of  $1.0  billion  over  current  year 
spending.  In  addition  to  the  general  fund 
outlays  on  behalf  of  HEW,  the  budget  fore- 
casts benefit  payment  and  administrative 
expenditures  in  1968  from  Social  Security 
trust  funds  in  the  amount  of  $31.0  billion,  an 
increase  of  $5.5  billion  over  1967. 

Health  program  highlights  of  the  HEW 
budget  include : 

— A 5 per  cent  increase,  to  $1.45  billion, 
for  medical  research. 

(Dollars  in  Millions) 
1967  1968 

— Food  and  Drug 

Administration  $64  $68 

The  $4  million  increase  will  be  used  to; 
(1)  expedite  the  review  and  surveillance  of 
new  drugs  for  safety  and  efficacy,  (2)  ex- 
pand extramural  research  into  the  side  ef- 


fects of  oral  contraceptives,  (3)  expand  the 
program  established  under  last  year’s  Drug 
Abuse  Control  Amendments,  and  (4)  carry 
out  the  new'  Fair  Packaging  and  Labelling 
Act.  The  1968  budget  will  also  emphasize 
regulation  of  barbiturates,  amphetamines, 
and  other  drugs  affecting  the  central  nerv- 
ous system,  and  a step-up  in  FDA’s  food 
standards  program. 

— Regional  Medical  Programs  — $16  mil- 
lion. 

It  is  expected  that  grants  will  be  award- 
ed to  regional  groups  in  1968  primarily  to 
support  a rapid  expansion  throughout  the 
nation  of  operational  activities  begun  dur- 
ing 1967,  and  an  expansion  and  supplemen- 
tation of  planning  activities  begun  in  1966. 
Emphasis  will  be  on  regional  planning  and  co- 
ordination of  medical  resources,  continuing 
education  for  doctors  and  other  medical  per- 
sonnel, and  the  rapid  distribution  of  new 
knowledge  and  techniques. 

— The  total  Children’s  Bureau  budget  re- 
quest for  fiscal  year  1968  is  almost  $246 
million,  an  increase  of  about  5 per  cent 
or  about  $11  million  over  1967.  The  largest 
share  of  the  approximately  $11  million  in- 
crease is  $5  million  additional  for  special 
project  grants  for  health  of  school  and  pre- 
school children. 


2.  The  draft — 

The  Army  and  Navy  will  draft  2,118  medi- 
cal doctors  and  111  osteopaths  starting  in 
July. 

The  Defense  Department  said  Selective 
Service  was  requested  to  provide  the  doctors 
because  an  insufficient  number  had  volun- 
teered to  be  able  to  replace  men  leaving 
service  after  two  years’  active  duty.  The 
Air  Force  is  meeting  its  need  and  will  not 
participate  in  the  summer  draft  call. 

Of  the  2,229  doctors  to  be  drafted,  1,537 
will  go  on  duty  in  the  Army  and  692  in  the 
Navy. 

Last  April,  the  Armed  Forces  issued  new 
regulations  under  which  doctors  of  osteo- 
pathy who  volunteered  for  service  could  be 
commissioned.  The  Pentagon  said  fewer 
than  a dozen  had  volunteered,  however. 
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3.  DMSO— 

New  clinical  studies  are  being  peiinitted 
with  DMSO  (dimethyl  Sulfoxide)  under 
guidelines  established  to  provide  the  maxi- 
mum protection  possible  for  patients  re- 
ceiving the  drug. 

Dr.  James  L.  Goddard,  Commissioner  of 
Food  and  Drugs  said: 

“A  comprehensive  evaluation  of  all  data 
available  to  us  on  DMSO  has  been  com- 
pleted. Indications  that  the  drug  may  be 
of  value  in  treating  certain  conditions  justi- 
fy further  clinical  investigations.” 

He  warned,  however,  that  these  trials  must 
be  carefully  planned  and  controlled.  “Seri- 
ous toxic  signs  are  observed  in  animals  used 
in  DMSO  experiments,”  Goddard  said. 
“Since  these  effects  vary  considerably  among 
different  species,  it  is  possible  that  the 
drug  could  be  less  toxic  in  humans.  But  this 
cannot  be  taken  for  gi’anted.”  Occurrences 
of  eye  changes  in  DMSO-treated  animals  led 
the  Food  and  Drug  Administration  to  sus- 
pend clinical  trials  with  the  drug  a year 
ago. 


Non-Synchronized  and  Synchronized  Direct 
Current  Countershock  in  Cardiac  Arrhyth- 
mias — K.  E.  Kreus,  S.  J.  Salokannel  and 
E.  K.  Waris  (Department  of  Medicine, 
University  of  Oulu,  Finland).  Lancet 
2:405-407  (Aug.  20)  1966. 

A total  of  354  non-synchronized  counter- 
shocks were  given  in  various  arrhythmias 
and  no  attempts  made  to  avoid  the  so-called 
vulnerable  period.  Also,  272  non-synchro- 
nized direct-current  (DC)  shocks  were  giv- 
en in  76  instances  of  atrial  fibrillation.  The 
results  and  complications  did  not  differ  from 
those  of  a total  of  110  synchronized  counter- 
shocks given  in  36  instances  of  atrial  fibril- 
lation in  this  series.  No  immediate  complica- 
tions in  the  form  of  ventricular  fibrillation 
were  seen.  Twelve  non-synchronized  DC 
shocks  were  given  for  eight  episodes  of  su- 
praventricular tachycardia;  they  were  all 
readily  converted  without  complications.  Of 
the  35  episodes  of  ventricular  tachycardia 


treated  with  non-synchronized  DC  shock,  33 
patients  were  converted  to  sinus  rhythm,  one 
to  atrial  fibrillation,  and  one  remained  as 
ventricular  tachycardia  despite  ten  shocks. 
In  one  patient  ventricular  fibrillation  oc- 
curred three  times  in  succession  after  shocks. 
In  the  light  of  the  present  series  we  con- 
sider that  the  dangers  of  non-synchronized 
DC  countershocks  have  been  largely  over- 
stated. 


Use  of  Silver-Nitrate  Solutions  in  Mainten- 
ance of  Air  Hygiene  in  a Burns  Unit  — 
W.  W.  Monafo  et  al  (Department  of  Sur- 
gery, Washington  University  School  of 
Medicine,  St.  Louis).  Lancet  2:303-305 
(Aug.  6)  1966. 

Eleven  patients  in  a burns  unit  for  vary- 
ing lengths  of  time  had  their  dressings  kept 
wet  with  0.5%  silver-nitrate  solution.  Nor- 
mally the  air  surrounding  a burned  patient 
is  heavily  contaminated  with  bacteria,  espe- 
cially when  dressings  are  being  changed. 
With  the  silver-nitrate  solution  this  was  not 
the  case;  bacterial  counts  of  air  samples 
taken  from  the  burns  unit  were  not  higher 
than  those  in  air  taken  from  the  surgical 
ward. 


Renal  Function  in  Patients  With  Spinal  Cord 
Injuries  — M.  Price  et  al  (University  of 
Minnesota  Medical  School,  Minneapolis). 
Arch  Phys  Med  47 :406-411  (July)  1966. 

Study  of  56  patients  with  traumatic  spinal 
cord  injury  and  nine  normal  control  sub- 
jects indicates  that,  if  damage  to  renal  par- 
enchjmia  by  recurrent  infection  and  frequent 
decubiti  can  be  avoided,  glomerular  filtra- 
tion, tubular  function,  and  renal  circulation 
will  not  diminish  within  a 15-year  period. 
Using  inulin  and  para-aminohippurate  as 
testing  agents,  the  glomerular  filtration 
rates,  tubular  maximal  excretory  capacities, 
and  renal  plasma  flows  were  estimated  in  28 
paraplegic  patients  and  in  28  quadriplegic 
patients  with  lesions  of  from  one  to  192 
months’  duration.  Only  three  patients,  one 
paraplegic  and  two  quadriplegic,  showed 
markedly  depressed  renal  function. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINIC— 

March  4 — Ainsworth,  Elementary  Grade 
School 

March  18  — North  Platte,  Elks  Club 
April  8 — Alliance,  Central  High  School 
Building 

April  22  — Broken  Bow,  Elks  Club 

NATIONAL  MEDICOLEGAL  SYMPOSIUM 
— Jointly  sponsored  by  the  AMA  and  the 
American  Bar  Association,  at  the  Fontaine- 
bleau Hotel  in  Miami  Beach,  March  9-11, 
1967.  Write  to;  Law  Division,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60616. 

RURAL  HEALTH  — 20th  National  Confer- 
ence; March  10-11,  1967;  Charlotte,  North 
Carolina.  Write  to  AMA  Council  on  Rural 
Health,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

NINETEENTH  ANNUAL  MIDWEST  CAN- 
CER CONFERENCE  — March  31  and 
April  1,  1967,  at  the  Lassen  Hotel  in  Wich- 
ita, Kansas.  The  conference  theme  is 
“Cancer  in  children”;  no  registration  fee, 
no  advance  registration  necessary,  AAGP 
credit  allowed.  Write  to : American  Cancer 
Society,  Kansas  Division,  Inc.,  824  Tyler 
Street,  Topeka,  Kansas  66612. 

AMERICAN  ACADEMY  OF  PEDIATRICS 
— Annual  Spring  Session,  April  3-5,  1967, 
San  Francisco  Hilton  Hotel,  San  Francisco, 
California.  The  address  of  the  AAP  is 
1801  Hinman  Avenue,  Evanston,  Illinois 
60204. 

NATIONAL  METHODIST  CONVOCATION 
ON  MEDICINE  AND  THEOLOGY— April 
5,  6,  and  7,  1967 ; Rochester,  Minnesota. 
Write  to:  National  Methodist  Convoca- 

tion, P.  0.  Box  102;  Rochester,  Minnesota 
55901. 

THE  SOUTHWESTERN  SURGICAL  CON- 
GRESS — Nineteenth  Annual  Meeting, 
Towne  House,  Phoenix,  Arizona,  April  10 


GENERAL 


thru  13,  1967.  For  more  information  con- 
tact: James  H.  Rickman,  M.D.,  626  Sharp 
Building,  Lincoln,  Nebraska  68508. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY,  Postgraduate  Course  — April 
10  through  22,  1967,  Chicago,  Illinois. 
Write  to:  Department  of  Otolaryngology, 
College  of  Medicine  of  the  University  of 
Illinois  at  the  Medical  Center,  P.  0.  Box 
6998,  Chicago,  Illinois  60680. 


NATIONAL  CONGRESS  ON  ENVIRON- 
MENTAL HEALTH  MANAGEMENT  — 
Sponsored  by  the  AMA,  Americana  Hotel, 
New  York  City,  April  24-26,  1967. 


CHILDRENS  MEMORIAL  HOSPITAL  SEM- 
INAR— Omaha,  Nebr.  Disorders  of  Grow- 
ing Bone,  May  12-13,  1967.  Victor  McKu- 
sick,  M.D.,  Professor  of  Medicine,  Johns 
Hopkins  School  of  Medicine,  and  David 
Smith,  M.D.,  Associate  Professor  of  Pedi- 
atrics, University  of  Washington  School 
of  Medicine. 


Words  We  Can  Do  Without 

1.  orientated 

2.  basically 

3.  ambient 

4.  ancillary 

Welcome,  New  Members 

Riepe,  Dale,  M.D.  Oxford 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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Clinical  Evaluation  of  Oral  Long-Acting  Iso- 
prenaline  in  the  Treatment  of  Heart 
Block  — M.  M.  El-Nahas  and  A.  M.  John- 
son (Southampton  Chest  Hosp,  Southamp- 
ton, England).  Brit  Med  J 2:735-736 
(Sept.  24)  1966. 

The  value  of  a long-acting  oral  prepara- 
tion of  isoproterenol  (Isoprenaline)  in  treat- 
ing heart  block  was  investigated  in  21  pa- 
tients. All  had  Stokes-Adams  attacks  or 
failure  or  both.  An  initial  dose  of  30  mg 
every  six  hours  w^as  increased  if  necessary, 
usually  every  two  days,  to  a maximum  120 
mg  every  four  hours.  Ventricular  tachy- 
cardia or  ventricular  fibrillation  was  taken 
to  contraindicate  use  of  the  drug;  and  the 
appearance  of  multiple  ectopic  beats  on  a 
small  dose  was  an  indication  to  discontinue 
it.  Results  were  good  (sinus  rhythm  re- 
stored and  maintained)  in  four;  satisfactory 
(stable  increase  of  idioventricular  rate)  in 
eight;  and  unsatisfactory  in  14  trials.  Side 
effects  seen  were  ventricular  ectopic  beats 
(7),  atrial  flutter  (1),  tremor  (3),  palpitation 
(4)  and  prolonged  asystole  on  sudden  with- 


drawal of  a large  dose  (1) . Diarrhea  was  not 
a problem  in  this  series. 


An  Evaluation  of  51  Patients  With  Hepatic 
Artery  Infusion  — D.  B.  Rochlin  and  C.  R. 
Smart  (University  of  Calif.  School  of  Medi- 
cine, Los  Angeles).  Surg  Gynec  Obstet 
123:535-538  (Sept)  1966. 

Eighteen  patients,  or  36%  of  51  patients, 
showed  evidence  of  at  least  a 50%  decrease 
in  the  size  of  the  measured  masses  following 
hepatic  artery  infusion.  Infusions  were  car- 
ried out  with  fluorouracil  as  the  therapeutic 
agent  in  43  of  51  instances  since  the  majority 
of  the  tumors  treated  were  metastatic  car- 
cinomas arising  from  the  gastrointestinal 
tract,  and  since  fluorouracil  has  been  effec- 
tive by  systemic  administration  in  these  le- 
sions, it  was  the  drug  chosen  for  administra- 
tion by  infusion.  The  other  agents  used  for 
hepatic  infusions  w'  e r e : 5-fluoro-2-deoxy- 
uridine  in  tw'o,  methotrexate  in  four,  hy- 
droxyurea in  one  and  1-PAIM  in  one. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
.\merican  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

•\rthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 

257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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ORGANIZATIONS.  STATE  — 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 

Alan  Pascale,  President 

Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 
Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M D.,  President 
935  “R”  Street,  Lincoln,  Nebiaska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  ISIedicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary -Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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MEDICARE 
and  the 
BLUES 


Blue  Cross  and  Blue  Shield  Plans  in  the  Unit- 
ed States  are  now  deeply  involved  as  Part  A 
and  Part  B intermediaries  in  the  new  Federal 
health  care  program.  The  Blues  represent  al- 
most all  hospitals  participating  and  over 
60%  of  the  senior  population  eligible  for 
physicians  care. 

But  why?  It  is  a paradoxical  situation.  Blue 
Cross  and  Blue  Shield  were  born  out  of  nec- 
essity over  a quarter  of  a century  ago  when 
the  Federal  Government  decided  the  health 
insurance  industry  was  not  capable  of  pro- 
viding health  care  for  all  segments  of  the 
population.  The  Wagner-Murray-Dingell  bill 
of  the  30’s  was  a grandfather  in  many  re- 
spects to  Title  XVIII  and  XIX,  it  mapped  out 
the  Federal  role  in  health  care  quite  clearly. 

Reaction  to  the  bill  was  instantaneous,  hos- 
pital and  medical  associations  around  the 
country  began  drafting  plans  for  Blue  Cross- 
Blue  Shield  prepayment  plans  that  would 
place  health  care  within  the  reach  of  a na- 


tion still  reeling  from  a depression  and  the 
birth  of  Medicare  was  delayed  for  over  25 
years. 

Now  Medicare  is  here,  a fact,  a law  of  the 
land  and  the  Blues  are  involved,  and,  for 
some  very  good  reasons.  We  are  the  same 
Plans  that  were  founded  by  hospital  and  med- 
ical people,  times  have  changed  but  concepts 
and  ideals  have  not.  We  still  serve  in  the  best 
interest  of  the  patient,  hospital  and  physician 
we  have  served  so  long. 

Blue  Cross  and  Blue  Shield  were  selected  as 
the  major  intermediaries  because  the  hos- 
pital and  medical  profession  would  rather 
deal  with  a creature  of  their  own  making 
than  with  an  unknown  government  bureau. 

But,  there  are  other  reasons  for  our  involve- 
ment, too.  How  well  the  non-governmental 
parties  perform  in  this  new  Federal  health 
plan  will  have  a strong  effect  on  future  Fed- 
eral penetration  in  health  care.  As  AMA  Pres- 
ident, Dr.  Charles  L.  Hudson,  said,  “Medi- 
care is  a program  that  can  be  lived  with  as 
it  now  stands  . . . from  an  objective  stand- 
point it  is  not  indigestible.  It  does  not  pres- 
ently restrict  the  physicians'  choice  of  treat- 
ment. The  principal  threat  of  Medicare  is  its 
implications  for  the  future.  Diversification  of 
funding  health  care  expenditures  serves  as  a 
safeguard  and  this  means  a strong  role  for 
the  private  sector”. 

When  commenting  to  the  providers  of  care 
and  intermediaries  for  Medicare  at  a Na- 
tional Blue  Shield  Meeting,  Dr.  Hudson  said, 
“We  cannot  relax  or  be  complacent.  We  must 
continually  strive  to  prove  and  improve  our 
competence  in  the  scientific  aspects  of  medi- 
cine and  its  distribution.  We  must  work  hard- 
er than  ever  to  show  the  American  people 
that  the  voluntary  way,  the  private  delivery 
of  health  care  is  supreme.” 

We  have  not  forgotten  why  we  are  here  . . . 
this  is  why  the  Blues  are  involved  in  Medi- 
care! 
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MEDICINE  ABROAD 

An  article  of  more  than  passing  interest 
to  American  doctors  and  to  American  non- 
doctors recently  appeared  in  a daily  news- 
paper in  a European  country.  The  question 
was  raised:  should  there  be  private  prac- 
tice or  not?  Often,  the  article  said,  a pa- 
tient cannot  get  the  doctor  in  whom  he  has 
confidence.  Should  private  practice  be  re- 
called ? Some  doctors,  the  reporter  said, 
feel  that  private  practice  should  be  allowed 
in  addition  to  the  usual  working  hours.  It 
would  not  be  the  classic  private  practice, 
this  has  been  banned;  it  will  be  under  pro- 
fessional and  social  control  and  under  the 
auspices  of  medical  institutions.  Financial 
and  administrative  relationships  between 
doctor  and  patient  will  be  regulated  by  medi- 
cal institutions.  But  the  doctor  will  receive 
his  fee,  and  the  patient  will  get  the  doctor 
he  wants  and  “trusts.”  Throughout  the  re- 
port we  read  that  this  is  not  classic  private 
practice,  and  further  on,  let  us  not  call  it 
private  practice. 

They  have  a problem. 

The  return  to  private  practice  is  sug- 
gested, but  it  is  viewed  with  alarm.  The 
point  is  then  made  that  only  wealthy  people 
would  obtain  the  services  of  the  best  doc- 
tors ; even  political  influence  might  prove 
useful,  it  is  thought. 

There  seems  to  be  physician  dissatisfac- 
tion and  patient  unhappiness,  as  well  as 
weakness  in  the  organization  of  health 
service.  There  is  the  complaint  that  doc- 
tors do  not  locate  in  small  places  where  they 
are  needed,  and  there  is  mention  of  more 
appropriate  rewards  to  physicians.  The  re- 
port refers  to  reorganizing  existing  medical 
services,  and  ends  on  the  point  of  enabling 
the  doctor  to  display  fully  his  capacities  dur- 
ing his  regular  and  additional  hours,  for 
which  he  should  be  appropriately  rewarded. 

It  was  an  enlightening  article.  We  wish 
that  all  our  patients  and  everybody  in  HEW 
could  read  it;  and  our  critics,  too. 

We  have  a particularly  good  translation 
if  they  want  it. 

— F.C. 


TURN  BACK  THE  CLOCK 

We  cannot  remember  winning  prizes  when 
we  studied  history,  but  we  were  younger 
then,  and  we  no  longer  agree  with  the  auto- 
mobile maker  who  called  it  bunk.  Documents 
interest  us,  pictures  fascinate  us,  and  co- 
incidences intrigue  us  now.  We  live  only  a 
quarter  of  a mile  between  Dr.  Hohlen  and 
Dr.  Flansburg,  and  one  day  Dr.  Hohlen  said 
he  had  something  interesting  to  show  us; 
it  was  a program  of  a dinner  given  in  honor 
of  Dr.  von  Mansfelde,  in  1915.  And  one 
day.  Dr.  Flansburg  said  he  had  something 
to  show  us;  it  was  a picture  of  a group  of 
doctors,  taken  about  fifty  years  ago.  We 
have  gone  over  the  guest  list  and  the  pic- 
ture with  Dr.  and  Mrs.  Hohlen  and  with 
Dr.  and  Mrs.  Flansburg,  and  with  great  glee, 
for  they  are  records  of  the  same  event,  and 
we,  having  introduced  this  theory,  have 
come  to  regard  ourselves  as  something  of  a 
medical  detective.  We  are  happy  to  re- 
produce the  cover  of  the  program  and  the 
picture  here. 


Qinnrr 

iN  HONOR  OF 

Sr.  AlrxanJirr  non  jHanafrlbr’a 

SEVENTIETH  BIRTHDAY 

■ 

TENOCREO  BY  HIS  FRIENDS  IN  THE 
MEDICAL  PROFESSION 
OF  NEBRASKA 
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We  count  57  people  in  the  picture.  We 
have  divided  them  into  the  back  or  what 
seems  to  be  the  head  table  row,  consisting 
of  nine  doctors,  and  four  horizontal  rows. 
The  row  nearest  to  the  bottom  of  the  picture 
we  call  number  one,  and  the  one  at  the  top, 
four.  For  purposes  of  identification,  we  have 
numbered  the  people  in  each  row  from  left 
to  right.  And  these  are  the  names  we  think 
we  know. 

Back  or  head  table  row : 2 : Lehnhoff ; 
3 : Dayton ; 6 : Mitchell ; 8 : von  Mans- 
felde. 

Row  1 — 1 : Philbrick ; 4 : Hansen ; 
6:  Welch;  7:  Liston;  8:  Hahn;  9: 

Hohlen ; 10 : Morrill. 

Row  2 — 4:  Angle;  5:  Sawyer;  6: 
Andrus;  10;  McKinnon;  11:  Flansburg. 

Row  3 — 1 : Adams ; 2 : Hompes ; 3 ; 
Thomson;  4:  Smith;  5:  Zemer;  11: 
Colburne ; 12 : Spivey. 

Row  4 — 1:  Hayman;  2:  Curtis; 


3 : Waite ; 7 : Rowe ; 8 ; Bailey ; 13 : 

Wilson ; 16 : Sanderson. 

There;  it  was  a lot  of  work,  but  we  had 
help  and  it  was  fun,  and  perhaps  someday, 
someone  will  “turn  back  the  clock”  on  us, 
too. 

— F.C. 

WHAT  IS  A CASE? 

Well,  it  isn’t  a person,  or  a patient.  It 
isn’t  an  attack  of  acute  appendicitis,  either. 
It  isn’t  the  course  of  a disease,  nor  is  it  an 
operative  procedure.  But  we  say  I had  an 
interesting  case  of  typhoid  fever  the  other 
day,  and  there  seems  to  be  no  other  way  to 
say  it.  If  we  operate  on  a hundred  people, 
and  ten  of  them  are  reoperated  before  they 
leave  the  hospital,  for  wound  disruption,  or 
abscess,  or  obstruction,  how  shall  we  cal- 
culate the  mortality  rate;  do  we  divide  the 
number  of  deaths  by  the  100  patients,  or  by 
the  110  operations?  How  many  “cases”  did 
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we  have?  The  word  is  defined  as  an  in- 
stance of  illness  or  injury,  or  its  history, 
or  the  patient  himself.  But  dictionaries  do 
not  agree  with  each  other;  a nonmedical 
book  says  the  word  may  refer  to  the  patient, 
and  a medical  one  says  it  does  not. 

We  don’t  think  it  ever  means  the  patient, 
we  believe  it  is  always  possible  to  avoid 
using  the  word,  but  we  have  no  very  great 
objection  to  it,  to  mean  an  instance  of  ill- 
ness or  injury.  We  do  suggest  that  it  is 
employed  too  often,  and  too  loosely,  and 
that  its  too  frequent  use  leads  to  misunder- 
standing and  to  statistical  chaos.  When  we 
encounter  an  outbreak  of  food  poisoning 
or  infection  involving  five  members  of  a 
family,  we  must  decide  whether  we  have 
one  case  or  five.  Perhaps  it  would  be  bet- 
ter to  say  I have  a patient  with  an  unusual 
form  of  pneumonia,  than  I have  an  interest- 
ing case  of  pneumonia.  It  is  not  at  all  a 
bad  word,  it  takes  the  place  of  many,  but 
it  may  become  pure  semantic  nonsense  when 
it  is  used  where  it  is  not  needed. 

— F.C. 

HOW  TO  LIVE  FOREVER 

Averages  and  chance  demand  that  un- 
usual events  do  sometimes  occur.  The  ape 
at  the  typewriter  will  one  day  produce 
Shakespeare  if  you  wait  long  enough.  And 
premonitions  of  disaster  that  do  take  place 
are  based,  we  think,  on  the  certainty  that 
unlikely  things  are  occasionally  likely  to 
happen.  For  premonitions  of  disaster  are 
generally  followed  by  nothing  more  disas- 
trous than  unsuccessful  predictions. 

So  it  is  with  longevity.  Combining  laws 
of  chance  with  billions  of  people  results  in- 
evitably in  individuals  here  and  there  who 
break  a hundred.  Those  who  have  eaten 
meat  all  their  lives  come  to  believe,  and  to 
maintain,  as  loudly  as  centenarians  can, 
that  meat  deserves  the  credit.  And  so  some 
insist  that  three  cigars  a day,  or  two  quarts 
of  water,  or  a red  pepper,  or  four  onions, 
will  allow  a person  to  live  to  eighty.  There 
is  of  course  no  statistical  significance  to 
any  of  these  assertions,  but  they  go  on  and 
on.  Our  own  home-made  rule  for  telling 
how  long  you  can  expect  to  live  is  simple: 
three  quarters  of  the  way  (from  where  you 


are  now)  to  eighty;  it  works.  We  do  not 
know  nor,  we  suspect,  does  anyone  else,  what 
makes  people  live  long,  but  we  remember  a 
wonderful  saying  as  logical  as  the  rest. 

If  you  eat  an  onion  every  day  for  ninety 
years,  you’ll  never  die  young. 

—F.C. 

SERMONS  AND  SODA-WATER 

1.  A tumor  classifying  system. 

We  did  a breast  biopsy  the  other  day 
and  the  pathologist  gave  us  the  tu- 
mor’s exact  name.  But  we  were 
either  going  to  wake  up  the  patient 
or  do  a mastectomy,  and  we  suggest 
two  names  to  replace  all  the  others: 
benignoma  and  malignoma. 

2.  The  patient  doesn’t  wear  a mask. 

We  change  gowns,  we  put  on  caps, 
we  wear  masks,  and  now  we  use  ex- 
pendable boots  in  surgery.  But  the 
patient  doesn’t  wear  a mask,  and  if 
it  seems  all  right,  it  makes  us  wonder. 
Once  a patient  asked  why  don’t  I 
wear  a mask,  and  we  didn’t  know  what 
to  say. 

3.  How  to  tell  a good  speaker. 

He  doesn’t  say  “uh.”  He  doesn’t  need 
to,  he  knows  his  subject.  That’s  all 
there  is  to  it. 

4.  Why  does  medicine  cost  so  much? 

Because  everything  does. 

5.  The  effect  of  Medicare  on  hospital  bed 
shortage. 

None  that  the  government  can  see. 

—F.C. 


Editor's  Awards 

Treatment  of  Early  Hodgkin’s  Disease  — P. 
E.  Thompson  Hancock  (Royal  Marsden 
Hosp,  Fulham  Rd,  London)  and  E.  M. 
Ledlie.  Lancet  1 :26-27  (Jan.  7)  1967. 

A collaborative  study  by  means  of  a con- 
trolled clinical  trial  was  carried  out  on  a 
group  of  patients  with  early  Hodgkin’s  dis- 
ease. There  is  a definite  suggestion,  so  far 
not  statistically  significant,  that  the  addi- 
tion of  chemotherapy  to  radiotherapy  of  the 
affected  and  adjacent  regions  as  part  of  the 
initial  treatment  improves  the  survival  rate. 
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ORIGINAL  ARTICLES 


New  Expectations  in  Health* 


Among  the  recent  acts  of  health 
legislation  passed  by  the  Con- 
gress there  are  several  which 
will  have  major  impact  on  the  health  of  every 
person  in  all  of  our  communities.  Among  these 
is  Public  Law  749,  passed  by  the  89th  Con- 
gress, which  has  the  rather  overwhelming 
title  of  “Comprehensive  Health  and  Plan- 
ning and  Public  Health  Service  Amend- 
ments of  1966.” 

Bear  with  me  for  a moment  while  I put 
P.L.  749  into  a briefly  described  historical 
perspective. 

Some  of  us  whose  careers  in  public  health 
go  back  a considerable  period  of  time,  re- 
member the  days  when  public  health  work- 
ers were  fighting  a joyous  and  successful 
battle  against  communicable  disease.  Then 
came  the  period  when  these  diseases,  though 
still  with  us,  were  no  longer  the  massive 
despoilers  of  life  and  health.  New  horizons 
beckoned,  but  until  recently,  their  attain- 
ment seemed  impossibly  difficult.  Public 
health  workers  labored  hard  but  results 
were  slight.  Whereas,  in  the  thirties  and 
early  forties,  the  U.S.  life  span  had  stead- 
ily increased,  in  the  decades  of  the  fifties 
we  reached  a plateau  in  which  the  number  of 
our  years  remained  static.  Other  countries 
less  advantaged  than  we,  boasted  greater 
life  expectancies  than  our  own. 

Now  with  a spate  of  new  health  legisla- 
tion of  which  P.L.  749  is  an  example,  it 
would  seem  that  the  tide  has  turned.  I will 
therefore  discuss  its  provisions  and  then 
make  a few  comments  about  how  it  may 
function  if  its  potential  be  fully  grasped. 

This  act  must,  of  course,  be  thought  of 
in  the  context  of  other  health  legislation, 
some  of  it  most  recent,  other  legislation  of 
many  years  duration.  I place  in  this  cate- 
gory all  types  of  legislation  which  have  a 
major  impact  on  the  “other”  health  needs 
of  the  community,  exclusive  of  the  com- 
municable diseases  and  sanitation. 

I am  thinking,  for  example,  of  the  legisla- 
tion passed  in  1943  which  funded  the  train- 
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ing  of  nurses  during  World  War  II  and  was 
predecessor  to  the  many  manpower  train- 
ing programs  of  much  later  vintage. 

With  an  increasing  and  an  increasingly 
affluent  society,  the  justifiable  expectations 
of  the  American  people  demand  ever  better 
health  care. 

The  desires  press  heavily  on  manpower. 
Their  demands  must  be  met. 

We  are  moving  to  meet  them.  Under  the 
Health  Professions  Education  Act,  the 
Nurse  Training  Act,  and  now  with  a new 
authorization  in  P.L.  751  for  training  in  the 
Allied  Health  Professions,  we  are  improv- 
ing the  skills  and  increasing  the  numbers 
of  those  trained  in  health  and  medicine. 

I recall  to  you  also  the  Hospital  Survey 
and  Construction  Act  of  1946  which  has  as- 
sisted in  funding  the  construction  of  about 
30  per  cent  of  the  general  hospital  beds 
presently  in  service  in  the  United  States. 

But  all  the  resources  of  manpower  and  fa- 
cilities avail  but  little  except  when  those 
who  need  them  can  pay  for  them.  And  while 
the  private  sector  of  our  economy  has,  to  a 
marked  degree,  made  it  possible  for  the  many 
to  use  the  skilled  hands  and  the  modern  hos- 
pital facilities,  yet  the  provisions  of  Public 
Law  89-97,  commonly  called  Medicare,  were 
urgently  needed  by  our  aged  and  economical- 
ly deprived  citizens  who  were  unable  to  af- 
ford the  insurance  costs  against  sickness  and 
therefore  unable  to  reap  the  benefits  it 
offered. 

Finally,  still  with  P.L.  749  in  mind,  I men- 
tion the  legislation  providing  for  the  Re- 
gional Medical  Center  Program.  This  legis- 
lation formally  recognized  that  the  plethora 
of  new  discoveries  was  not  reaching  those 

‘Adapted  from  a paper  presented  at  the  Nebraska  Public 
Health  Association  Annual  Conference.  September  22.  1966. 
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in  need  largely  because  the  lack  of  linkage 
between  centers  of  excellence  and  those  less 
fortunate  and  also  from  lack  of  effective 
communication  between  and  among  the  dif- 
ferent public  and  private  sectors  concerned 
with  supplying  health  services.  A major 
emphasis  in  this  legislation  was  bi’oad-gauge 
planning  by  every  representative  group. 

In  a way,  P.L.  749  is  the  capstone  of  this 
legislative  development  because,  for  the 
first  time  it  gives  recognition  to  the  need 
for  careful  planning;  not  with  respect  to  a 
particular  program  like  health  facilities  con- 
struction or  regional  medical  centers  but  to 
the  entire  gamut  of  services  and  in  all  parts 
of  the  Nation. 

As  all  of  you  are  aware,  financial  assist- 
ance to  states  and  communities  under  the 
Public  Health  Service  Act  has  been  largely 
in  the  form  of  categorical  grants  — both 
on  a formula  and  on  a project  basis  — which 
are  earmarked  for  use  only  in  meeting  a 
specific  problem.  In  addition  to  grants  for 
general  public  health  services  and  hospital 
facilities,  the  states  receive  grants  for  tu- 
berculosis, chronic  diseases,  heart  dsiease, 
cancer,  mental  health,  dental  health,  radio- 
logical health,  home  health,  and  immuniza- 
tion. 

These  grants  were  a response  to  situa- 
tions and  demands.  Their  administration 
has  been  in  various  agencies.  While  the  pro- 
grams have  grown  more  numerous,  the  de- 
velopment of  coordinating  mechanisms  has 
lagged  far  behind. 

Increasingly,  the  federal  government  has 
asked  the  states  to  assume  large  new  func- 
tions and  responsibilities.  In  particular,  the 
medicare  program,  with  all  of  its  benefits, 
places  an  additional  heavy  burden  which  the 
states  must  assume. 

It  is  therefore  of  great  consequence  that 
funds  be  made  available  which  can  be  used 
to  reform  and  rationalize,  to  coordinate  and 
interdigitate  the  health  programs  of  the 
States  and  their  communities  so  that  they 
may  best  serve  the  members  of  these  com- 
munities. This  is  the  main  thrust  of  P.L. 
749. 

The  President  in  his  message  of  March  1, 
1966,  related  to  P.L.  749,  gave  recognition 


to  the  need  for  the  coordination  of  our  health 
efforts  when  he  said,  “The  focus  of  our  ef- 
forts is  the  individual  and  his  family,  living 
in  their  own  community.  To  meet  their 
health  needs  requires  the  cooperation  of 
many  agencies,  institutions,  and  experts  — 
of  state  and  local  government,  of  doctors, 
nurses,  and  paramedical  personnel.  These 
are  the  frontline  fighters  in  our  battle 
against  disability  and  death.  As  in  military 
battle,  a winning  strategy  demands  wise  and 
well  planned  use  of  manpower.  It  demands 
coordinated  use  of  all  the  resources  avail- 
able.” 

The  President  recommended  that  state  and 
community  planning  for  health  be  broadened 
and  strengthened;  and  that  a system  to  as- 
sure comprehensive  public  health  services  be 
developed  through  a redirected  and  flexible 
state  grant  program.  P.L.  749  will  carry 
out  these  recommendations. 

It  will  add  to  and  strengthen  the  capacity 
of  the  states  to  provide  public  health  ser- 
vices in  two  ways : by  emphasizing  compre- 
hensive health  planning  and  by  providing 
funds  in  such  a way  that  health  resources  can 
be  used  flexibly  and  efficiently. 

The  act  embodies  three  complementary 
approaches  to  the  comprehensive  planning 
effort.  The  first  approach  is  through  for- 
mula grants  to  the  states  to  assist  them  in 
comprehensive  and  continuing  planning  for 
their  current  and  future  health  needs.  In 
order  to  qualify  for  such  a grant,  a state 
needs  to  establish  or  designate  a state  health 
planning  agency  and  provide  for  the  es- 
tablishment of  a representative  state  health 
planning  council  to  advise  and  assist  the  state 
health  planning  agency  in  its  planning  func- 
tion. The  responsibility  of  the  state  begins 
here  and  carries  on  through  every  part  of 
the  act.  The  state  health  planning  agency 
will  be  responsible  for  administering  or  su- 
pervising the  administration  of  the  state 
health  planning  functions  with  the  advice  of 
its  planning  council.  The  council  will  be 
composed  of  representatives  of  state  and 
local  governmental  and  non-governmental 
agencies  and  groups  concerned  with  health 
matters ; and  of  representatives  of  consumers 
of  health  seiwices. 
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To  aid  the  states  in  mounting  this  essential 
planning  effort,  greater  federal  support  will 
be  needed  at  the  start.  Thus  the  act  provides 
that  the  entire  cost  of  projects  for  statewide 
planning  may  be  paid  from  federal  grant 
funds  for  the  first  three  fiscal  years  of  the 
program.  In  the  following  year  the  federal 
share  may  be  up  to  75  per  cent  of  the  cost. 

The  second  provision  of  P.L.  749  author- 
izes the  Surgeon  General  to  assist  projects 
directed  at  the  development  and  support  of 
comprehensive  health  planning  on  a local, 
metropolitan  area,  regional  or  interstate 
basis.  Grants  can  be  made  to  public  or  other 
nonprofit  community  agencies  to  pay  up  to 
75  per  cent  of  the  costs  of  such  projects. 
These  planning  efforts  are  essential  to  bring- 
ing together  the  often  fragmented  activities 
of  the  numerous  health  agencies,  both  public 
and  private,  which  operate  within  a com- 
munity. Moreover,  as  the  growth  of  metro- 
politan areas  continues,  the  problem  is  com- 
pounded by  agencies  operating  within  a com- 
plex of  governmental  substructures,  not 
necessarily  related  to  meeting  the  health 
needs  of  the  people  of  the  area. 

Only  those  local  planning  gi-ant  applica- 
tions which  are  approved  by  the  state  health 
planning  agency  will  be  eligible  for  approval 
by  the  Surgeon  General.  As  part  of  the 
state  health  planning  agency’s  appraisal  of 
such  local  planning  which  relates  to  health 
facility  needs,  we  expect  also  to  require  the 
participation  of  the  state  Hill-Burton  agency. 

The  third  planning  provision  of  P.L.  749 
authorizes  the  Surgeon  General  to  make  pro- 
ject grants  to  public  and  nonprofit  agencies 
and  organizations  for  training,  studies,  or 
demonstrations  looking  toward  the  develop- 
ment of  improved  and  more  effective  com- 
prehensive health  planning  throughout  the 
nation.  This  provision  is,  very  simply,  de- 
signed to  improve  the  state  of  the  art  of 
health  planning  by  undertaking  on  a selective 
basis  those  types  of  developmental  measures 
which  will  increase  the  capabilities  of  person- 
nel and  agencies  to  plan  effectively  for  meet- 
ing health  needs. 

The  act  also  provides  for  both  formula  and 
project  grants.  The  formula  grants,  distrib- 
uted on  the  basis  of  population  and  financial 
need,  are  directed  toward  the  support  of 


comprehensive  public  health  services,  focused 
on  individuals  and  families  rather  than  on 
separate  disease  conditions.  It  is  envisaged 
that  these  grants  will  permit  the  expansion 
of  present  activities  but  also  assist  in  other 
types  of  health  programs  developed  through 
the  planning  process  in  such  areas  as  alcohol- 
ism, drug  addiction,  family  planning,  health 
appraisal,  and  the  like.  The  act  provides 
that  at  least  15  per  cent  of  the  state’s  grant 
will  be  available  to  the  state  mental  health 
authority.  Nonfederal  matching  will  range 
from  one  third  to  two  thirds,  based  on  state 
per  capita  income.  Programs  and  services 
financed  with  these  grants  must  be  in  accord 
with  the  decisions  made  by  the  state  planning 
agency. 

The  project  assistance  grants  will  similarly 
be  directed  at  current  as  well  as  new  program 
support.  They  will  be  useful  in  directing 
funds  to  specific  problem  areas  and  to  those 
agencies  best  able  to  use  them. 

Another  major  feature  of  the  act  is  not  in 
the  area  of  finance.  It  permits  federal  and 
nonfederal  workers  to  trade  places,  as  it 
were,  without  losing  any  of  the  retirement 
and  other  benefits  which  now  accrue  to  them 
only  if  they  remain  with  their  parent  organ- 
ization. This  feature  will  not  only  increase 
mutual  insight  and  make  it  possible  for  the 
service  to  utilize  nonfederal  talent  when 
needed,  but  also  permit  us  to  give  nonfederal 
personnel  short-term  assignments  to  areas 
where  something  of  special  interest  is  being 
developed. 

As  I see  it,  there  will  be  great  variations 
among  the  states  in  both  planning  and  execu- 
tion under  P.L.  749.  These  variations  will 
reflect  differences  in  situation,  needs,  de- 
mands, population  distribution,  economic 
status,  and  the  differences  in  consensus  which 
can  be  achieved  when  all  concerned  have  an 
opportunity  to  express  themselves.  It  should 
be  a very  interesting  melting  pot.  We  would 
certainly  be  disappointed  if  the  Nebraska 
plan  differed  only  in  small  degree  from 
Texas,  New  York,  or  California.  I would 
even  be  surprised  if  the  Nebraska  plan  were 
quite  similar  to  those  of  your  neighboring 
states. 

Some  might  think  this  a very  wasteful 
way  of  doing  business.  And  in  one  way  it 
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is.  It  is  also  a characteristically  American 
way.  In  a sense,  it  is  the  competitive  way, 
where  everyone  gets  a chance  to  develop  a 
better  product  than  his  neighbors.  And 
since,  in  a sense,  it  is  a public  competition 
in  which  health  workers  are  engaged,  I am 
sure  that  there  will  be  much  mutual  inspec- 
tion of  plans,  programs,  and  results. 

Here  the  Public  Health  Service  can  play 
a part.  In  the  first  place,  we  will  be  discus- 
sing your  plans,  programs,  and  demonstra- 
tions with  you.  And  we  shall,  of  course,  be 
active  in  their  evaluation. 

But  we  also  conceive  a more  informal  role. 
Some  of  you  remember  Dr.  Joe  Mountin 
and  his  belief  that  one  of  his  most  profitable 
contributions  to  public  health  came  from  the 
role  of  itinerant  gossip : the  person  who  went 
from  place  to  place  with  the  news  about  what 
the  other  fellow  was  doing,  what  problems 
he  was  experiencing,  what  he  had  learned, 
what  his  accomplishments  were.  Dr.  Moun- 
tin believed  this  kind  of  gossip  paid  off  in 
improved  production,  just  as  Nebraska’s  coun- 
ty agents  have  materially  improved  its  agri- 
culture by  passing  along  to  individual  farm 
operators  the  news  of  innovations  and  by 
carrying  back  their  problems. 

I am  sure  those  of  us  who  are  in  the  Public 
Health  Service  will  get  a big  charge  out  of 
visiting  with  you  as,  under  P.L.  749,  you 
come  up  with  the  kinds  of  ideas  that  will 
consolidate  the  now  fractured  structure  of 
medical  and  health  services.  And  as  we 
learn  from  you  we  will  pass  on  your  crafts- 
manship to  other  states  and  communities  — 
learning  from  them  too,  and  reporting  back 
to  you. 

And  we  will,  I hope,  not  be  the  only  itiner- 
ant gossips  spreading  the  good  new  words 
about  your  plans  and  programs.  For  one 
of  the  interesting  features  of  P.L.  749  is 
that  it  provides  for  great  flexibility  in  the 
exchange  of  personnel  between  federal  and 
nonfederal  health  agencies.  This  device  is 
as  yet  untried  but  has  great  potential  use 
in  cross-fertilization ; the  transportation  of 
new  ideas  for  testing  under  various  condi- 
tions. 

Having  now,  so  to  speak,  shown  you  the 
lighted  side  of  this  new  moon  rising  above 


the  horizon,  I want  you  to  look  also  at  its 
somber  side.  These  new  potentials  which 
are  accruing  to  our  profession  carry  with 
them  an  almost  frightening  responsibility. 
If  we  accept  the  responsibility  for  so  plan- 
ning and  shaping  the  health  organization  of 
the  future  that  no  one  will  be  without  the 
needed  continuum  of  services  we  contemplate, 
then  we  also  must  accept  the  responsibility 
each  time  there  is  a failure  in  function ; fail- 
ure of  prevention,  treatment,  restoration,  and 
rehabilitation.  Each  year  our  responsibili- 
ties are  growing. 

This  will  demand,  from  the  senior  mem- 
bers of  our  public  health  profession,  not  only 
excellence  but  wisdom,  not  only  the  skills  of 
technical  craftsmanship  but  the  talent  of 
diplomacy.  For  merely  talking  about  coor- 
dination, merely  meeting  in  planning  sessions 
will  not  of  itself  usher  in  the  new  era.  Not 
only  must  the  barriers  separating  the  various 
specialties  of  public  health  be  dissolved  but 
a grand  harmony  must  be  extended  far  be- 
yond its  borders,  where  now  cacophony  pre- 
vails. 

Another  matter  of  highest  priority  for 
those  of  us  in  our  middle  and  later  years  is 
the  development  of  worthy  successors  — ad- 
equate numbers  of  skilled  workers  who  can 
continue  and  expand  the  structure  and  func- 
tion of  our  program ; who  can  inform  it  with 
wisdom  and  excellence;  who  can  combine  in 
a changing  world  what  they  have  learned 
from  us  with  new  techniques,  a fresher 
vision,  and  the  energy  of  youth. 

Finally,  I say  to  all  but  particularly  to  the 
younger  members  of  this  Association  : to  you 
this  may  be  the  year  of  destiny;  the  year  in 
which  ways  have  opened  to  make  a new  and 
splendid  assault  on  the  burdens  of  ill-health ; 
to  begin  a new  crusade  against  the  diseases 
of  man’s  latter  years,  as  dramatic  and  suc- 
cessful as  was  the  attack  on  the  communi- 
cable diseases  of  previous  times.  In  this, 
Nebraska’s  Centennial  Year  we  may  dare  to 
think  that  if  we  carry  out  our  tasks  well  in 
the  coming  decades,  hundreds  of  millions  of 
our  countrymen  now  living  and  yet  to  come 
will  reap  untold  years  of  freedom  from  pain. 
And  it  is  my  hope  for  each  of  you  that  you 
may  have  the  rewarding  experience  of  par- 
ticipating in  this  great  crusade. 
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Sex  and  Age  Trends  in  Admissions  to  an 
Institution  for  the  Mentally  Retarded, 

1910-1959* 


Introduction 

Between  1958  and  i96i  a 

group  of  investigator’s  present- 
ed three  articles  devoted  to 
“the  natural  history  of  mental  deficiency  in 
a state  hospital.”  Specific  focus  was  placed 
on  probabilities  of  release  and  deaths  char- 
acteristics of  children  admitted  to  the  in- 
stitution prior  to  their  sixth  birthday, ^ and 
selected  characteristics  of  first  admissions 
and  their  environment.®  This  series  of 
articles  inspired  personnel  in  several  other 
institutions  for  the  mentally  retarded  to 
examine  the  experiences  of  their  own  unit. 
They  were  one  of  the  moving  forces  behind 
the  work  which  is  reported  here. 

In  the  usual  discussion  about  the  use 
of  patient  population  data,  emphasis  is  giv- 
en to  the  view  that  demographic  informa- 
tion can  be  important  to  the  planning  of 
educational,  administrative,  and  research 
progi'ams  of  institutions.^-  “ It  should  also 
be  apparent  that  demographic  studies  can  be 
useful  in  coming  to  understand  specific  insti- 
tutional experiences.  Furthermore,  if  these 
studies  cover  extensive  time  periods,  they 
can  also  be  valuable  in  identifying  signifi- 
cant long-term  trends  which  might  other- 
wise be  hidden  when  observation  is  limited 
to  daily  institutional  experiences. 

In  this  context,  the  patient  records  of 
Beatrice  State  Home  for  the  Mentally  Re- 
tarded were  examined  to  determine  the  feas- 
ibility of  conducting  a longitudinal  demog- 
raphic study  of  this  institution.  The  ex- 
amination revealed  the  availability  of  ad- 
missions information  on  selected  patient 
characteristics  for  the  50  year  period  1910- 
1959.  Although  the  study  was  to  be  demog- 
raphic in  nature,  the  physicians  who  de- 
signed the  research  did  not  consult  with  a 
demographer,  statistician,  or  sociologist  (in- 
dividuals filling  the  latter  two  positions  were 
added  to  the  research  staff  after  data  were 
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collected).  Without  such  consultation,  the 
research  planners  made  some  decisions 
which  a demographer  would  not  have  made. 
One  of  these  decisions  was  to  limit  data  col- 
lection to  age  and  sex  classifications.  In 
addition,  while  the  data  were  collected  in 
age  group  categories  that  are  clinically 
meaningful  to  many  physicians,  they  are  not 
significant  to  investigators  who  usually  con- 
duct demographic  analyses.  The  age  cate- 
gories adopted  for  data  collection  purposes 
were  the  following: 

Age  Categor>-  Clinical  Meaning 

Under  2 years Infancy 

2-5.9  years Early  childhood 

6-11.9  years—. Late  childhood 

12  - 17.9  years J\.dolescence 

18  - 49.9  years Adulthood 

50  and  over Late  adulthood 

There  are  obvious  difficulties  in  utilizing 
such  groupings  for  analysis.  For  example, 
the  adulthood  category  is  so  broad  that  any 
existing  trends  will  undoubtedly  be  masked, 
rather  than  revealed.  However,  the  avail- 
ability of  the  information  and  the  nature 
of  the  findings  has  prompted  presentation 
of  the  study  results  to  individuals  who  are 
interested  in  the  longitudinal  demographic 
experiences  of  institutions  for  the  mentally 
retarded.  Furthermore,  the  groupings  used 
limit  relevant  age  findings  to  the  admis- 
sions experience  of  the  children  involved  in 
the  analysis. 

*This  study  was  conducted  while  the  author  was  affiliated 
with  the  Nebraska  Psychiatric  Institute.  University  of  Ne- 
braska College  of  Medicine.  Omaha. 
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An  Analysis  of  Admission  Data 

Admissions  in  general 

Beatrice  State  Home,  originally  known 
as  “The  Institution  for  Feeble  Minded 
Youths,”  was  opened  in  1887  with  one  build- 
ing, and  with  a capacity  of  approximately  40 
residents.  Since  that  time,  the  institution 
has  experienced  approximately  20  building 
additions,  bringing  present  capacity  to 
about  2000  and  the  number  of  buildings  to 
about  40.  The  1929  edition  of  the  Statutes 
of  Nebraska  indicates  that  the  institution 
was  established  to  provide 

“.  . . custodial  care  and  humane  treat- 
ment for  those  who  are  feeble  minded, 
to  segregate  them  from  society,  to  study 
to  improve  their  condition,  to  classify 
them,  and  to  furnish  such  training  in 
industrial  mechanics,  agricultural,  and 
academic  subjects  as  it  is  severally  fit- 
ted to  require.”® 

In  establishing  the  institution,  no  age  limits 
for  commitment  were  set  and  no  definition 
of  feeble  minded  was  provided.  Present 
Nebraska  statutes  maintain  a no  age  limit 
policy.  “Feeble  minded”  is  presently  defined 
in  terms  of  mental  defectiveness  which  is 
present  at  birth  or  at  an  early  age,  which 
is  manifest  in  inability  to  manage  oneself, 
along  with  incapability  of  learning  to  do  so, 
and  which  requires  supervision  for  personal 
or  community  welfare.'^ 

In  general,  Beatrice  State  Home  is  typi- 
cal of  the  institutions  for  the  retarded  which 
were  constructed  around  the  turn  of  the 
century.  An  examination  of  the  directory 
of  residential  facilities  for  the  mentally  re- 
tarded® reveals  that  each  of  the  six  states 
which  border  on  Nebraska  opened  such  a fa- 
cility between  1876  and  1920.  Three  placed 
restrictions  on  age  (Kansas,  Missouri,  and 
South  Dakota)  and  three  did  not  (Colo- 
rado, Iowa,  and  Wyoming).  Each  institution 
has  experienced  growth  in  capacity  during 
its  history.  While  no  other  data  will  be  pre- 
sented to  suggest  specifically  that  the  in- 
stitution on  which  this  report  is  based  is 
representative  of  other  facilities  for  the 
retarded,  it  is  felt  that  the  experiences  of  this 
unit  are  not  atypical  of  the  relatively  old 
midwestern  public  residential  facility  for 
the  mentally  retarded.  Within  these  cau- 


tions, the  experiences  of  Beatrice  State  Home 
may  be  guardedly  generalized  to  other  homes 
for  the  retarded. 

During  the  1910-1959  period,  5420  resi- 
dents were  admitted  to  the  institution  under 
examination.  The  number  of  yearly  admis- 
sions has  been  increasing  since  1910  but 
the  data  reveal  no  clear-cut  pattern  within 
the  trend,  other  than  the  general  upward 
movement;  these  data  are  presented  in  Fig- 
ure 1.  An  examination  of  the  figure  re- 
veals a fluctuating  admissions  pattern,  and 
shows  pictorially  that  large  increases  and 
decreases  frequently  follow  each  other. 
Within  this  fluctuating  pattern,  a general 
upward  movement  is  evident,  indicating  the 
general  temporal  increase  in  the  number  of 
admissions.  The  data  indicate  that  the  in- 
stitutionalization of  less  than  100  residents 
per  year  was  common  at  the  beginning  of 
the  study  period,  while  over  100  admissions 
is  common  at  the  end. 

The  number  of  admissions  to  a home  for 
the  mentally  retarded  is  affected  by  both 
intra  - institutional  and  extra  - institutional 
variables.  For  example,  admissions  should 
respond  to  national  events  which  influence 
manpower  utilization  patterns.  The  most 
obvious  of  such  events  occurring  in  the 
country  during  the  1910-1959  period  were 
economic  fluctuations  and  military  engage- 
ments. However,  attempts  to  attribute 
changes  in  the  admission  experience  of  the 
institution  to  economic  experiences  such  as 
depression  and  inflation  were  not  successful. 
During  the  major  depression  years  (1930- 
1939)  and  the  relative  inflation  years 
(1945-1955)  the  number  of  admissions  fluc- 
tuated, with  no  evident  pattern.  Likewise, 
during  the  years  of  military  encounters 
(1914-1917,  1941-1945,  and  1950-1952)  the 
pattern  of  admissions  did  not  vary  differ- 
ently from  nonwar  years. 

There  are  obviously  other  factors  which 
have  influenced  the  number  of  admissions. 
On  the  level  of  simplicity,  the  key  to  ad- 
missions experience  must  lie  in  changes  in 
bed  capacity,  especially  in  institutions  which 
tend  to  be  overcrowded,  which  tend  to  have 
long  waiting  lists,  and  in  which  separations 
generally  occur  at  a slow  pace.  Public  fa- 
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cilities  for  the  mentally  retarded  certainly 
fit  this  description. 

In  the  present  study,  the  constantly  in- 
creasing capacity  of  the  institution  has 
significantly  affected  the  admission  pattern. 
This  is  clearly  revealed  in  Figure  2,  which 
presents  two  lines,  one  depicting  bed  avail- 
ability, the  other  showing  resident  popula- 
tion. An  examination  of  these  two  lines 
supports  the  naively  simple  generalization 
that  a key  to  the  admission  experiences  of 
this  institution  is  the  availability  of  beds. 
Even  a major  capacity  increase  as,  for  ex- 
ample, the  large  addition  in  1940,  did  not 
result  in  empty  beds.  In  every  year  of  the 
study  period  except  one,  the  patient  census 
is  over  100%  of  capacity;  the  one  exception 
is  1941,  when  the  occupancy  figure  was  99%. 

Under  these  conditions  changes  in  the 
nation’s  economy  can  have  an  indirect,  if  not 
a manifest,  influence  on  the  number  of  ad- 
missions to  a public  facility  for  the  mentally 
retarded.  Important  to  the  point  is  the  ob- 
servation that  during  the  economic  depres- 
sion of  the  nineteen-thirties  many  public 


institutions  experienced  major  building  ad- 
ditions, with  construction  carried  out 
through  federal  work  programs.  Specifical- 
ly as  a consequence  of  such  construction  pro- 
gi’ams,  the  number  of  beds  added  to  the 
Beatrice  State  Home  capacity  during  the  i 
thirties  was  464,  and  in  1940  an  additional  i 
unit  of  396  beds  was  opened. 

Thus,  during  the  1930-1940  period  860 
beds  were  added  to  the  institution  by  con- 
struction, representing  a 163%  increase  in 
capacity.  This  major  addition  of  beds  oc- 
curred during  a decade  when  the  number  of 
inhabitants  in  Nebraska  decreased  by  62,000, 
representing  a population  loss  of  4.5%.  In 
fact,  during  the  50  year  period  under  analy- 
sis the  population  of  the  state  increased  only  ' 
slightly,  from  1.2  million  to  1.4  million  in- 
habitants (-fl8.4%)  while  the  official  bed  i 
capacity  of  Beatrice  State  Home  increased 
dramatically  from  210  to  1992  beds 
(+848.6%). 

However,  the  attribution  of  bed  utilization 
trends  to  officially  listed  capacity  results 
in  both  an  incomplete  and  naive  interpreta- 


Figure  I.  Admissions  to  Beatrice  State  Home,  1910-1959 
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tion.  Obviously,  the  number  of  beds  avail- 
able has  an  effect  on  the  number  of  resi- 
dents in  the  institution,  but,  in  the  final 
analysis,  space  utilization  itself  depends  on 
administrative  fiat.  While  specific  infonna- 
tion  on  administrative  decisions  is  not  avail- 
able in  this  study,  its  influence  must  be  as- 
sumed. Therefore,  the  data  reported  in  this 
study  are  subject  to  more  meaningful  inter- 
pretations by  “insiders.”  Unfortunately,  the 
present  investigator  does  not  have  access  to 
such  knowledgeable  individuals.  The  sug- 
gestion for  future  research  is  clear. 

Admissions  by  Sex 

Fifty-six  per  cent  of  the  5420  residents 
admitted  to  the  institution  during  the  1910- 
1959  period  were  males.  In  addition,  a year 
by  year  comparison  reveals  that  in  38  of  the 
50  years  under  review,  more  males  than 
females  were  admitted.  Female  admissions 
outnumbered  male  admissions  in  only  nine 
years;  in  the  remaining  three,  the  number 
institutionalized  was  precisely  the  same  for 
both  sexes.  The  extent  of  male  admission 
predominance  is  clear  in  Figure  3,  which 
presents  a year  by  year  proportional  sex 


comparison.  As  an  aid  in  interpreting  the 
data,  a line  of  equal  proportion  has  been 
superimposed  on  the  figure.  Comparison 
of  the  observed  to  this  line  also  suggests  the 
extent  to  which  male  admissions  predom- 
inate. 

In  addition  to  the  yearly  proportionate  sex 
distribution  of  admissions,  the  data  were 
also  examined  to  ascertain  whether  the  num- 
ber of  male  and  female  admissions  are  re- 
lated on  a yearly  basis  (see  Fig.  4).  This 
examination  revealed  that  within  the  general 
pattern  of  male  predominance,  a marked 
similarity  of  trends  exists:  the  number  of 
male  and  female  admissions  tend  to  rise  and 
fall  together,  as  if  quotas  are  being  filled 
when  admission  decisions  are  made.  This 
should  be  interpreted  as  an  example  of  the 
effects  of  administrative  decisions  on  ad- 
mission trends;  it  is  an  illustration  of  the 
point  previously  made  that  space  utilization 
depends  on  administrative  decree. 

Admissions  by  age 

An  examination  of  age-specific  data  re- 
veals that  during  the  50  year  period  there 


year 

Figure  2.  Bed  capacity  and  average  resident  population,  1915-  1959 

number  of  residents 

number  of  beds 

* Occupancy  figures  not  ovailable  before  1915 
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has  been  a significant  increase  (both  nu- 
merical and  proportional)  in  the  institution- 
alization of  children  of  the  younger  age 
groupings.  Of  special  note  is  the  children 
admission  increase  during  the  last  10 = years 
of  the  study  period : almost  three  quarters 
of  all  of  the  under  two  admissions  occurred 
during  the  1950-1959  decade.  In  1959,  this 
age  category  accounted  for  one  fifth  of  all 
admissions,  compared  to  the  years  1910- 
1918,  during  which  only  one  child  in  this  age 
category  was  admitted.  Since  1952,  the 
proportion  of  under  two  admissions  has  not 
dropped  below  10%  a year.  In  plotting  the 
data  (see  Fig.  5),  average  admissions  by 
five  year  periods  were  utilized,  since  the 
yearly  pattern  was  subject  to  such  wide  fluc- 
tuations that  its  charting  would  obscure  the 
general  trend. 

The  data  also  reveal  marked  numerical 
and  proportional  increases  in  the  admission 


of  children  in  the  two  to  five  age  grouping. 
Especially  during  the  last  20  years  of  the 
study  period,  the  relative  proportion  and  the 
number  of  admissions  in  this  age  category 
increased  significantly.  Figure  5 reveals 
the  slow,  erratic  upward  trend  in  the  pro- 
portion of  two  to  five  admissions  from  1910 
until  the  early  nineteen-forties,  followed  by 
the  rapid  increase  toward  the  end  of  the 
study  period. 

When  the  under  two  and  the  two  to  five 
age  groupings  are  combined,  the  significant 
trend  toward  childhood  admissions  becomes 
even  more  evident.  During  each  of  the  first 
nine  years  of  the  study  period,  children  un- 
der six  accounted  for  less  than  10%  of  all 
admissions,  while  in  recent  years  they  have 
accounted  for  approximately  one  third. 

There  is  a strong  temptation  to  explain 
the  significant  increase  in  admissions  of  the 


Figure  3.  Percentage  distribution  of  admissions  by  sex,  I910'I959 
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very  young  by  referring  to  the  introduction 
of  “wonder  drugs,”  which  have  resulted  in 
the  saving  of  more  and  more  damaged  in- 
fants. However,  attribution  to  this  trend 
to  changes  in  the  characteristics  of  the  re- 
tarded population  can  lead  to  misleading  con- 
clusions. Without  disputing  the  influence 
of  these  medications,  the  role  of  administra- 
tive decisions  on  admission  trends  must  be 
emphasized.  An  illustration  of  the  effects 
of  such  decisions  is  provided  in  data  pub- 
lished by  the  Biometrics  Branch  of  the  Na- 
tional Institutes  of  Mental  Health.®  These 
data  reveal  that  during  1959  in  six  states 
(Alabama,  Kentucky,  Maine,  Montana, 
North  Carolina,  and  Tennessee)  there  were 
no  first  admissions  of  residents  under  five 
to  public  institutions  for  the  mentally  re- 
tarded. Age  trends  in  states  with  age  re- 


strictions must  be  attributed  to  administra- 
tive regulations,  rather  than  to  changes  in 
the  retarded  population. 

At  the  other  end  of  the  age  distribution, 
50  years  of  age  and  older,  the  data  again 
reveal  a fairly  steady  proportional  increase 
in  admissions  during  the  study  period. 
Howevei%  while  the  trend  of  this  grouping 
is  generally  upward,  the  proportion  is  rela- 
tively small  throughout  each  of  the  five 
decades.  The  proportion  throughout  the 
study  period  varies  in  a range  between  2% 
and  6%,  with  the  first  figure  representative 
of  the  first  years  of  the  period,  and  the  latter 
representative  of  the  later  years. 

Within  an  erratic  pattern  the  relative 
proportion  of  admissions  in  the  6 to  11  and 
the  12  to  17  age  groupings  has  been  declin- 


Admission  year 

FEMALES 

MALES 

Figure  4.  Admissions  by  sex,  1910-1959 


April,  1967 


139 


ing.  However,  it  should  be  noted  that  while 
the  proportion  of  admissions  in  these  two 
age  groupings  has  been  decreasing,  the 
number  admitted  has  been  increasing.  This 
situation  of  a declining  proportion  coupled 
with  an  increasing  number  results  from  the 
increases  in  bed  capacity  previously  dis- 
cussed (see  Figs.  2 and  5). 

Trends  in  the  18  to  49  age  gi’oup  category 
are  unclear.  However,  admission  trends  in 
this  age  grouping  could  easily  be  hidden  as 
an  artifact  of  combining  more  than  30  years 
in  one  category. 

Age-sex  specific  admissions 

To  identify  admission  trends  further,  the 
age  gi'oupings  were  dichotomized  by  sex  and 
were  recharted  (see  Fig.  6).  Examination 
of  the  resulting  distribution  once  more  re- 
veals a close  relationship  between  the  pat- 
terns of  male  and  female  admissions.  Ex- 
cept for  the  cumbersome  18  to  49  age  gi'oup- 
ing  and  the  1924-1934  experience  of  the  12 
to  17  age  group,  the  separate  male  and  fe- 
male admission  lines  are  extraordinarily 
close.  Once  again,  this  might  be  more  real- 


istically explained  by  administrative  quota 
filling  than  by  the  nature  of  the  retarded 
population. 

Special  analysis  of  the  12  to  17  age  gi’oup 
for  the  1924-1934  period  was  undertaken,  be- 
cause it  is  the  only  age  gi’ouping  which  clear- 
ly runs  counter  to  the  observation  that  age 
and  sex  specific  admissions  for  the  50  year 
period  follow  similar  patterns.  This  exam- 
ination revealed  that  changes  in  the  female 
admission  pattern  had  been  experienced  by 
males  five  years  before.  Trends  in  the  fe- 
male admission  pattern  could  have  been  pre- 
dicted with  relatively  high  accuracy  by 
projecting  from  the  experiences  of  males  five 
years  before. 

Comment 

Before  a general  discussion  of  the  find- 
ings, certain  limitations  of  the  study  which 
have  resulted  from  data  collection  decisions 
should  be  emphasized.  First,  the  informa- 
tion presented  in  this  article  deals  exclusive- 
ly with  the  experiences  of  only  one  public 
institution  for  the  mentally  retarded.  Since 
little  data  are  presented  to  suggest  that 
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this  institution  is  representative  of  other 
facilities  of  this  type,  caution  must  be  exer- 
cised in  generalizing  to  other  facilities.  How- 
ever, it  is  felt  that  this  institution  is  not 
atypical  of  the  relatively  old  midwestern 
home  for  the  retarded  which  was  opened  at 
the  turn  of  the  century.  Second,  certain 
of  the  age  group  categories  used  in  the 
analysis  are  so  broad  that  important  trends 
might  be  hidden ; specifically  relevant  to  the 
point  is  the  18  to  49  age  group  category. 
Third,  the  data  were  collected  by  age  and 
sex  categories  only,  with  other  potentially 
significant  variables  (socioeconomic  status, 
diagnosis,  and  mental  level)  ignored.  There- 
fore, many  questions  which  should  be  an- 
swered in  a demographic  study  of  this  na- 
ture cannot  be  approached. 

Despite  these  shortcomings,  the  analysis 
does  reveal  some  significant  trends.  Most 
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evident  is  a trend  toward  lower  age  group 
admissions.  While  this  observation  has  also 
been  reported  by  other  investigators®- 
the  present  study  is  unique  in  documenting 
the  pattern  on  a year  by  year  basis  for  a 
half  centuiy.  Such  a trend  must  of  course  be 
considered  in  the  planning  and  the  develop- 
ment of  institutional  programs. 

Explanations  for  the  consistent  increase 
in  low  age  admissions  have  been  offered  by 
others.  For  example,  Sabagh  and  Windle^® 
summarize  the  explanations  in  three  points: 

“(1)  increasing  community  provisions  of 
educational  and  rehabilitative  facil- 
ities for  the  mildly  defective, 

(2)  increments  in  medical  knowledge 
which  have  produced  a decline  in 
the  mortality  of  severely  defective 
infants  and 
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Figure  6.  Percentage  distribution  of  admissions  by  age 
and  sex  by  S year  averages,  1910-1959 
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(3)  the  activities  of  parental  pressure 
groups  . . 

All  three  of  these  changes  in  society  were 
initiated  or  became  increasingly  important 
during  the  early  nineteen-forties.  However, 
these  three  points  do  not  really  explain  the 
major  upswing  in  under  two  admissions, 
since  the  data  presented  in  this  report  sug- 
gest that  the  major  increase  for  the  institu- 
tion under  analysis  began  around  1935 ; 
somewhat  similarly,  the  two  to  five  age 
category  experienced  its  first  major  in- 
crease in  1940,  slightly  before  these  three 
social  changes  became  influential.  It  is 
possible,  of  course,  that  the  trend  toward 
admitting  younger  patients  was  already  in 
motion  and  was  spurred  forward  by  the  en- 
suing social  changes.  An  independent  study 
of  changes  in  administrative  policy  could  be 
quite  revealing  to  the  question. 

The  fairly  consistent  male  dominance  in 
admissions  has  also  been  noted  in  several 
other  studies.®- 1®  However,  placement  of 
this  pattern  in  the  perspective  of  50  years 
of  experience  sheds  new  light  on  the  trend. 
While  the  proportionate  sex  comparison  does 
show  that  56%  of  all  patients  admitted  to 
the  institution  during  the  study  period  were 
males,  this  figure  actually  masks  another 
factor:  females  outnumbered  males  in  only 
nine  of  the  50  years.  Thus,  the  proportional 
distribution  actually  hides  the  extent  of  the 
dramatic  year  to  year  trend. 

One  of  the  important  observations  in  the 
analysis  is  the  closeness  of  sex-age  trends 
during  the  50  year  period.  When  the  data 
are  analyzed  by  utilizing  the  age-sex  specific 
categories,  the  similar  experiences  of  both 
are  at  once  evident.  Even  among  age 
groupings  which  have  experienced  major 
changes  in  their  admission  patterns  during 
the  period,  the  change  by  sex  is  in  the  same 
direction.  For  example,  the  significant 
trend  toward  admitting  a much  larger  num- 
ber and  proportion  of  very  young  residents 
is  being  experienced  equally  by  both  males 
and  females. 

In  total,  these  data  indicate  that  the  trend 
toward  the  admission  of  very  young  resi- 
dents, which  is  first  evident  approximately 
two  decades  ago,  is  continuing  at  a rapid 


pace.  In  addition,  the  continuing  decrease 
in  the  admission  of  residents  in  the  12  to 
17  year  age  category,  which  has  been  oc- 
curring during  the  entire  study  period,  and 
the  6 to  11  age  category  decline,  which  had 
its  inception  in  the  early  nineteen-twenties,  is 
also  continuing.  If  current  well-established 
trends  are  generalized  and  extrapolated,  in- 
stitutions of  this  nature  must  plan  programs 
which  are  geared  for  infant  and  early 
childhood  admissions.  Adolescent  admission 
procedures  should  not  be  phased  out,  but  they 
can  be  expected  to  play  a declining  role  in 
the  institution.  The  extent  of  change  is 
best  indicated  by  examination  of  Figure  5, 
which  i*eveals  that  during  the  initial  five 
year  period  of  study,  i.e.,  1910-1914,  only 
5%  of  all  admissions  were  under  six  years 
of  age,  while  in  the  last  five  year  period, 
1955-1959,  the  figure  was  34%.  Correspond- 
ingly, the  proportionate  decline  during  the 
same  time  periods  for  the  12  to  17  age 
grouping  was  from  38%  to  18%  of  total 
admissions.  The  admission  lines  indicate 
that  these  trends  are  long-term  and  are  con- 
tinuing. The  nature  of  the  lines  does  not 
suggest  that  the  trends  will  soon  be  re- 
versed. Planning  for  the  future  must  take 
such  long-term  trends  into  account. 

Summary 

An  analysis  of  the  admission  experiences 
of  an  institution  for  the  mentally  retarded 
for  the  50  year  period  1910-1959  reveals  a 
generally  increasing  number  of  admissions 
with  year  to  year  wide  fluctuations.  Within 
this  pattern  of  increasing  admissions  there 
is  a trend  toward  lower  age  admissions  (un- 
der six  years  of  age)  and  a fairly  stable  pre- 
dominance of  male  admissions.  These  pat- 
terns are  attributed  to  administrative  de- 
cisions. 
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Treatment  of  Nocturnal  Enuresis  With  Imi- 
pramine  Hydrochloride  — W.  Strauss 
(Universitats  - Nervenklinik,  Langenbeck- 
str.  1,  Mainz,  Germany).  Munchen  Med 
Wschr  108:1812-1818  (Sept  16)  1966. 

Twenty-eight  children  6 to  14  years  of 
age,  who  suffered  of  enuresis  since  they  were 
infants,  showed  findings  which  suggested  an 
inhibition  in  development  of  the  central 
nervous  system  and  its  functions.  Twenty- 
two  of  the  28  children  were  completely  cured 
after  the  administration  of  imipramine  hy- 
drochloride (Tofranil),  and  4 were  partially 
cured.  Two  children  were  refractory  to  the 
therapy.  The  effective  dose  was  between 
0.5  and  3.0  mg/kg/day.  Imipramine  hydro- 
chloride therapy  should  be  started  with  2 
mg/kg/day.  When  the  therapy  becomes  ef- 
fective, a slowly  decreased  dose  should  be 
given  until  the  lowest  effective  level  will 
be  reached.  By  administration  of  half  the 
dose  after  supper  and  the  second  half  be- 
fore falling  alseep,  it  was  sometimes  possible 
to  decrease  the  medication  below  1 mg/kg/ 
day.  In  refractory  cases  it  is  suggested  to 
administer  the  second  half  of  the  dose  after 
emptying  the  bladder  at  10  p.m. 
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Palindromic  Rheumatism.  What  is  it? 


Solis  - Coheni’  2. 3 described  what 
he  called  “Certain  angioneu- 
rotic manifestations  in  and 
around  joints,  frequently  mistaken  for  gout 
and  rheumatism.”  He  reported  27  cases, 
and  gave  seven  of  the  histories  in  detail. 
Eight  of  the  patients  were  less  than  12 
years  old.  The  course  of  the  disease  was 
quite  unpredictable.  Attacks  sometimes  oc- 
curred at  regular  intervals,  but  irregularity 
was  frequent.  Recurrence  of  symptoms  va- 
ried from  days  to  years.  Pain,  swelling,  and 
discoloration  of  the  joints  were  the  chief 
symptoms.  The  small  joints  were  the  most 
commonly  involved,  especially  the  wrists 
and  fingers.  Polyarticular  attacks  were  fre- 
quent. The  pain  was  continuous,  intermit- 
tent, or  remittent,  was  of  various  types,  and 
was  present  from  a few  hours  to  many 
weeks.  A subjective  sensation  of  increased 
heat  of  the  joints  was  a common  complaint, 
but  objective  evidence  was  relatively  infre- 
quent. Constitutional  symptoms  and  fever 
were  sometimes  present.  Some  patients  had 
generalized  erythema.  In  many  patients  no 
exciting  cause  could  be  found,  but  fatigue, 
emotion  (especially  anxiety  and  fear),  tox- 
emia, and  atmospheric  changes  were  consid- 
ered to  be  the  main  factors.  The  mechanism 
was  thought  to  be  identical  with  the  more 
commonly  recognized  forms  of  angioneurotic 
edema.  Allergic  reactions  were  common. 

In  1939  Kahlmeter^  reported  a syndrome 
which  he  designated,  “Rheumatism  of  a truly 
allergic  nature.”  Fifty-four  patients  were 
observed  during  a period  of  five  years;  42 
were  wmmen.  The  syndrome  was  character- 
ized by  very  transitory  edema  of  joints,  peri- 
articular tissues,  or  tendinous  sheaths,  ap- 
pearing at  various  intervals.  Local  redness 
was  usually  absent,  but  there  were  some- 
times erysipeloid  rashes.  Fever  was  pres- 
ent in  some  instances.  Only  one  or  two 
areas  were  usually  involved  at  one  time,  but 
the  involvement  was  noted  to  change  from  at- 
tack to  attack  or  during  a single  attack.  There 
was  a tendency  to  have  symptoms  of  allergic 
disease  either  before  or  during  episodes  of 
rheumatism.  In  19  cases  there  were  diges- 
tive problems,  particularly  nausea  and  some- 
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times  diarrhea,  on  days  before  the  onset 
of  an  attack.  Six  patients  regularly  had 
marked  lassitude  before  an  attack  and  most 
of  these  were  in  the  group  with  nausea. 
Three  in  the  series  had  stomach  ulcer. 
There  was  no  anemia  and  there  was  no  in- 
crease in  the  total  leukocyte  count,  but  a 
relative  lymphocytosis  was  found  in  some. 
Eosinophilia  was  not  observed.  The  ery- 
throcyte sedimentation  rate  was  normal  or 
there  was  a moderate  and  very  transitory 
rise  on  days  when  the  edema  appeared. 
Blood  uric  acid  levels  were  normal.  Skin 
tests  revealed  hypersensitiveness  to  tuber- 
culin. 

Hench  and  Rosenberg^-io  described  a syn- 
drome and  reported  34  cases  which  had  been 
observed  at  the  Mayo  Clinic  between  1928 
and  1940.  They  named  the  syndrome  “palin- 
dromic rheumatism”  because  of  its  tendency 
to  recur.  It  was  their  belief  that  a name 
implying  a known  etiology  would  be  improp- 
er since  no  cause  had  been  established.  “Ar- 
throsis” was  not  considered  to  be  satisfac- 
tory, because  a true  inflammatory  exudate 
had  been  found  in  the  diseased  joints.  Be- 
cause of  the  peri-arthritis,  para-arthritis, 
arthritis,  and  occasional  subcutaneous  nod- 
ules, “rheumatism”  seemed  to  be  the  best 
term. 

Since  the  original  reports  of  Hench  and 
Rosenberg,  there  have  been  at  least  79  cases 
reported  in  the  literature  as  being  repre- 
sentative of  palindromic  rheumatism.  How- 
ever, not  all  of  these  have  been  unquestion- 
able examples  of  the  disease  as  it  was  orig- 
inally described. 

L.  E.  Ward  and  Okihiro”  described  the 
course  of  175  patients  diagnosed  initially  as 
having  palindromic  rheumatism.  Fifty- 
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seven  of  these  developed  rheumatoid  ar- 
thritis, four  gout,  four  systemic  lupus,  and 
one  lymphoma.  One  hundred  and  nine  con- 
tinued to  have  repeated  bouts  of  arthritis 
with  complete  remission  between  attacks  and 
no  articular  deformity  for  a mean  of  17.5 
years.  It  was  said  that  only  the  benign 
course  could  distinguish  this  from  early 
episodic  rheumatoid  arthritis. 

The  relationship  of  palindromic  rheuma- 
tism, if  any,  to  Solis-Cohen’s  angioneural 
arthrosis,  Kahlmeter’s  allergic  rheumatism, 
intermittent  hydrarthrosis,  and  rheuma- 
toid arthritis  has  not  been  definitely  deter- 
mined. 

Etiology 

An  allergic  basis  has  not  been  estab- 
lished.!®  The  number  of  patients  having  a 
history  of  allergic  reactions  has  not  been 
unusual.  Foods  have  been  suspected  in  some 
instances.®’  Inhalants  have  also  been  sus- 
pected.^® In  one  instance,  onset  dated  from 
contact  with  poison  ivy.^®  Relationships  to 
seasons  and  the  weather  have  not  been  es- 
tablished.Trauma  may  be  a fac- 
tor.i®- Infections  have  not  often  been 
present  but  prostatic  massage^®  and  upper 
respiratory  infections^®  have  been  reported. 
One  patient  had  tuberculosis.®® 

Scheinberg®®  reported  a case  associated 
with  a “unique  heart  tetralogy”  but  he  did 
not  imply  any  special  relationship  to  the 
palindromic  rheumatism. 

Attacks  have  been  related  to  the  menses^® 
and  to  the  premenstrual  time.®^ 

Overwork,  physical  fatigue,  and  mental 
fatigue  have  all  been  suggested  as  impor- 
tant.i®’  Paul  and  Carr®®  had  a patient  who 
thought  that  hard  labor  was  a factor  in  the 
precipitation  of  his  attacks  before  he  entered 
the  hospital,  but  during  hospitalization,  he 
had  less  joint  difficulty  while  doing  hard 
manual  labor  than  when  he  was  simply  up 
and  about  the  ward.  Cain’s  patient  knew  of 
no  definite  precipitating  events  but  he  was 
quite  nervous  and  irritable,  and  had  a moder- 
ate tendency  to  worry  and  had  mild  insom- 
nia.®® Anger  and  stress  have  been  followed 
by  an  attack.^®  Worry  and  emotional  tension 
were  apparently  important  in  the  case  re- 
corded by  Ferry.®^  The  patient  was  meticu- 


lous and  overly  conscientious  and  had  a his- 
tory of  functional  bowel  distress  of  several 
years  duration.  Other  reported  instances 
have  involved  war  strain  and  stress,®"^  emo- 
tional instability^®,  emotional  and  physical 
strain®®,  and  anxiety  and  fear.®®  The  psy- 
chogenic factors  were  alluded  to  in  1942  by 
Mazer,®!  and  Cecil®®  told  of  a patient  who 
was  very  sensitive  to  emotional  upset  in 
whom  the  only  attack  during  gold  therapy 
occurred  when  the  mother-in-law  came  to 
visit. 

Ameen®!  presented  a psychosomatic  study 
of  a 39-year-old  man  with  palindromic  rheu- 
matism. Fear  and  apprehension  were  im- 
portant points.  He  had  a more  severe  type 
of  psychological  disorganization  than  do  most 
patients  with  rheumatoid  arthritis.  In  fact, 
he  had  psychotic  reactions. 

Familial  and  hereditary  factors  are  not 
known  to  be  involved  in  the  etiology.® 

Clinical  Features 

The  disease  is  mainly  one  of  adults  with 
onset  at  various  ages,  but  especially  between 
the  ages  of  20  and  40  years.!®  However, 
Salomon®®  reported  the  disease  in  four  chil- 
dren of  ages  four,  six,  nine,  and  ten  years. 

In  the  first  series  of  patients  there  were 
15  males  and  19  females.!® 

The  major  features  which  Hench  and 
Rosenberg!®  go  well  described  are: 

1.  Multiple  afebrile  attacks  of  arthritis 
and  peri-arthritis  occur,  which  appear 
suddenly  and  develop  quickly. 

2.  The  frequency  varies  a great  deal  and 
the  intervals  between  attacks  vary 
from  one  day  to  six  months. 

3.  There  is  no  regularity  and  patients 
cannot  predict  when  the  next  attack 
will  occur. 

4.  It  is  unusual  for  an  attack  to  last  more 
than  one  week. 

5.  In  most  instances  the  duration  is  from 
one  to  three  days. 

6.  Almost  any  joint  is  likely  to  be  in- 
volved. The  finger  joints  tend  to  be 
most  often  involved. 

7.  The  proximal  intei’phalangeal  joints 
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are  most  often,  the  metacarpal-phal- 
angeal joints  are  less  often,  and  the 
terminal  phalangeal  joints  are  only  oc- 
casionally involved.  The  wrists,  shoul- 
ders, knees,  toes,  and  elbows  are  the 
next  most  frequent,  in  that  order. 

8.  The  pain,  swelling,  and  redness  usually 
involve  one  joint,  but  sometimes 
more. 

9.  Swelling  about  the  finger  joints  par- 
ticularly tends  to  make  the  skin  shiny, 
tense,  and  waxy. 

10.  Para-arthritis  sometimes  appears  and 
is  often  close  to  the  joints  and  during 
articular  attacks.  However,  the  para- 
arthritis  may  come  without  simul- 
taneous joint  involvement  or  it  may 
be  remote  from  the  site  of  joint  in- 
volvement. This  tends  to  appear  sud- 
denly and  is  recurrent,  but  it  is  much 
less  frequent  than  are  the  articular 
attacks.  The  swellings  are  from  two 
cm  to  considerably  larger  and  are  of 
varying  degrees  of  redness.  Usually 
one  site  is  involved  in  an  attack  but 
occasionally  two  or  three  sites  may  be 
involved.  The  duration  is  usually  six 
to  twenty-four  hours  followed  by  com- 
plete disappearance  of  the  lesions.  The 
lesions  tend  to  be  more  painful  than 
hives.  Hench  and  Rosenberg  did  not 
consider  these  to  be  angioneurotic  in 
type,  though  they  do  resemble  angio- 
neurotic lesions  to  some  degree. 

11.  Intracutaneous  or  subcutaneous  nod- 
ules occasionally  appear.  The  fingers 
and  hands  are  the  usual  sites.  These 
nodules  are  usually  associated  with 
joint  attacks,  but  they  do  occasionally 
appear  independently.  The  nodules 
are  about  three  to  eight  mm  in  di- 
ameter and  elevated  one  to  two  mm.® 
They  are  generally  few  in  number  and 
are  usually  transient.  However,  they 
sometimes  persist  for  weeks  or 
months. 

12.  Attacks  tend  to  come  in  the  late  after- 
noon or  evening.!®- In  one  patient 
the  attacks  always  started  at  night.^® 
The  episodes  are  accompanied  by  little 
or  no  constitutional  reaction.  How- 


ever, disability  during  the  attack  may 

be  considerable. 

The  diagnosis  of  palindromic  rheuma- 
tism as  it  was  originally  described  is  rather 
difficult  and,  as  evidenced  by  long-term 
studies,  other  diseases  may  present  with 
symptoms  highly  suggestive  of  palindromic 
rheumatism.  Strictly  speaking,  the  diag- 
nosis should  be  made  only  if  the  criteria  of 
Hench  and  Rosenberg!®  are  met. 

Laboratory  and  X-ray  Findings 

The  hemoglobin  and  erythrocyte  count 
were  normal  in  29  of  the  original  34  patients 
reported.!®  Only  two  of  the  patients  in  that 
series  had  significant  anemia.  The  erythro- 
cyte sedimentation  rate  tends  to  be  slightly 
increased  during  attacks  and  normal  between 
attacks.!®-  !■!- !®-  22. 33  total  leukocyte  count 
is  generally  normal  during  and  between  at- 
tacks, but  it  may  occasionally  be  slightly 
or  moderately  increased  either  during  or  be- 
tween attacks.!®-  The  differential  leuko- 
cyte count  is  ordinarily  normal. 

Blood  uric  acid  determinations  usually 
have  been  normal.!®- !®- !®-  22  Hench  and  Ros- 
enberg!® determined  the  total  plasma  lipids 
in  ten  cases,  and  the  value  was  normal  (500- 
550  mg  per  100  ml)  in  none  of  these.  In 
eight  of  nine  cases  with  an  elevation  (558- 
885  mg  per  100  ml),  the  test  was  taken  be- 
tween attacks.  The  value  was  low  (455  mg 
per  100  ml)  in  one  case,  the  test  being  made 
during  an  attack.  The  plasma  fatty  acids 
were  normal  (335-350  mg  per  100  ml)  in  one 
case,  slightly  decreased  (280  and  312  mg 
per  100  ml)  in  two  cases,  and  increased  in 
seven  cases.!®  Serum  cholesterol  determina- 
tions were  normal  (160-200  mg  per  100  ml) 
in  two  cases  and  increased  in  nine  cases 
(225-315  mg  per  100  ml).!®  ^ slight  increase 
in  cholesterol  has  been  reported  in  six  other 
patients.!^-  22  The  patient  of  Hopkins  and 
Richmond!®  tended  to  have  a low  cholesterol 
level  (169  mg  per  100  ml)  and  Cain2®  ^.g. 
ported  a low  cholesterol  level  in  his  patient 
(115.2  mg  per  100  ml).  Paul  and  Logan!® 
reported  a blood  fat  level  of  340  mg  per  100 
ml  in  their  patient. 

Wirtschafter  et  al®!  presented  a 32  year 
old  patient  with  palindromic  rheumatism ; 
the  synovial  fluid  contained  4,250  white 
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blood  cells  per  cubic  mm.  Seventy-eight  per 
cent  of  these  were  polymorphonuclear  leuko- 
cytes, and  twenty-two  percent  were  lympho- 
cytes. No  eosinophiles  were  seen.  The 
sugar  was  36  mg  per  100  milliliters.  Cul- 
tures showed  no  growth.  The  electrophor- 
etic pattern  revealed  an  increase  in  total  pro- 
tein. The  greatest  increase  was  in  albumin, 
and  the  least  increase  was  in  beta  globulins. 
The  Alpha  2 component  became  greater. 
Alpha  1 globulin  and  gamma  globulin  were 
relatively  unchanged.  The  fluid  had  be- 
come more  like  serum  in  its  total  protein 
content,  but  it  did  not  have  the  character- 
istics of  diluted  serum.  The  relative  con- 
centration of  albumin  was  higher  and  that  of 
alpha  2 globulin  and  gamma  globulin  was 
lower.  Alpha  1 and  beta  globulin  were  insig- 
nificantly different.  They  suggested  that 
the  protein  distribution  is  more  affected  by 
the  duration  of  the  disease  than  by  the  se- 
verity or  cause  of  the  arthrosis,  and  that  the 
total  protein  elevation  does  not  appear  to  be 
specific  for  palindromic  rheumatism  or  any 
other  joint  disease.  Since  the  diseased  fluid 
did  not  appear  to  be  altered  serum,  it  was 
thought  to  be  elaborated  by  the  active  func- 
tion of  synovial  tissue. 

There  are  no  characteristic  X-ray  changes 
of  the  joints  between  attacks  even  after 
many  attacks  over  a period  of  many  years. 

Pathologic  Changes 

Hench  and  Rosenberg^®  had  material  from 
two  joints  during  attacks,  from  one  tendon 
during  para-arthritis,  and  from  one  knee 
and  one  nodule  between  attacks.  They  de- 
scribed the  process  so  far  as  it  could  be  de- 
termined from  this  limited  amount  of  ma- 
terial. During  the  acute  episodes,  there  is 
rapid  onset  of  acute  inflammation  with  peri- 
articular edema  and  gross  thickening  of  the 
joint  capsule.  Eosinophiles  do  not  appear 
in  significant  numbers  in  the  synovial  mem- 
brane, but  polymorphonuclear  leukocytes  are 
present  in  large  numbers.  The  joint  may 
contain  a fibropurulent  exudate.  When  the 
attack  subsides,  the  exudate  is  absorbed 
from  the  synovial  cavity  and  the  inflamma- 
tory cells  clear  from  the  synovial  membrane. 

Following  this,  there  is  a brief  period  of 
active  proliferation  of  fibroblasts  in  the 


capsule  and  synovial  membrane.  Eventual- 
ly the  joint  appearance  returns  to  normal. 
During  intervals  between  attacks  there  are 
no  gross  or  microscopic  evidences  of  inflam- 
mation. 

When  the  tendon  sheaths  are  involved,  the 
walls  of  these  structures  show  non-specific 
inflammatory  processes  and  excess  fluid 
appears  in  the  tendovaginal  space.  The  ten- 
don sheaths  return  to  normal  after  the  at- 
tack subsides. 

Subcutaneous  nodules  have  the  microscopic 
appearance  of  low  grade  non-specific  inflam- 
mation. 

Cultures  of  fluid  and  tissues  from  affected 
joints  are  sterile. 

Lewitus-^^  made  biopsies  in  three  cases  and 
these  findings  are  in  agreement  with  those 
of  Hench  and  Rosenberg  as  described  above. 

Relationship  to  Other  Joint  Diseases 

There  is  much  in  the  literature  regarding 
the  relationship  of  palindromic  rheumatism 
to  rheumatoid  arthritis  and  other  diseases  of 
joints.®- 3“- 32. 35-42  Some  authors  have 
expressed  the  belief  that  it  is  a type  of 
rheumatoid  arthritis,  or  that  it  is  a stage 
of  rheumatoid  arthritis.  Others  have 
stressed  its  similarity  to  Solis-Cohen’s  Dis- 
ease and  Kahlmeter’s  Disease.  Still  others 
have  advanced  the  idea  that  it  is  an  entirely 
separate  entity.  In  general,  it  has  been  the 
consensus  that,  regardless  of  these  possible 
relationships,  it  is  important  to  retain  the 
term  “palindromic  rheumatism”  for  this  par- 
ticular syndrome.  In  the  Twelfth  Rheuma- 
tism Review^3, 44  majority  of  the  com- 

mittee favored  the  view  that  palindromic 
rheumatism  usually  represents  an  atypical  or 
prodroiTial  manifestation  of  rheumatoid  ar- 
thritis. They  did,  however,  point  out  the 
need  for  additional  long-term  studies. 

Subsequent  rheumatism  reviews  have 
shown  a decline  in  designation  of  palindrom- 
ic rheumatism  as  a distinct  entity.  In  the 
13th  review^®  it  is  listed  on  page  four  as  a 
special  form  of  arthritis,  and  not  as  an 
atypical  form  of  rheumatoid  arthritis.  On 
page  87  of  the  14th  review,^®  the  editors 
stated  that  true  palindromic  rheumatism  is 
very  rare,  and  that  most  cases  represent 
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the  episodic  phase  of  rheumatoid  arthritis 
or  rarely  systemic  lupus  erythematosus.  In 
the  15th  review^'^  and  in  the  16th  review,^* 
palindromic  rheumatism  is  not  discussed. 

The  Primer  on  the  Rheumatic  Diseases  in 
1964^®-52  gives  no  status  to  palindromic 
rheumatism  as  a separate  disease  entity. 

Robinson®*  has  stated  that  “even  if  rigid 
criteria  are  adhered  to,  it  appears  that  palin- 
dromic rheumatism  cannot  be  distinguished 
from  episodic  rheumatoid  arthritis  or  sys- 
temic lupus  erythematosus  early  in  the  dis- 
ease.” 

Ansell  and  Bywaters®^  considered  that 
palindromic  rheumatism  is  merely  a variant 
and  mode  of  presentation  of  rheumatoid 
arthritis. 

It  is  of  interest  that  Sherwood  in  1940 
suggested,  in  the  discussion  of  a paper  by 
Hench,®  that  this  syndrome  could  be  an 
abortive  form  of  rheumatoid  arthritis  and 
that  abnormal  liver  metabolism  could  be  a 
reason  for  nonprogression  of  the  disease. 

Weber**  suggested  using  the  term  “palin- 
dromic rheumatism”  in  a broader  sense  to 
include  attacks  of  intermittent  hydrarthro- 
sis as  w'ell  as  some  of  Solis-Cohen’s  and 
Kahlmeter’s  cases.  Wassmann®®  and  Lew- 
itusi-*-  **  agreed  with  Weber  that  it  seems 
reasonable  to  include  intermittent  hydrar- 
throsis, Solis-Cohen’s  Disease,  and  Kahl- 
meter’s Disease  under  the  term  “palindromic 
rheumatism.” 

Bywaters®®  described  a variant  of  rheu- 
matoid arthritis  which  he  considered  to  be  a 
palindromic  variant  of  rheumatoid  arthritis 
closely  resembling  palindromic  rheumatism. 
In  his  cases,  there  were  transient  digital 
pad  nodules,  transient  palmar  contractures, 
and  transient  para-articular  swellings.  Bi- 
opsy of  the  nodules  showed  them  to  be  of 
the  rheumatoid  type.  X-ray  changes  in 
juxta-articular  bone  w’ere  seen. 

Reimann®'  suggested  that  certain  instances 
of  Kahlmeter’s  Disease,  Solis-Cohen’s  Dis- 
ease, and  palindromic  rheumatism  represent 
periodic  arthralgia,  a variety  of  periodic 
disease. 

Hench®*  indicated  points  to  be  noted  in 
the  differentiation  between  palindromic 


rheumatism  and  episodic  rheumatoid  arthri-  I 
tis,  and  he  agreed  that  the  distinction  is  not  .1 
always  easy.  Episodic  rheumatoid  arthritis  1 
tends  to  recur  in  favorite  joints,  para-arthri-  I 
tis  in  less  frequent,  the  finger  pads  are  not  I 
involved,  duration  of  attacks  is  longer,  inter-  1 
vals  between  attacks  tend  to  be  shorter,  I 
there  are  often  symptoms  between  attacks, 
the  erythrocyte  sedimentation  rate  is  in-  ^ 
creased,  X rays  may  show  joint  changes,  j 
and  articular  biopsy  shows  the  changes  of  ) 
rheumatoid  arthritis. 

Reasons  have  been  given^®  for  differen- 
tiating palindromic  rheumatism  from  inter- 
mittent hydrarthrosis,  peri-articular  fibro- 
sitis,  gout,  and  rheumatic  fever. 

Prognosis 

The  patients  were  thought  more  likely  to  I 
get  better  than  worse,  and  no  permanent 
joint  changes  or  disability  were  thought  to 
occur  in  the  syndrome  as  it  was  originally 
described.^®  The  outcome  in  many  cases  has 
never  been  reported. 

The  results  of  the  follow-up  studies  of 
L.  E.  Ward  and  Okihiro”  are  given  above. 

Treatment 

Autogenous  vaccines,  bee  venom,  ephe- 
drine,  epinephrine,  amphetamine,  ergotamine 
tartrate,  low  purine  diets,  elimination  diets, 
sulfanilamide,  histaminase,  and  the  removal 
of  infected  foci  have  all  been  relatively  un- 
successful therapeutic  measures. ^®  One  pa- 
tient felt  better  after  fever  therapy,  one 
thought  dicalcium  wafers  helped,  one  thought 
calcium  gluconate  gave  some  relief,  and  two 
adjusted  their  emotional  status  with  good 
results.^® 

One  case  has  been  reported  in  which  cin- 
chophen  was  the  most  effective  symptomatic 
treatment.*^  Another  seemed  to  improve 
with  a form  of  cinchophen  therapy.^*  Since 
the  disease  was  first  reported,  X ray,*'* 
chloramphenicol,*^  ephedrine,**  histamine,** 
sulfathiazole,®®  tripelennamine,*®- ®®  and  di- 
phenhydramine** have  been  tried  with  lack 
of  success.  Gryboski**  used  histamine  acid 
phosphate  by  slow  intravenous  drip  for  four 
days  and  got  relief  of  joint  pain  and  nodules. 
Histamine  desensitization  gave  no  results  in 
three  cases,  and  equivocal  results  in  four 
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cases.i®  In  some  instances  diphenhydramine 
has  given  equivocal  results.®*  Allergy  de- 
sensitization was  of  questionable  value  in  one 
case.®®  Markson*®  reported  one  case  which 
improved  following  homologous  vaccine  of 
hemolytic  streptococcus,  and  Stengel*®  re- 
ported favorable  results  from  antihista- 
mines and  a course  of  multiple  combined 
streptococcus  vaccine.  Temporary  relief  in 
one  patient  was  questionably  related  to  triple 
typhoid  vaccine.  1® 

Symptomatic  therapy  using  heat  and 
aspirin  has  given  relief  in  some  in- 
stances.i®-  2®-  ®®>  ®i  However,  aspirin  has 

also  failed  in  some  instances. Rest  was 
helpful  in  Perl’s  patient. 

Seven  patients  have  responded  to  gold 
therapy.**’  *®>  **•  ®^  Stengel*®  cited  five  cases 
which  did  not  respond  to  chrysotherapy.  In 
1959,  the  Committee  of  the  American  Rheu- 
matism Association®*’  ®*  stated  that  “the 
palindromic  variant  of  rheumatoid  arthritis 
appears  particularly  susceptible  to  the  bene- 
ficial effect  of  chrysotherapy.” 

Three  of  four  patients  have  responded  to 
ACTH.**’®^  The  validity  of  the  results  of 
such  therapy  is  questionable  because  of  the 
short  duration  of  the  episodes  even  without 
treatment.®^  Cortisone  has  been  used  in  one 
reported  instance  and  there  was  no  im- 
provement.*^ Leui'^  tried  intra-articular  hy- 
drocortisone, but  its  value  is  uncertain. 

Summary  and  Conclusions 

1.  The  literature  pertaining  to  palin- 
dromic rheumatism  has  been  reviewed. 

2.  Although  the  proper  place  of  this  syn- 
drome among  the  diseases  of  joints 
and  connective  tissues  is  not  yet  clear, 
the  predominance  of  opinion  at  the 
present  time  is  that  it  usually  repre- 
sents a form  of  atypical  or  early  rheu- 
matoid arthritis. 

3.  In  the  syndrome  as  it  was  first  de- 
scribed, the  patients  were  said  to  be 
more  likely  to  get  better  than  worse, 
and  no  permanent  joint  changes  or 
disability  were  thought  to  occur. 

4.  An  awareness  of  the  existence  of  this 
syndrome  by  more  physicians  and 


further  careful  study  of  available  pa- 
tients are  necessary  if  the  true  nature 
of  this  very  interesting  syndrome  is 
to  be  definitely  determined. 
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The  Public  Health  Nurse  as  a Resource 

For  Physicians 


The  value  of  nursing  care  to 
medical  management  in  the 
hospital  is  unquestioned.  How- 
ever, the  role  of  a public  health  nurse  is 
less  well  known.  While  the  practice  of  public 
health  nursing  is  not  new,  the  emphasis  on 
experience  and  academic  preparation  in  this 
specialty  has  resulted  in  a better  prepared 
practitioner.  With  the  ever-increasing  de- 
mands on  physicians,  the  public  health  nurse 
represents  a resource  for  physicians  that 
has  not  been  used  to  its  fullest  potential. 

Public  health  nursing  is  the  extension  of 
nursing  services  into  the  community.  Like 
other  public  services,  it  develops  out  of  the 
socio-economic  and  cultural  patterns  of  the 
area  in  which  it  is  to  function.  In  addition, 
its  direction  depends  upon  scientific  advance- 
ment in  the  medical,  nursing,  and  public 
health  fields.  Since  public  health  nursing 
is  affected  by  socio-economic-cultural-scien- 
tific factors,  it  is  not  surprising  that  it 
should  be  an  interdisciplinary  effort  between 
people  possessing  varied  professional  skills. 

As  the  physician  and  nurse  have  tradi- 
tionally been  dependent  upon  each  other  for 
patient  care,  it  is  essential  that  this  relation- 
ship be  carried  from  hospital  and  clinics  to 
the  community.  The  nurse  in  the  home 
works  under  directions  from  the  physician, 
as  she  does  in  the  hospital.  However,  her 
responsibilities  extend  beyond  that  of  direct 
patient  care  into  family  counseling,  case- 
finding, case-holding,  and  health  teaching. 

The  statement  developed  by  the  public 
health  nursing  section  of  the  American 
Nurses’  Association  best  describes  the  func- 
tion of  this  nursing  group.  “Public  health 
nurses,  including  school  nurses  and  those 
in  other  specialties  in  public  health  nursing, 
work  as  members  of  a health  team  to  further 
community  health.  They  provide  nursing 
care  and  treatment,  health  counseling,  and 
organize  family  and  community  groups  for 
health  purposes.  Their  activities  include 
work  in  the  home,  clinic,  office,  school,  or 
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health  center.  In  all  phases  of  the  work 
emphasis  is  placed  on  the  prevention  of  dis- 
ease, promotion  of  health  and  rehabilitative 
measures.”^ 

There  are  about  621,000  active  registered 
nurses  in  the  United  States.  Of  these,  6 to 
8%  are  in  public  health  work.  This  includes 
those  employed  by  schools,  universities;  and 
in  national,  state,  and  local  agencies.  In- 
dustrial nurses  are  excluded,  even  though 
much  of  their  work  involves  prevention  of 
disease,  counseling,  and  rehabilitation.  Also 
excluded  are  clinic  nurses  employed  by  hos- 
pitals or  outpatient  departments.  About 
32%  of  all  public  health  nurses  are  school 
nurses,  and  55%  are  employed  by  the  local 
public,  private  or  combination  agencies.^ 

By  way  of  review,  an  official  or  public 
agency  is  one  which  is  supported  by  tax 
funds  and  is  administered  by  a government 
agency.  The  voluntary  or  nonofficial  agency 
is  supported  by  contributions,  is  usually 
governed  by  a board  of  directors,  and  is 
subject  to  certain  state  regulations.  Some- 
times the  two  types  of  public  health  agencies 
combine  for  economic  reasons  or  to  give 
improved  service.  Such  a combination  public 
health  nursing  service  is  jointly  administered 
by  the  governmental  and  voluntary  agencies 
with  one  staff  of  public  health  nurses.  Thus, 
support  is  from  the  tax  dollar  as  well  as 
from  Community  Chest  or  other  voluntary 
fund-raising  organization. 

Physicians  who  anticipate  using  this  re- 
source usually  want  to  know  the  academic 
preparation  of  the  public  health  nurse.  The 
criterion  used  by  the  U.S.  Department  of 
Health  Education  and  Welfare  is,  in  addi- 
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tion  to  graduate  nurse  education,  completion 
of  30  semester  hours  in  an  approved  public 
health  nursing  program.  Only  43.3%  of 
the  total  nurses  doing  public  health  work 
have  this  minimum  special  preparation. 
However,  the  percentage  is  increasing  rapid- 
ly as  agencies  employ  only  nurses  who  have 
had  public  health  nursing  preparation.  As 
one  would  expect  from  previously  mentioned 
functions  of  the  public  health  nurse,  this 
specialty  training  includes  the  content  of 
public  health  administration,  epidemiology, 
bio-statistics,  communicable  diseases,  soci- 
ology, psychology,  community  organization, 
and  methods  in  health  education.  These 
principles  are  in  addition  to  and  expansion 
of  the  primary  function  of  nursing  in  any 
field:  the  care  of  the  sick. 

Tji^es  of  seiwices  vary  with  the  locality, 
but  certain  trends  can  be  seen.  Originally 
bedside  nursing  care  and  communicable  dis- 
ease control  were  the  primary  reasons  for 
public  health  nurse  visits.  At  the  present 
time  the  largest  single  area  of  service  is  in 
the  field  of  maternal  and  child  health,  with 
visits  being  made  to  prenatal  and  postnatal 
patients,  infants,  preschool,  and  well  children. 
This  trend  is  changing  to  include  case  loads 
with  more  chronic  diseases  and  geriatric 
patients,  together  with  more  emphasis  in  all 
areas  on  health  education  and  interpretation 
of  medical  problems. 

To  be  more  specific,  what  might  the  public 
health  nurse  do  in  a matemal  and  child 
health  visit?  Suppose  that  a referral  was 
sent  to  the  Visiting  Nurse  Association  for 
routine  prenatal  instruction.  Depending  on 
the  stage  of  gestation  and  what  seemed  to 
be  a problem  area,  the  nurse  may  focus  on 
diet,  exercise,  importance  of  regular  appoint- 
ments, fetal  development,  labor  and  delivery, 
or  baby’s  laj^ette.  It  is  essential  that  she 
be  alert  for  abnormal  signs  and  symptoms 
related  to  pregnancy,  as  well  as  aberrant 
emotional  factors  that  might  be  present. 
The  teaching  would  be  focused  in  a particular 
direction  if  a complicating  factor  were  al- 
ready known,  such  as,  toxemia,  obesity,  dia- 
betes, and  so  on. 

The  public  health  nurse  most  often  is  a 
generalist;  instead  of  specializing  in  one 
field  such  as  tuberculosis  or  maternal  and 


child  care,  she  should  be  well  versed  in  all 
areas.  For  consultation,  specialists  in  dif- 
ferent fields  are  available.  For  instance, 
if  a problem  in  mental  health  became  evident 
in  a visit,  and  it  required  action  or  knowledge 
beyond  which  that  particular  field  nurse 
could  manage,  a mental  health  nurse  consul- 
tant might  be  asked  to  review  the  situation 
and  discuss  with  the  nurse  new  avenues 
of  approach  or  referral  to  a helping  source. 

Other  types  of  calls  that  might  fill  the 
day  of  a public  health  nurse  follow : a tuber- 
culosis patient  is  delinquent  at  clinic  and  is 
in  the  moderately  advanced  stage  of  the 
disease;  a mother  who  attends  well  baby 
clinic  has  requested  that  the  nurse  see  her 
child  who  appears  to  have  measles ; the 
family  of  an  apoplectic  patient  needs  help  in 
learning  how  to  care  for  grandmother; 
teaching  about  preparation  of  a diabetic 
diet  is  needed  by  the  mother  whose  child  has 
recently  been  found  to  have  diabetes ; a home 
evaluation  has  been  requested  from  the  dis- 
pensary where  neglect  is  suspected  in  a child 
with  malnutrition ; a well  baby  clinic  which 
functions  under  the  administrative  direction 
of  the  public  health  nurse  completes  a typical 
day. 

Who  is  eligible  for  public  health  nursing 
serrices?  Anyone  in  the  community  is  el- 
igible for  nursing  care  through  a voluntary 
or  combination  public  health  nursing  agency. 
The  service  is  not  free  for  people  who  are 
able  to  pay.  It  is  true  that  at  the  present 
time  a greater  share  of  public  health  nursing 
is  done  with  people  in  the  lower  income 
group,  and  there  are  some  who  believe  that 
more  effort  should  be  placed  in  a group  where 
the  possibility  of  greater  dividends  could  be 
seen. 

Services  by  public  health  nurses  have  been 
extending  into  high  income  groups  more  and 
more  as  the  private  physician  sees  this 
resource  as  one  that  augments  the  quality 
of  care  he  gives  his  patients.  There  are 
several  reasons  for  this  trend.  One  is  that 
many  people  can  be  discharged  from  the 
hospital  earlier  if  some  nursing  supervision 
can  be  provided  in  the  home.  This  early 
hospital  discharge  is  of  considerable  impor- 
tance in  decreasing  hospital  costs,  the  most 
expensive  item  in  total  medical  care  costs. 
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other  reasons  relate  to  the  physician’s  over- 
crowded office  schedule.  There  may  be  lack 
of  time  for  the  physician  to  do  teaching  that 
is  necessary  for  a newly  diagnosed  rheumatic 
heart  patient.  This  teaching  might  involve 
instruction  about  diet,  the  need  for  taking 
medication  regularly,  the  amount  of  activity, 
or  the  effect  of  illness  on  other  family  mem- 
bers. Teaching  often  needs  repetition  and 
followup  before  a patient  fully  comprehends 
the  adjustments  he  must  make.  Also,  educa- 
tion of  family  members  often  is  of  critical 
importance.  Much  of  this  teaching  and 
followup  can  be  done  by  the  public  health 
nurse  in  the  home. 

While  this  discussion  has  centered  primar- 
ily on  the  extension  of  hospital  nursing 
services  into  the  community,  the  case  finding 
by  public  health  nurses  results  in  many  re- 
ferrals to  the  physician.  For  instance,  the 
Omaha  Visiting  Nurse  Association  made 
1,922  referrals  this  year  to  physicians  from 
schools  served  by  that  organization.  The 
school  program  is  just  one  phase  of  their 
total  program  so  that  many  more  physician 
referrals  came  from  clinics,  home  visits,  and 
nursing  home  visits. 

In  a study  of  184  referrals  in  a General 
Medical  Clinic  at  the  New  York  Hospital,  it 
was  found  that  reports  to  the  hospital  from 
public  health  nurses  provided  406  new  items 
of  “significant  information”  which  were  not 
found  in  the  hospital  records.  These  items 
were  concerned  with:  patients’  physical  con- 
dition, mental  or  emotional  condition,  medi- 
cation errors,  social  problems,  impact  of 
patients’  illness  on  another  family  member, 
and  other  problems  related  to  the  patients’ 
medical  progress.® 

A public  health  nurse  in  a private  physi- 
cian’s office  in  Honolulu  has  written  to  say 
how  she  assists  the  physician  in  meeting 
the  health  education  needs  of  prospective 
parents.  The  physician  and  nurse  together 
plan  the  instructional  material  to  assure 
coordination  between  the  medical  and  nursing 
instruction.  The  physician  is  saved  a great 
deal  of  time  since  he  knows  the  material 
being  taught  by  the  office  nurse. ^ 

It  has  been  sugested  that  one  public  health 
nurse  to  every  5000  people  be  used  as  a guide 


in  developing  community  nursing  services. 
There  are  current  studies  assessing  family 
needs  that  might  give  a different  and  more 
reliable  ratio,  but  until  they  are  completed, 
the  1:5000  figure  will  continue  to  be  used. 
Many  areas  have  no  public  health  nursing 
services,  but  the  need  is  rapidly  being  realiz- 
ed. More  often  than  not,  it  is  the  citizens 
who  initiate  such  programs,  with  a physician 
acting  in  a consultant  capacity.  The  nursing 
division  of  the  state  health  department  offers 
assistance  in  setting  up  public  health  nursing 
services.  However,  two  points  should  be 
stressed  from  the  beginning.  First,  it  is  a 
mistake  to  employ  people  in  key  places  who 
do  not  have  public  health  training.  This 
means  that  a well  prepared  nurse,  with  public 
health  experience  and  the  minimum  academic 
preparation,  should  direct  the  nursing  activi- 
ties. The  cost  will  be  greater,  but  the  divi- 
dends in  the  type  of  program  developed  will 
be  well  worth  the  extra  money.  The  second 
principle  is  to  provide  a means  of  payment 
for  people  receiving  service.  Such  an  ar- 
rangement makes  all  kinds  of  nursing  ser- 
vices available  to  all  citizens.  A more  recent 
reason  for  a fee-for-service  provision  is  the 
need  for  the  agency  to  qualify  for  medicare 
reembursement.  Needless  to  say,  the  public 
will  soon  demand  more  home  nursing  services 
since  100  home  visits  are  allowed  each  year 
for  elderly  patients  under  medicare.  This 
is  of  great  concern  to  public  health  nurses 
because  in  the  attempt  to  satisfy  this  de- 
mand, nurses  with  no  public  health  prepara- 
tion may  be  called  upon  to  give  the  home 
nursing  care.  While  licensed  practical 
nurses  and  registered  nurses  are  equipped 
to  give  nursing  care  in  homes,  it  is  believed 
that  these  nurses  should  work  under  the 
supervision  and  direction  of  prepared  public 
health  nurses. 

As  modern  medicine  becomes  more  com- 
plex, the  physician  must  depend  more  and 
more  upon  people  in  other  health  disciplines 
to  give  the  best  medical  care  that  they  as 
physicians  have  to  offer  today.  The  prepared 
public  health  nurse  is  in  a unique  position 
to  assist  the  physician  in  such  a goal. 
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Results  of  Surgical  Treatment  in  Nodular 
Goiter  — P.  H.  Dickinson  (25  Montagu 
Ave,  Gosforth,  Newcastle,  England)  and 
I.  F.  McNeill.  Postgrad  Med  J 42:490-494 
(Aug)  1966. 

A follow-up  review,  5 to  11  years  after 
operation,  of  345  cases  of  nodular  goiter 
treated  by  a variety  of  operations  revealed 
a high  incidence  of  recurrent  nodularity. 
These  recurrences  were  considered  to  be  due 
mainly  to  growth  of  nodules  left  behind 
after  inadequate  operations,  also  to  hyper- 
plasia and  eventual  nodularity  of  the  gland 
remnants  under  thyroid  stimulating  hormone 
(TSH).  Multinodular  goiter  should  be 
treated  by  subtotal  thyroidectomy,  remov- 
ing all  nodular  tissue  apparent  to  the  naked 
eye,  also  removing  the  pyramidal  lobe  and 
superior  poles.  Following  operation  the  pa- 
tient should  receive  long  ter  m thyroxine 
treatment  to  prevent  hjqjerplastic  and  nodu- 
lar changes  in  the  remnants  under  TSH 
stimulation.  When  a diagnosis  of  single 
nodule  or  adenoma  can  be  made  with  cer- 
tainty, this  lesion  can  be  treated  by  simple 
excision,  but  when  there  is  doubt  about  the 
integrity  of  the  remainder  of  the  thyroid 
gland,  again  partial  thyroidectomy  is  re- 
quired. After  operation  for  the  true  single 
nodule  thyroid  medication  is  not  necessary 
as  the  thyroid  gland  is  functionally  normal, 
and  since  sufficient  amount  of  thyroid  tissue 
remains  postsurgically. 
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Case  Report:  Toxic  Effects  of  the 
Brown  Spicier  Bite 


The  ever  present  brown  spider 
seen  all  over  Nebraska  is  usual- 
ly looked  on  as  an  innocuous 
insect.  The  black  widow,  rarely  seen,  is 
feared  by  all.  Although  the  bite  of  the 
brown  spider  may  not  be  fatal,  its  toxic 
effects  were  noted  in  this  case  of  a 17-year- 
old  female  patient. 

This  girl  came  to  our  office  with  her 
mother  on  the  afternoon  of  5-3-66.  She  was 
quite  flushed,  nauseated,  and  fainted  each 
time  she  stood.  She  also  complained  of  a 
severe  headache.  She  gave  a history  of 
having  begun  to  feel  itchy  all  over  at  school 
that  same  morning.  Because  she  developed 
a rash,  her  teacher  sent  her  home.  After 
arriving  at  home  her  face  began  to  swell, 
and  she  noted  the  rash  spreading  over  her 
neck  and  trunk.  About  noon  she  began  to 
feel  very  weak  and  nauseated  and  was 
brought  to  us. 

On  examination  she  was  noted  to  have  a 
diffuse  bright  red  morbiliform  rash  on  her 
neck  and  trunk.  There  was  very  little  on 
the  arms  and  legs.  Her  face  was  swollen  and 
the  conjunctivae  were  injected.  She  had 
a very  tender  “bruise  mark”  on  her  left  sub- 
clavicular  area  near  the  shoulder.  Axillary 
nodes  were  palpable  only  in  the  left  axilla, 
and  were  quite  tender.  The  spleen  was  not 
palpable,  and  no  other  nodes  were  noted. 
She  gave  no  history  of  injury  and  at  the 
time  we  did  not  pursue  this  point.  She  had 
had  rubella  and  rubeola  as  a child.  She  had 
a mild  sore  throat  a week  before,  which  last- 
ed a day  or  two.  Her  temperature  was  100.8 
degrees  orally  and  her  white  blood  count  was 
11,000.  Her  urine  was  unremarkable. 

Because  of  her  apparent  toxic  condition  we 
chose  to  hospitalize  her  immediately.  After 
her  admission,  the  white  blood  count  was 
15,400,  the  differential  revealed  95  seg- 
mented forms,  3 bands,  2 lymphocytes.  Her 
sed-rate  was  20  and  her  hemoglobin  13 
grams  and  hematocrit-30. 

Nose  and  throat  cultures  were  taken  on 
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admission.  An  ASO  titer  was  done  and  was 
166  Todd  units  (0-50).  The  SCOT  was  18 
units  (18-40)  and  a monotest  was  negative. 
White  blood  count  on  5-4-66  was  8,400  with 
a differential  of  91  segmented  forms,  3 bands, 
4 lymphocytes  and  3 monocytes.  The  urine 
revealed  16  white  cells  per  high  power  field, 
centrifuged.  Because  of  the  fact  that  we 
felt  she  looked  slightly  icteric  we  did  an 
icto-test  (Ames)  on  the  urine  which  was 
negative. 

She  continued  to  complain  of  itching, 
headache,  nausea  and  blurring  of  vision  for 
two  days.  The  area  on  her  left  shoulder  be- 
came exquisitely  tender.  We  questioned 
her  further,  but  learned  nothing  of  the 
bruise  on  her  shoulder  until  her  younger 
sister  told  us  that  she  had  been  bitten  by 
a brown  spider  about  10  p.m.  on  the  night 
before  the  onset  of  her  illness. 

Her  rash  remained  bright  for  five  days 
after  entering  the  hospital,  and  then  began 
to  fade.  The  bruise  on  her  shoulder  began 
to  ulcerate  in  the  center  on  about  the  third 
day  of  hospitalization.  It  remained,  with 
a whitish  membrane  over  it,  the  rest  of  the 
hospitalization.  It  continued  to  be  very 
tender.  The  rash  did  not  completely  fade 
out  until  about  11  days  after  the  bite. 

In  terms  of  therapy,  we  gave  her  aspirin 
grains  ten  every  4 to  6 hours,  as  needed  for 
pain  and  fever.  This  dose  was  ineffective 
for  relieving  her  headache.  Levodromeran 
was  eventually  resorted  to  for  relief  of  her 
head  and  shoulder  pain.  Vistaril  25  mg 
q.i.d.  was  given  for  mild  sedation,  and  5 mg 
Compazine  rectal  suppositories  were  used 
as  needed  for  nausea.  Polycillin,  500  mg, 
every  6 hours  was  given  orally  on  an  em- 
pirical basis  after  the  initial  laboratory  work 
was  begun. 
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On  follow-up  examination  the  girl  seems 
to  have  no  residual  effects  other  than  a scar 
on  her  left  shoulder  at  the  site  of  the  bite. 


This  report  is  meant  to  point  out  the  toxic 
manifestations  of  one  of  our  more  “innocu- 
ous” insects,  the  brown  spider. 


Problem  of  Routine  Circumcision  — H. 

Patel  (4000  Yonge  St,  Apt  321,  Toronto). 

Canad  Med  Assoc  J 95:576-581  (Sept  10) 

1966. 

Between  1961  and  1962,  349  of  727  ba- 
bies were  routinely  circumcised;  100  of 
these  were  examined  and  the  parents  inter- 
viewed. Complications,  generally  m i n o r, 
were  common,  including  hemorrhage,  meatal 
ulcers,  infection,  phimosis,  and  meatal  ste- 
nosis. The  reasons  for  operation  included 
prophylaxis  against  psychologically  trau- 
matic later  operations  for  infection,  phimo- 
sis, and  cleanliness.  The  remaining  cases 
were  for  social  and  other  reasons  not  based 
on  medical  facts.  Attitudes  of  parents  and 
physicians  regarding  circumcision  varied 
from  firm  belief  to  a casual  approach.  Half 
of  the  babies  had  partial  circumcisions,  con- 
firming previous  suspicions  that  non-Jewish 
males  frequently  had  partial  operations. 
Partial  operations  would  probably  not  always 
guarantee  cleanliness  and  possibly  not  elim- 
inate the  risk  of  penile  carcinoma  in  all 
cases,  if  smegna  is  carcinogenic.  Routine 
circumcisions  would  spare  a few  children 
later  psychologically  traumatic  operations 
and  relieve  parents  of  anxiety  about  the  fu- 
ture of  the  uncircumcised  child.  This  should 
be  balanced  against  the  complications,  gen- 
erally minor,  but  occasionally  serious. 
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SPECIAL  DEPARTMENTS 


Our  Medical  Schools 

Dermatology  grant — ■ 

Creighton  University  Medical  School  in 
Omaha  has  received  a grant  of  $5,000  from 
the  Dermatology  Foundation  to  assist  in  the 
training  of  skin  disease  specialists. 

New  pediatric  pavilion  at  U.  of  N. — 

The  new  38-bed  pediatric  pavilion  at  the 
University  of  Nebraska  Hospital  is  nearing 
completion.  Remodeling  of  two  units  at  the 
hospital  will  be  finished  late  this  month. 
The  transformation  of  level  five  and  the 
south  half  of  level  six  into  a modern  pedi- 
atric unit  began  in  June.  A clean-up  crew 
will  follow  close  on  the  heels  of  the  remod- 
elers. Then  will  come  installation  of  equip- 
ment. The  pavilion  should  be  ready  to  ac- 
cept patients  early  in  March,  according  to 
Richard  Schripsema,  administrator  of  the 
Hospital  in  Omaha. 

Special  features  of  the  pavilion  are  an 
adolescent  unit  and  the  city’s  only  pediatric 
intensive  care  unit.  A separate  intensive 
care  unit  is  necessary  for  the  same  reasons 
that  a separate  pediatric  area  is  necessary 
in  a hospital,  stated  Dr.  Robert  Kugel,  chair- 
man of  the  University’s  department  of  pedi- 
atrics. The  nursing  and  medical  care  of  a 
child  requires  a totally  different  approach 
because  of  variations  of  sizes,  reactions  and 
emotions.  These  differences  dictate  distinct 
dosages  of  medicine  and  allotments  of  food, 
liquids  and  rest. 

The  most  modern  monitoring  equipment 
will  be  installed  in  the  intensive  care  unit. 
Heart  rate,  respiration,  temperature,  blood 
pressure,  and  electrocardiogram  can  be  de- 
termined at  either  the  bedside  or  the  nursing 
station. 

Cystic  fibrosis  grant — 

The  National  Cystic  Fibrosis  Research 
Foundation  has  renewed  its  support  for  the 
Cystic  Fibrosis  Care,  Research  and  Teaching 
Center  at  the  University  of  Nebraska  Medi- 
cal Center. 

The  $21,000  grant  covers  the  period  from 
March  1,  1967,  through  February  29,  1968. 


This  is  the  fifth  renewal  of  the  grant  from 
the  Foundation,  headquartered  in  New  York. 

The  grant  provides  salary  for  some  of  the 
center’s  key  personnel,  supplies  and  equip- 
ment used  at  the  center. 

Cystic  fibrosis  is  an  incurable  disease 
characterized  by  a mucus  that  forms  in  the 
throat  and  a defect  in  the  sweat  glands, 
causing  a secretion  of  too  much  salt. 

The  Omaha  center  is  one  of  the  38  in  the 
United  States.  It  serves  some  80  patients, 
most  of  whom  are  from  Nebraska. 

Research  being  conducted  at  the  Omaha 
center  includes  an  inventory  of  enzymes  in 
the  sweat  glands  and  development  of  simple 
screening  tests. 

The  teaching  program  at  the  Omaha  Cen- 
ter extends  to  students  at  the  College  of 
Medicine,  house  staff  and  fellows. 

Dr.  Gordon  Gibbs,  a research  professoi 
of  pediatrics  at  the  University  of  Nebraska 
Medical  Center,  is  the  director. 

U.S.P.H.S.  grants  to  Creighton — 

Research  grants  totaling  $49,999  have 
been  received  by  two  faculty  members  at  the 
Creighton  University  School  of  Medicine. 

Dr.  Joseph  Nagyvary,  Assistant  Profes- 
sor of  Biological  Chemistry,  has  been 
awarded  $28,653.  His  studies  will  relate  to 
viruses,  cancer  chemotherapy,  and  heredity 
factors. 

Dr.  Alfred  W.  Brody,  Professor  of  Medi- 
cine, has  received  $21,346  to  continue  re- 
search on  “Subdivisions  of  Circulatory  Vol- 
ume and  Lung  Tissue  Volume.” 

Both  grants  are  from  the  United  States 
Public  Health  Service. 

Medical  writers  meet — 

Two  Nebraskans  received  Distinguished 
Writer  Awards  at  the  third  annual  Distin- 
guished Medical  Writers  banquet  at  the 
Cornhusker  Hotel  in  Lincoln  February  25, 
1967. 

Dr.  Raymond  C.  Pogge  was  cited  for  his 
many  years’  interest  in  effective  work  in 
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the  American  iMedical  Writers  Association. 
Dr.  Pogge,  medical  director  of  Dorsey  Lab- 
oratories in  Lincoln,  has  acquired  an  inter- 
national reputation  as  a medical  satirist  and 
humorist,  the  citation  noted.  “His  esteem 
in  the  medical  section  of  the  Pharmaceutical 
Manufacturers  Association  and  the  Ameri- 
can Medical  Writers  Association  is  due  to  his 
long  interest  in  accurate  and  effective  medi- 
cal communication,”  the  citation  concluded. 

Dr.  Henry  M.  Lemon  was  honored  for  his 
high  standing  as  a medical  writer,  lecturer 
and  teacher.  His  citation  read,  “The  high 
esteem  held  for  the  Eppley  Cancer  Research 
Institute  of  the  University  of  Nebraska  Col- 
lege of  Medicine  is  due  in  large  part  to  Dr. 
Lemon’s  effectiveness  as  a writer  and  com- 
municator.” Dr.  Lemon  has  been  director 
of  the  Eppley  Cancer  Research  Institute  in 
Omaha  since  its  start  in  1963. 

The  Nebraska  Chapter  of  the  American 
Medical  Writers  installed  officers  at  the 
banquet.  They  are  president,  Pete  Boughn, 
director  of  public  relations.  University  of 
Nebraska  Medical  Center;  vice  president, 
Fred  Nebe,  M.D. ; secretary,  William  Schell- 
peper,  executive  assistant  of  the  Nebraska 
State  Medical  Association ; and  treasurer. 
Miss  Marjorie  Wannarka,  medical  librarian 
at  the  Creighton  University  School  of  Medi- 
cine. 

Research  grant  at  Creighton — 

The  Creighton  University  School  of  Medi- 
cine has  received  a $28,000  grant  from  the 
National  Science  Foundation  for  medical  re- 
search. 

The  grant,  awarded  for  a period  of  two 
years,  is  to  support  research  on  the  metabol- 
ism of  branched-chain  sugars. 

Dr.  John  Picken  of  the  Department  of  Bio- 
chemistry is  director  of  the  research  project. 

Medical  education  grant  to  Creighton — 

The  Creighton  University  School  of  Medi- 
cine has  received  a two-year  grant  of  $53,- 
244  from  the  National  Fund  for  Medical 
Education.  The  grant  will  be  administered 
by  Dr.  John  T.  Elder,  Assistant  Professor 
of  Physiology  and  Pharmacology.  It  will 


finance  a senior  medical  student  program 
concentrating  on  diagnosis  and  treatment  of 
disease. 

To  New  Orleans — 

Two  members  of  the  Creighton  University 
medical  faculty  attended  the  meeting  of  the 
Association  of  Professors  of  Gynecology  and 
Obstetrics  in  New  Orleans  February  28- 
March  1.  They  are  Dr.  Robert  M.  Langdon 
and  Dr.  Richert  J.  Taylor,  both  Assistant 
Clinical  Professors  of  Obstetrics  and  Gyne- 
cology at  Creighton. 

Award  to  Dr.  Hentges — 

Dr.  David  J.  Hentges,  Assistant  Profes- 
sor of  Microbiology  at  the  Creighton  Uni- 
versity School  of  Medicine,  has  received  a 
two-year  research  contract  of  $29,311.  The 
award  is  from  the  United  States  Army  Medi- 
cal Research  and  Development  Command  and 
will  finance  studies  on  “Mechanisms  respon- 
sible for  shigella  inhibition  by  the  normal 
intestinal  flora.” 

Dr.  Rouse  at  Creighton — 

The  president-elect  of  the  American  Medi- 
cal Association  cited  Omaha’s  outstanding 
medical  progress  when  he  appeared  at  the 
Creighton  University  School  of  Medicine 
February  17,  1967. 

Dr.  Milford  0.  Rouse  of  Dallas,  Texas,  who 
will  become  president  of  the  AMA  in  June, 
delivered  the  annual  Eben  Carey  Lecture 
sponsored  by  the  Creighton  University  chap- 
ter of  Phi  Chi  medical  fraternity.  His  lec- 
ture concerned  the  history  of  medicine. 

Creighton  to  study  cardiovascular  disease — 

Research  on  the  cause  and  prevention  of 
certain  types  of  heart  attack,  under  way 
since  1963  at  the  Creighton  University 
School  of  Medicine,  will  be  continued  for 
another  three  years  under  a new  grant  of 
$96,671  from  the  John  A.  Hartford  Founda- 
tion, Inc.,  New  York  City. 

The  studies  of  the  role  of  vasopressin,  a 
pituitary  hormone,  in  surgical  cardiac  arrest 
and  vascular  disease  are  under  the  direction 
of  Dr.  Edward  H.  Grinnell,  associate  profes- 
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sor  of  physiology  and  pharmacology,  and  Dr. 
Jeno  L.  Kramar,  professor  of  pediatrics.  In 
their  earlier  work,  the  co-investigators  ob- 
served in  both  clinical  and  laboratory  situa- 
tions that  the  sudden  massive  release  of 
vasopressin  into  the  blood  stream,  thought 
to  be  triggered  by  emotional  upset,  can 
cause  severe  constriction  of  the  heart’s  coro- 
nary artery.  This  can  lead  to  extensive 
damage  to  the  heart  and  even  to  death. 

According  to  the  research  team:  “Sudden 
heart  attacks  are  generally  attributed  to 
sclerosis  of  the  heart  arteries,  yet  in  about 
half  of  the  victims  no  anatomical  changes 
can  be  detected  in  these  blood  vessels.  Ather- 
osclerosis has  been  intensively  studied  but 
relatively  little  attention  has  been  given  to 
the  group  without  sclerotic  lesions. 

“Clinical  observations  from  this  labora- 
tory have  revealed  high  concentrations  of 
vasopressin  in  the  blood  of  such  heart  at- 
tack patients  and  experimental  studies  indi- 
cate that  if  the  ‘emotional  shot’  of  vaso- 
pressin into  the  blood  stream  coincides  with 
imbalanced  cardiac  nervous  stimulation, 
serious  functional  disturbances  and  even 
cardiac  arrest  may  result. 


Dr.  Halkias  to  speak — 

Dr.  Demetrios  G.  Halkias,  Assistant  Pro- 
fessor of  Microbiology  at  the  Creighton  Uni- 
versity School  of  Medicine,  will  present  a 
paper  at  the  annual  meeting  of  the  American 
Society  for  Microbiology  in  New  York  this 
spring.  Title  of  his  paper  will  be  “Action 
of  Chemical  Compounds  on  Bacteriophage 
Lambda  and  Escherichia  Coli  K-12.” 


Research  on  osteoporosis — 

A 20-year  metabolism  study  will  be  con- 
ducted by  two  members  of  the  Creighton 
University  medical  faculty. 

The  researchers  are  Dr.  Robert  P.  Heaney, 
Chairman  of  the  Department  of  Medicine, 
and  Dr.  Thomas  G.  Skillman,  Professor  of 
Medicine. 

The  research  will  be  conducted  to  discover 
more  about  osteoporosis.  Approximately 
200  volunteer  nuns  will  take  part  in  the  proj- 
ect. According  to  Dr.  Heaney,  nuns  were 


chosen  for  the  study  because  they  are  high- 
ly motivated,  they  represent  a good  cross- 
section  of  the  population,  and  record  of 
their  residence  can  easily  be  kept  for  the 
20-year  span  of  the  study. 

Women  taking  part  in  the  study  will  spend 
eight  days  at  the  Creighton  University 
Metabolic  Laboratory  at  Creighton  Memorial 
St.  Joseph’s  Hospital.  Various  aspects  of 
their  health  will  be  studied  there.  The 
studies  will  be  repeated  on  each  participant 
at  five-year  intervals. 

Dr.  Heaney  said  it  is  expected  that  when 
the  study  ends,  25  per  cent  of  the  nuns  will 
have  developed  osteoporosis.  “We  want  to 
know  ahead  of  time  how  they  are  different 
from  others  before  they  develop  osteoporo- 
sis,” he  stated. 

Dr.  Heaney’s  projection  of  osteoporosis  vic- 
tims in  the  study  is  based  on  the  current 
indications  that  osteoporosis  afflicts  about  25 
percent  of  the  white  women  over  55. 


O^ctuanic^ 


By  medicine  life  may  be  py'olong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

William  J.  Reeder,  M.D.,  age  73,  died  Feb- 
ruary 26,  1967.  This  well  - known  doctor 
from  Cedar  Rapids  was  found  dead  in  his 
auto  which  had  left  Highway  91  on  the 
east  city  limits  of  Spaulding.  There  was 
speculation  that  Doctor  Reeder  may  have 
died  of  a heart  attack  prior  to  the  accident. 
He  was  returning  from  an  emergency  call. 

Doctor  Reeder,  the  only  physician  in  Cedar 
Rapids,  was  graduated  from  Creighton  Uni- 
versity School  of  Medicine  in  1923.  He 
moved  to  Cedar  Rapids  in  1924  after  intern- 
ing at  St.  Joseph’s  Hospital  in  Omaha.  He 
married  Mary  Doud  of  Omaha  in  1925.  He 
was  past-chairman  of  the  Town  Board  and 
past-president  of  the  Board  of  Education. 
He  was  a World  War  1 veteran,  a member 
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of  the  American  Legion,  Veterans  of  Foreign 
Wars,  the  Knights  of  Columbus,  the  Ne- 
braska State  Medical  Association,  and  the 
American  Medical  Association. 

Survivors  include  his  wife ; daughters, 
Mary  Elizabeth  Reeder  of  Cedar  Rapids; 
j\Irs.  Maureen  A.  Sweigard  of  DeKalb,  Illi- 
nois; Mrs.  Kathleen  A.  Bartlett  of  Colum- 
bus, Nebraska;  Sister  M.  Francelyn,  RSN,  of 
Denver,  Colorado;  sons,  John  of  Wichita, 
Kansas;  William  F.  of  Bemidji,  Minnesota; 
Robert  E.  of  Lincoln,  Nebraska;  Thomas  J. 
of  Cedar  Rapids,  and  24  grandchildren. 

Roland  William  Tyson,  M.D.,  age  70,  died 
January  24,  1967.  He  had  practiced  medi- 
cine in  IMurray  Nebraska  since  September, 
1931. 

Born  November  13,  1896  in  Elmwood,  Ne- 
braska, he  was  graduated  from  the  Elm- 
wood high  school.  Following  graduation 
from  Peru  State  Teachers  College  he  coached 
football  and  taught  school  in  Clarinda,  Iowa 
and  later  in  Hartington,  Nebraska.  He  then 
attended  the  University  of  Nebraska  Col- 
lege of  Medicine,  graduating  in  1929.  After 
serving  his  internship  at  Tacoma,  Washing- 
ton, and  then  taking  resident  work  at  Glen- 
dive, Montana,  he  opened  his  office  in  Mur- 
ray. In  1965  the  Murray  area  residents 
honored  him  with  a “Doctor  Tyson  Apprecia- 
tion Day.” 

Doctor  Tyson  was  a member  of  the  Elm- 
wood Masonic  Lodge  and  the  Murray  Pres- 
byterian Church.  He  belonged  to  the  Cass 
County  Medical  Association,  the  Nebraska 
Medical  Association,  and  the  American  Medi- 
cal Association.  He  was  a veteran  of  World 
War  1. 

In  1932  he  was  married  to  Frances  Peter- 
son. His  wife  survives,  as  does  a daugh- 
ter, Mrs.  Richard  (Ann  Marilyn)  Huebner 
of  Grand  Island,  Nebraska.  Surviving  also 
are  four  grandchildren;  a brother,  Floyd,  of 
Eaton,  Colorado;  and  two  sisters,  Mrs.  Lois 
Brown  of  Eaton,  Colorado,  and  Mrs.  Ethel 
McCrory  of  Elmwood.  A memorial  has  been 
established  for  the  University  of  Nebraska 
Foundation:  the  Doctor  R.  W.  Tyson  Medical 
School  Scholarship  Fund. 


Medicinews 


Governor  Tiemann  and  the  Health  Fair — 

Governor  Norbert  Tiemann  receives  a 
certificate  proclaiming  him  honorary  chair- 
man of  the  Nebraska  Centennial  Health 
Fair  from  Mrs.  Martha  Brown,  R.N.,  pub- 
licity chairman  for  the  spring  event.  The 
admission-free  Fair  is  set  for  April  29-May 
5 in  Lincoln’s  Pershing  Auditorium.  The 
sponsoring  groups  include  state  health  as- 
sociations for  physicians,  dentists,  pharma- 
cists, nurses,  veterinarians,  and  hospitals. 

The  osteopathic  schools — 

There  are  five  colleges  of  osteopathic 
medicine  and  surgery  in  the  U.S.  Four 
studies  of  them  have  recently  been  made: 
Ontario,  Minnesota,  Nebraska,  and  A.M.A. 
The  Nebraska  study  was  done  very  re- 
cently, and  included  a study  of  each  school 
and  a comparison  of  statistical  data,  which 
is  shown  on  the  following  page. 
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Comparison  of  Statistical  Data  (From  Latest  Information  Available) 


BASIC  SCIENCES 

FACULTY 

Anat- 

omy 

Bio- 

chemistry 

Micro-  Path- 

biology  ology 

Physi- 

ology 

Pharma- 

cology 

Average  U.S. 
Med.  School 

9.1 

9.0 

7.5  12.3 

8.1 

6.5 

Osteopathic 

Schools 

2 

2 

.5  2 

3 

combined  w/ 
physiology 

2.5 

1.5 

.5  1 

3.5 

combined  w/ 
physiology 

3 

1.5 

1 3 

1.5 

1.5 

2 

2 

0 1 

1 

1 

4.5 

1 

0.5  3 

0.5 

0.5 

University  of 
Nebraska 

12 

11 

7 19 

15 

combined  w/ 
physiology 

Creighton 
University  

9 

6 

4 7 

8 

combined  w/ 
physiology 

CLINICAL  SCIENCES 

FACULTY 

cine 

Sur- 

gery 

Obs.  & 
Gyn. 

Pedi- 

atrics 

Psychi- 

atry 

Radi- 

ology 

Pub. 

Health 

Average  U.S. 

Med.  School 27.1 

17.1 

5.1 

10.6 

15.1 

8.1 

5.5 

Osteopathic 
Schools  5 

3 

1.5 

1.5 

1.5 

1 

0.5 

4 

1.5 

1.5 

2.5 

1 

1.5 

0.5 

6.5 

3 

1 

1 

1.5 

1.5 

0.5 

1 

1.5 

1 

0 

0 

1 

0.5 

3 

0 

0 

1 

0 

3 

0.5 

University  of 
Nebraska  _ 5 

5 

5 

4 

21 

3 

2 

Creighton 

University  11 

9 

2.5 

3.5 

3.5 

2.5 

combined  w/ 
medicine 

COMPARISON  OF  STATISTICAL  DATA 
(From  Latest  Information  Available) 


OSTEOPATHIC  SCHOOLS 

University 

Nebraska 

Creighton 

University 

Average 
Med.  Scho< 

Enrollment 

242  344 

356 

304 

343 

323 

292 

Faculty  to 

Student  Ratio__ 

1 to  10  1 to  13.7 

1 to  13 

1 to  26.4 

1 to  19.5 

1 to  3 

1 to  4.4 

1 to  2.1 

Hospital: 

Local  Beds- 

150  205 

187 

164 

174 

1,330 

1,475 

Admissions. 

5,700  7,080 

6,683 

8,079 

4,703 

40,386 

24,651 

Library: 

Seating 

20  24 

17 

70 

30 

80 

125 

155 

Volumes 

6,000  6,000 

20,000 

12,000 

13,250 

100,000 

132,000 

77,000 

Affiliate 

College 

None  None 

None 

None 

None 

University 

Nebraska 

Creighton 

University 

93.2% 

Have 
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Down  Memory  Lane 

1.  Even  kidneys  have  been  transplanted  in 
dogs,  monkeys  and  apes  with  some  slight 
success. 

2.  Transfusion  is  thought  to  check  infec- 
tions. 

3.  Communities  which  appropriate  fifty 
cents  per  capita  or  more  to  health  work 
are  attaining  efficient  results. 

4.  Telephone  advice:  8 a.m.  to  10  p.m., 

$1.00;  10  p.m.  to  8 a.m.,  $2.0'0. 

5.  In  one  of  the  schools  visited  I found  the 
“sanitary”  drinking  fountains  to  consist 
of  a row  of  most  enticing  perforated 
knobs  which  I am  told  the  children 
clasp  lovingly  with  their  lips  and  allow 
the  water  to  gurgle  down  their  throats, 
about  as  unsanitary  an  arrangement  as 
could  well  be  imagined  but  one  which  a 
very  simple  wire  guard  could  easily  cor- 
rect. 

6.  A convenient  visiting  list  bound  in  limp, 
black  leather  and  arranged  for  twenty- 
five  patients  per  week. 

7.  There  is  no  reason  why  Nebraska  should 
not  be  included  in  the  U.S.  registration 
area. 

8.  Whether  the  rat  flea  theory  offers  the 
correct  solution  of  the  problem  of  infan- 
tile paralysis  will  depend  upon  an  im- 
mense amount  of  laboratory  investiga- 
tion. 

Nebraska  State  iVIedical  Journal 
April,  1917 

Words  We  Can  Do  Without 

Finalization 

Decelerate 

Maximize 

Viable 

Inoperable  (while  they’re  operating) 
Anatomically-wise 
As  of  now 
As  of  yet 


Estrogen  Therapy  of  Peptic  Ulcer  — A.  M. 
Sarvanov  (Medical  Institute,  Khabarovsk, 
USSR).  Probl  Endokr  Gormonoter  12: 
48-52  (Aug.)  1966. 

Sixty-two  patients  with  peptic  ulcer  (38 
women  and  24  men)  all  had  higher  excretion 
of  17-hydroxyketosteroids  and  of  uropepsin 
and  reduced  excretion  of  17  - ketosteroids. 
Women  patients  also  had  lower  estrogen  as- 
say values.  After  one  month’s  treatment 
with  intramuscular  estradiol  preparations, 
all  patients  markedly  improved  and  the  ste- 
roid excretion  pattern  came  back  to  nonnal. 
Relapse  of  the  ulcer  in  five  patients  six 
months  after  discontinuation  of  the  original 
therapy  was  easily  controlled  with  the  re- 
newed administration  of  estrogens. 

The  Value  of  Diuretics  in  Respiratory 
Failure  — M.  I.  M.  Noble  (Hammersmith 
Hosp,  London),  D.  Trenchard,  and  A. 
Guz.  Lancet  2:257-260  (July  30)  1966. 

A high  peripheral  venous  tone  before 
treatment  would  produce  the  central  distri- 
bution of  excess  fluid,  and  this  tone  may 
depend  on  the  prevailing  blood-gas  tensions. 
Once  excess  fluid  has  accumulated  in  the 
chest,  gas  exchange  and  pulmonary  mechan- 
ics may  be  adversely  affected  and  respira- 
tory failure  exacerbated.  The  administra- 
tion of  diuretics  may  be  the  easiest  way  of 
breaking  this  vicious  circle.  Four  cases  of 
cor  pulmonale  are  reported  in  which  the 
effect  of  diuretics  was  striking  improvement 
in  blood-gas  tensions. 

Use  of  THAM  in  Treatment  of  Status  Asth- 
maticus  — J.  Strauss  et  al  (4614  Sunset 
Blvd,  Los  Angeles).  Pediati’ics  38:655-656 
(Oct)  1966. 

Two  patients  suffering  from  status  asth- 
maticus  in  severe  acidosis,  and  successfully 
treated  with  THAM,  are  presented.  After 
beginning  THAM  administration,  there  was 
a marked  clinical  and  laboratory  improve- 
ment within  three  hours  and  almost  complete 
return  to  normality  nine  hours  later.  THAM 
is  recommended  as  an  effective  and  relative- 
ly safe  drug  for  the  treatment  of  severe  aci- 
dosis of  status  asthmaticus  provided  proper 
precautions  are  followed. 
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FEATURES 


From  Your  President  — 


These  are  the  last  comments  I will  get  to 
make  to  you  on  this  page.  This  has  been  a 
full  year  and  certainly  one  filled  with  good 
memories  and  also  disappointments,  as  well 
as  exciting  new  developments  for  the  future. 

The  federal  government’s  influence  in 
medicine  is  getting  stronger  and  will  con- 
tinue to  spread  its  tentacles  more  and  more 
into  the  practice  of  medicine.  We  can  only 
ward  this  off  or  lessen  this  influence  by 
greater  participation  by  each  member  of  our 
society.  I have  been  most  impressed  by  the 
many  physicians  in  the  Nebraska  State  Medi- 
cal Association  who  devote  many  hours  and 
hard  work  in  helping  the  state  association 
with  its  many  problems  in  trying  to  cope 
with  both  state  and  federal  government 
issues  regarding  medicine. 

There  is  only  one  way,  as  we  know,  to 
combat  this  influence  and  that  is  by  each 
doctor  getting  involved.  This  is  best  done 
by  working  through  your  local  county  so- 
ciety and  then  joining  with  the  state  asso- 
ciation officers  to  make  a plan  workable. 

The  disappointments  are  mainly  those  doc- 
tors who  will  not  participate  for  reasons  that 
they  feel  that  the  county  society  or  state 
society  does  nothing  for  them.  They  are 
the  doctors  who  do  not  go  to  meetings  or 
participate  because  they  do  not  like  what 
their  county  society,  state  society,  or  AMA 
are  doing.  They  are  first  to  criticize  the 
officers  and  staff,  but  at  the  same  time  do 
nothing  more.  They  have  the  answers  but 
do  not  know  the  whole  problem  and  do  not 
want  to  learn  it. 

It  has  been  gratifying  to  see  the  partici- 
pation and  cooperation  of  our  medical 
schools  in  the  state  with  the  Nebraska  State 
Medical  Association.  Dean  Cecil  Wittson, 
University  of  Nebraska,  and  Dean  Richard 
Egan,  Creighton  University,  as  well  as  mem- 
bers of  their  faculties  have  been  working 
hard  on  projects  to  improve  education  and 
training  programs  for  physicians  out-state. 


New  programs  are  being  formed  which 
should  make  it  easier  for  busy  practitioners 
to  keep  up  with  new  developments. 

The  office  staff  has  done  a magnificent 
job  in  keeping  us  informed  regarding  legis- 
lative bills,  but  they  have  too  much  to  do. 
With  increasing  duties  and  increasing  de- 
mands of  their  time  in  running  our  state 
office,  Ken  Neff  and  Bill  Schellpeper  need 
help  during  the  legislative  session.  I per- 
sonally feel  that  a full  time  lawyer  should 
be  hired  to  keep  us  abreast  of  developments 
in  the  legislature  on  a day  by  day  basis. 
Not  only  locally  but  nationally.  It  has  been 
suggested  that  our  association  could  share 
a lawyer  with  another  health  or  medically 
oriented  organization. 

Let  me  take  this  opportunity  to  thank 
Ken,  Bill,  and  their  staff,  all  of  the  officers 
of  the  Nebraska  State  Medical  Association, 
committee  members,  as  well  as  Dr.  Frank 
Cole,  Editor  of  our  Journal,  for  their  fine 
work.  To  my  successor.  Dr.  Robert  J.  Mor- 
gan, I extend  my  best  wishes  for  a success- 
ful and  fruitful  year. 

D.  A.  Nye,  M.D. 
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All  About  Us 

Doctor  E.  Hermanson  has  returned  from 
Seattle,  Washington,  to  his  practice  in  Cole- 
ridge. 

Doctor  Robert  Rosenlof,  Kearney,  ad- 
dressed the  Lexington  T-Bone  Club  in  Feb- 
ruary. 

Doctor  Paul  Reed,  Deshler,  was  recently 
honored  for  forty  years  practice  in  that 
community. 

Doctor  Horace  V.  Munger,  Lincoln,  has 
been  re-elected  chief  of  staff  of  Lincoln  Gen- 
eral Hospital. 

Doctor  Marvin  Holschlaw  will  move  to  Au- 
burn on  July  1st  to  begin  his  practice  in  that 
community. 

Doctor  Harry  Hepperlen,  Beatrice,  spoke 
at  a meeting  of  Grand  Island  Life  Under- 
writers held  in  February. 

Doctor  R.  F.  Sievers,  Blair,  has  been  ap- 
pointed to  the  Nominating  Committee  of  the 
American  Academy  of  General  Practice. 

Doctor  G.  E.  Peters  was  recently  honored 
with  an  open  house  in  Randolph,  as  he  an- 
nounced his  retirement  after  practicing  in 
the  community  forty-eight  years. 

Doctor  Robert  G.  Osborne  has  assumed 
the  position  of  Medical  Service  Division 
Head  of  the  State  Department  of  Institu- 
tions. 

Dr.  Beverley  T.  Mead,  Chairman  of  the 
Department  of  Psychiatry  and  Neurology 
at  the  Creighton  University  School  of  Medi- 
cine, spoke  at  a General  Practice  Review  at 
the  University  of  Colorado  Medical  Center, 
Denver,  Colorado.  His  topic  was  “Mascu- 
linity and  femininity  in  our  time.” 


Welcome,  New  Members 


Erickson,  Charles,  M.D Lincoln 

Monaghan,  Jim,  M.D — Benkelman 

Reese,  Herbert,  M.D Lincoln 

Shuey,  Keith,  M.D.  ..Tecumseh 


Scene 


1.  Hospital  charges  and  doctors’  fees — 

The  Department  of  Health,  Education  and 
Welfare  stated  in  a special  report  that  both 
hospital  charges  and  physicians’  fees  in- 
creased sharply  last  year. 

A continued  increase  in  health  care  costs 
was  predicted  in  the  report  ordered  last 
August  by  President  Johnson. 

Drugs  were  not  a significant  factor  in  the 
recent  accelerated  increase  in  health  care 
prices,  the  report  said.  But  it  added  that 
“drug  prices  are  higher  than  they  would  be 
if  there  were  more  vigorous  competition  at 
either  the  manufacturing  or  drugstore 
level.” 

As  for  the  two  major  components  in  the 
Medical  Care  Index,  the  report  said: 

— Physicians’  fees,  which  had  been  rising 
about  3 percent  a year  in  1960-65,  went  up 
7.8  percent  in  1966  — the  biggest  annual  in- 
crease since  1927. 

— Hospital  daily  charges,  rising  about  6 
percent  a year  between  1960  and  1965,  went 
up  16.5  percent  in  1966  — the  largest  an- 
nual increase  in  18  years. 

The  increase  in  doctor  fees  was  attributed 
to  a combination  of  basic  factors : more  peo- 
ple are  seeking  doctors’  services  more  often 
and  the  number  of  active  physicians  is  in- 
creasing relatively  slowly.”  The  study 
found  no  evidence  that  Medicare,  which  went 
into  effect  last  July  1,  was  a major  factor  in 
the  rise  in  doctors’  fees. 

The  increase  in  hospital  charges  was  at- 
tributed largely  to  rising  wages,  which  ac- 
count for  two  thirds  of  hospital  costs,  and 
increases  in  the  price  of  things  hospitals 
buy.  The  wage  rise  has  not  been  offset  by 
increased  productivity,  the  report  said,  and 
rising  standards  of  care  in  hospitals  have 
required  more  expensive  equipment  and  fa- 
cilities. 
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Meantime,  Robert  J.  Myers,  the  Social  Se- 
curity Administration’s  chief  actuary,  told 
the  House  Ways  & Means  Committee,  that 
hospital  costs  had  risen  much  faster  than 
the  Administration  anticipated  since  the 
Medicare  plan  went  into  effect.  If  they  con- 
tinue their  upward  spiral,  the  costs  will  eat 
away  the  safety  margin  included  under  the 
^Medicare  financing  plan,  Myers  said. 

The  HEW  report  held  out  little  hope  for 
an  early  end  to  medical  price  increases.  How- 
ever, it  recommended  a series  of  actions  “to 
slow  down  these  increases  and  to  promote 
the  efficient  use  of  medical  care  resources.” 

Recommendations  in  the  report  included: 

— Comprehensive  community  health  care 
systems  should  be  developed,  demonstrated, 
and  evaluated. 

— Group  practice,  especially  prepaid  group 
practice,  should  be  encouraged. 

— Private  and  public  health  insurance 
plans  should  be  broadened  to  include  more 
alternative  types  of  medical  care. 

— States  should  move  quickly  to  estab- 
lish and  support  strong  health  planning  agen- 
cies at  the  state  and  local  levels. 

— Cost-reducing  methods  of  reorganizing 
the  delivery  of  services  in  hospitals  and  oth- 
er providers  of  health  services  should  be  de- 
veloped, demonstrated,  and  implemented. 

— Federally  supported  health  care  pro- 
grams should  be  used  to  train  physician  as- 
sistants, evaluate  their  performance,  and  dis- 
seminate the  results. 

— Federal  funds  available  under  the  Health 
Professions  Educational  Assistance  Amend- 
ments of  1965  should  be  used  to  support 
and  encourage  innovations  in  health  profes- 
sions’ education  and  training  which  pro- 
mote the  efficient  practice  of  medicine. 

— HEW  should  undertake  an  intensive 
examination  of  frequently  prescribed  drugs 
to  assess  the  therapeutic  effectiveness  of 
brand  name  products  and  their  supposed 
generic  equivalents. 

— The  Food  and  Drug  Administration 
should  provide  doctors  with  authoritative  in- 


formation of  the  efficacy  and  side  effects  of 
all  drugs. 

— The  HEW  should  call  a national  confer- 
ence of  leaders  of  the  medical  community 
and  public  representatives  to  discuss  ways 
to  improve  the  quality  and  efficiency  of 
medical  care  delivery. 

To  carry  out  the  recommendations  in  the 
report  and  allied  directives  from  Johnson, 
HEW  Secretary  John  W.  Gardner  said  he 
would  take  a number  of  actions,  including 
establishment  of  a National  Center  for 
Health  Services  Research  and  Development 
and  calling  of  a national  conference  on  medi- 
cal care  costs. 

2.  On  dispensing — 

The  American  Medical  Association  con- 
tends there  is  not  sufficient  justification  for 
a federal  law  that  would  ban  dispensing  of 
drugs  and  devices,  such  as  eyeglasses,  by 
physicians. 

Dr.  James  Z.  Appel,  immediate  past  presi- 
dent of  the  AMA,  outlined  the  AMA  posi- 
tion in  testimony  before  the  Senate  Anti- 
trust and  Monopoly  Subcommittee  which 
held  hearings  on  such  legislation  (S.  260) 
introduced  by  its  chairman.  Sen.  Philip  A. 
Hart  (D.,  Mich.). 

The  legislation  appeared  to  stand  little 
chance  of  being  approved  by  Congress,  at 
least  this  year.  Hart  has  unsuccessfully 
pushed  similar  legislation  for  the  past  few 
years. 

The  AMA  believes  that  “federal  legisla- 
tion cannot  be  justified  unless  there  is  a 
compelling  need,”  Appel  testified.  In  this 
case,  he  said,  “such  a need  does  not  exist.” 

“Organized  medicine  looks  upon  dispensing 
as  neither  immoral  nor  unethical  in  and  of 
itself,”  the  AMA  official  said.  “Organized 
medicine  believes  — and  the  medical  practice 
laws  of  the  states  confirm  — that  dispensing 
drugs  and  devices  is  a privilege  granted  to 
physicians  in  order  that  they  may  best  serve 
the  public  interest. 

“.  . . American  medicine  condemns  any 
abuse  of  privileges.  But  the  bill  under  con- 
sideration would  withdraw  the  privilege  en- 
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tirely,  regardless  of  its  benefits  for  the 
many,  because  it  is  abused  by  the  insignifi- 
cant few.” 

Respiratory  Diseases 

RHIXOMRUS  INFECTIONS  IN  AN 
INDUSTRIAL  POPULATION 

In  a three-year  study  of  a gi’oup  of  em- 
ployees, rhinovirus  infections  were  the  most 
common  identifiable  cause  of  acute  respir- 
atoiy  disease.  Peak  periods  were  in  the 
early  fall,  which  would  be  the  time  to  test 
the  prophylactic  value  of  potential  anti- 
viral compounds. 

In  an  effort  to  determine  the  etiology  and  epi- 
demiology of  acute  respiratory  disease  in  a popu- 
lation of  working  adults,  an  evaluation  of  the 
role  of  a number  of  viruses  was  undertaken  in  a 
three-year  study  begun  in  March  1963. 

The  study  population  consisted  of  employees 
of  the  Eastern  Regional  Office  of  State  Farm 
Mutual  Insurance  Companies  in  Charlottesville,  Va., 
with  approximately  550  employees  participating 
the  first  two  years  and  350  the  next. 

Eighty-three  per  cent  of  the  employees  were  less 
than  35  years  of  age,  59  per  cent  were  women, 
and  30  per  cent  had  children  in  school. 

Employees  were  asked  to  keep  a record  of  the 
number  of  respiratory,  gastrointestinal,  and  gen- 
eral symptoms,  and  also  of  vacation  periods  and 
other  times  away  from  work.  In  addition,  several 
supplementary  sur^'eillance  methods  were  devised 
to  evaluate  the  validity  and  reliability  of  the 
basic  method  of  surveillance. 

As  a result  of  information  gained  from  the 
supplementaiy  procedures,  on-the-floor  suiweillance 
was  instituted  in  September,  1964.  This  was  done 
by  having  the  study  nurse  get  in  touch  with  em- 
ployees personally  on  a rotating  schedule  so  that 
each  week  she  visited  eveiy  employee  in  the 
building,  kept  records  herself,  and  encouraged  ac- 
curate reporting. 

Employees  were  requested  to  report  to  the  medi- 
cal department  at  the  onset  of  illness.  They  were 
examined  by  one  or  more  physicians  or  a specially 
trained  nurse;  nose  and  throat  swabs  were  collected, 
and  acute-phase  and  convalescent-phase  blood 
specimens  were  drawn  when  possible.  During  the 
first  year  810  specimens  were  collected  from  sub- 
jects who  had  been  free  of  respiratoiy  symptoms 
for  a minimum  of  two  weeks. 

DISEASES  REPORTED 

A total  of  3,314  respiratory,  268  gastrointestinal, 
and  117  combined  respiratorj'  and  gastrointestinal 
illnesses  were  reported.  Of  these,  1,025  respira- 
torj'  and  combined  respiratory  and  gastrointestinal 
illnesses  were  studied  for  viral  agents,  a 30  per 
cent  sample  of  all  illnesses  with  respiratory  symp- 
toms. 

Respiratorj’  illness  constituted  the  great  bulk  of 
all  illnesses  recorded.  Seasonal  variations  oc- 


curred, with  particularly  prominent  peaks  in  Sep- 
tember. Gastrointestinal  and  combined  respiratory 
and  gastrointestinal  illnesses  were  low  and  re- 
mained relatively  constant  throughout  the  year. 

Results  of  the  supplementary  suiweillance 
studies  prior  to  weekly  on-the-floor  sur\’eillance 
indicated  that  between  20  per  cent  and  40  per  cent 
of  the  illnesses  were  not  being  recorded  or  were 
being  recorded  inaccurately. 

The  attack  rate  for  the  population  as  a whole 
Avas  2.3  respiratory  illnesses  per  person  per  year. 
Rates  were  slightly  higher  for  Avomen  than  for 
men,  the  excess  in  Avomen  being  in  the  group 
from  16  to  24  years  of  age.  Rates  Avere  not  in- 
fluenced by  the  presence  of  children  in  the  home 
or  by  cigarette  smoking. 

During  a one-year  period  Avhich  Avas  specially 
analyzed,  23  per  cent  of  employees  reported  no 
illnesses,  60  per  cent  had  one,  tAvo,  or  three,  and 
17  per  cent  had  four  or  more. 

RhinoA’iruses  Avere  isolated  during  the  first  12 
months  from  19.5  per  cent  of  433  specimens  from 
patients  Avith  respiratoiy  illness  and  from  2.1 
per  cent  of  810  specimens  from  Avell  subjects.  OA'er 
the  three  years,  239  rhinoA-iruses  Avere  isolated 
from  1,025  respiratoiy  illnesses,  an  overall  rate 
of  23.3  per  cent. 

In  each  of  the  three  years  of  the  study  there 
Avas  a peak  of  illness  in  September  and  early 
October  associated  Avith  a high  rhinovirus  isolation 
rate.  Comparison  of  specimens  collected  from 
multiple  sites  and  processed  separately  indicated 
that  the  success  of  isolation  A’aried  AA-ith  the  site 
from  AA’hich  the  specimen  Avas  obtained.  Rhino- 
A-iruses Avere  isolated  Avith  greatest  frequency  from 
the  nose. 

Self-diagnosed  respiratoiy  illnesses  accounted  for 
36  per  cent  of  the  total  absenteeism  recorded  by 
the  company’s  medical  department.  Ill-defined 
constitutional  illnesses,  many  Avith  gastrointestinal 
symptoms,  ranked  next  as  a cause  of  absenteeism. 

IMPLICATIONS  OF  THE  DATA 

Data  from  this  longitudinal  study  of  acute  res- 
piratory illness  in  young  ch-ilian  adults  strength- 
ened the  rapidly  increasing  body  of  eA-idence  re- 
lating members  of  the  group  of  acid-labile  picoma- 
A-ii-uses  knoAvn  as  “rhinoviruses”  to  the  common- 
cold  syndrome. 

Although  rhinoviruses  Avere  recovered  from  a 
feAv  asymptomatic  subjects,  preA-alence  data  indicat- 
ed a clear  association  AA-ith  illness.  Within  the 
rhinoA-irus  group  alone  there  are  perhaps  as  many 
as  100  serotypes.  Since  rhinoA-iruses  stimulate 
antibody  production  and  resistance  to  reinfection, 
it  is  clear  that  a major  explanation  for  the  fre- 
quency of  respiratory  infections  is  the  large  num- 
ber of  different  agents  capable  of  inducing  them. 

RHINOVIRUSES  PREDOMINATE 

The  finding  in  the  employees  of  high  percent- 
ages of  rhinovirus  isolation  coincident  AA-ith  the 
early  fall  peaks  of  respiratory-  illness  indicates 
that  it  is  primarily  rhinovirus  infections  that  usher 
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in  the  respiratory-disease  season  in  this  popula- 
tion. 

The  cause  of  the  seasonal  variations  in  respir- 
atory illness  is  a mystery,  largely  unexplained  by 
studies  of  meterologic  and  other  environmental  fac- 
tors. That  increased  rates  of  respiratory  illness 
are  associated  with  school  attendance  has  been 
clearly  shown,  and  may  be  a factor  in  the  rapid 
buildup  of  respiratory  illness  in  September.  Para- 
doxically, rhinoviruses  have  not  been  shown  to 
cause  a major  proportion  of  acute  respiratory  ill- 
ness in  children. 

Nasal  swabs  were  found  to  be  superior  to  phar- 
yngeal swabs  or  saliva  as  a source  of  virus.  This 
fact  raises  the  question  of  whether  rhinovirus  in- 
fection occurs  predominantly  in  nasal  or  other 
ciliated  mucosal  cells,  the  presence  of  virus  in 
phai’yngeal  secretions  or  saliva  being  the  result 
of  virus  shedding  from  the  nose. 

Perhaps  the  optimal  time  to  search  for  new 
agents  would  be  during  periods  of  high  illness 
but  low  rhinovirus  prevalence,  as  from  January 
to  March.  Prophylactic  administration  of  anti- 
viral compounds,  rather  than  multivalent  vaccines, 
may  be  the  answer  to  the  control  of  rhinovirus 
common  colds.  The  best  time  to  undertake  a con- 
trolled trial  of  potential  antirhinoviral  drugs  in 
such  an  industrial  group  would  be  early  September 
through  October. 

— Jack  M.  Gwaltney,  Jr.,  M.D.  ; J.  Owen  Hendley.  M.D. ; 

Gilbert  Simon,  M.D.  ; and  William  S.  Jordan,  M.D.  The 

New  England  Journal  of  Medicine,  December  8,  1966. 


Gastric  Mucosal  Injury  by  Aspirin  — R. 

Menguy  (University  of  Chicago,  950  E. 

59th  St.,  Chicago) . Gastroenterology  51 : 

430-432  (Sept.)  1966. 

Ingestion  of  aspirin  can,  in  some  individu- 
als, cause  gastric  mucosal  injury  character- 
ized by  a superficial,  erosive  gastritis.  The 
outstanding  clinical  manifestation  of  this 
phenomenon  is  gastrointestinal  bleeding. 
Although  it  is  generally  believed  that  aspirin 
injures  the  gastric  mucosa  by  a local  ne- 
crotizing action,  experimental  evidence  sug- 
gests that  the  injurious  influence  of  aspirin 
on  the  gastric  mucosa  is  mediated  systemic- 
ally  and  by  lowering  the  protective  mucus 
barrier. 


Ocular  Oscillometry  in  Cerebrovascular  Dis- 
ease — H.  A.  Lester  (4704  Threechopt 
Rd,  Hampton,  Va.).  Arch  Ophthal  76: 
391-398  (Sept.)  1966. 

A new  method  is  described  for  diagnos- 
ing carotid  occlusive  disease  by  amplifying 


and  recording  the  ocular  pulsations  observed 
during  tonometry  and  tonography.  In  ten 
control  subjects,  the  difference  in  pulse  am- 
plitude between  the  two  eyes  varied  from 
0%  to  11%.  In  six  cases  of  documented 
internal  carotid  occlusion,  the  difference  in 
pulse  amplitude  varied  from  22%  to  77%. 
In  control  subjects,  two  to  four  seconds  of 
ipsilateral  common  carotid  compression  re- 
sulted in  the  obliteration  of  the  ocular  pulse 
and  in  the  alteration  of  the  baseline.  Contra- 
lateral common  carotid  compression  had  no 
effect.  In  the  six  patients  with  documented 
carotid  occlusions,  the  response  to  two  to 
four  seconds  of  common  carotid  compres- 
sion was  distinctly  abnormal  and  served  to 
substantiate  the  presence  of  an  occlusion. 


The  Development  of  Colonic  Polyps  at  the 
Site  of  Ureteral  Implantation  — A.  M. 

Markowitz  (College  of  Physicians  and 
Surgeons,  Columbia  University,  New 
York)  and  P.  Koontz.  Surgery  60 :761-767 
(Sept)  1966. 

In  three  patients,  colonic  polyps  developed 
precisely  at  the  site  of  the  ureteral  implan- 
tation into  the  large  bowel.  Histologically, 
these  polyps  were  of  the  juvenile  variety  with 
large  mucus-retention  cysts  in  contrast  to 
the  adenomatous  polyp  of  the  adult.  These 
polyps  are  quite  mobile  and  may  easily  pro- 
lapse through  the  anus  from  high  in  the  sig- 
moid colon.  Laparotomy  is  the  method  of 
choice  in  order  to  avoid  ureteral  injury. 


Nail  Hardener  Reactions  — P.  Lazar,  1893 
Sheridan  Rd,  Highland  Park,  111).  Arch 
Derm  94:446-448  (Oct)  1966. 

Six  reactions  following  the  use  of  nail 
hardeners  containing  formalin  are  reported. 
The  nail  changes  consisted  of  subungual 
hemorrhages,  discoloration  of  the  nail,  ony- 
cholysis, subungual  hyperkeratosis,  and  dry- 
ness of  the  skin.  Each  patient  had  positive 
reactions  to  patch  testing  with  formalin  and 
the  nail  hardeners.  The  nails  and  skin  re- 
turned to  normal  when  the  hardeners  were 
discontinued,  and  the  reactions  subsided 
spontaneously  or  responded  to  medication. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

April  8 — Alliance,  Central  High  School 
Building 

April  22  — Broken  Bow,  Elks  Club 
May  6 — McCook,  St.  Cathenne’s  Hos- 
pital 

IMay  27  — Kearney,  Good  Samaritan  Hos- 
pital 

SEX  PROBLEMS  IN  MEDICAL  PRAC- 
TICE — April  3 and  4,  1967,  Nebraska 
Psychiatric  Institute,  Omaha,  Nebraska. 
Write  to:  Continuing  Education  Depart- 
ment, University  of  Nebraska  College  of 
Medicine. 

NATIONAL  METHODIST  CONVOCATION 
ON  IHEDICINE  AND  THEOLOGY— April 
5,  6,  and  7,  1967 ; Rochester,  IMinnesota. 
Write  to:  National  Methodist  Convoca- 

tion, P.  0.  Box  102 ; Rochester,  Minnesota 
55901. 

AMA  CONFERENCE  ON  EMERGENCY 
MEDICAL  SERVICES  — April  6-7,  1967 
at  Chicago’s  Hotel  Ambassador.  Write 
to:  AMA,  535  North  Dearborn  Street, 

Chicago,  Illinois  60610. 

SOUTHWESTERN  SURGICAL  CONGRESS 
— Nineteenth  Annual  Meeting:  Towne 
House,  Phoenix,  Arizona,  April  10  through 
13,  1967.  For  more  information  contact: 
James  H.  Rickman,  M.D.,  626  Sharp 
Building,  Lincoln,  Nebraska  68508. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY,  Postgraduate  Course  — April 
10  through  22,  1967,  Chicago,  Illinois. 
Write  to:  Department  of  Otolaryngology, 
College  of  Medicine  of  the  University  of 
Illinois  at  the  Medical  Center,  P.  0.  Box 
6998,  Chicago,  Illinois  60680. 

CURRENT  CARDIOLOGY  (EDUCATION- 
AL TELEVISION)  — 

APRIL:  Cardiopulmonary  resuscitation 
Channel  26:  April  18,  9:05  to  10  p.m. 
Channels  3,  9,  12,  and  13:  April  19, 


10:35  to  11:30  p.m.;  April  23,  2 to 
2:55  p.m. 

IMAY : Coronary  revascularization  sur- 
gery 

Channel  26:  May  16,  9:05  to  10  p.m. 

Channels  3,  9,  12,  and  13:  May  17, 
10:35  to  11:30  p.m.;  May  21,  2 to 
2:55  p.m. 

CORONARY  CARE  UNITS  IN  COIMMUN- 
ITY HOSPITALS  — April  20  and  21, 
1967,  Eppley  Cancer  Institute,  Omaha,  Ne- 
braska. Write  to:  Continuing  Education 
Department,  University  of  Nebraska  Col- 
lege of  Medicine. 

NATIONAL  CONGRESS  ON  ENYTRON- 
MENTAL  HEALTH  MANAGEMENT  — 
Sponsored  by  the  AMA,  Americana  Hotel, 
New  York  City,  April  24-26,  1967. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION, 99th  ANNUAL  SESSION  — May 
1 -4,  1967  inclusive,  Sheraton-Fontenelle 
Hotel,  Omaha,  Nebraska. 

NEBRASKA  RHEUMATISM  ASSOCIA- 
TION — May  11,  1967 ; Eppley  Cancer  In- 
stitute Auditorium,  University  of  Ne- 
braska College  of  IMedicine,  42nd  and 
Dewey,  Omaha,  Nebraska.  All  interested 
physicians  invited  to  attend. 

PROGRAM 

VERNON  G.  WARD,  M.D.,  Presiding 

President,  Nebraska  Rheumatism  Association; 

Assistant  Professor,  Department  of 
Internal  Medicine, 

College  of  Medicine,  University  of  Nebraska 
— MORNING  — 

11:30  Luncheon;  Joint  Meeting  Nebraska 
Rheumatism  Association  with 
Board  of  Trustees  the  Arthritis 
Foundation,  Nebraska  Chapter; 
Conkling  Hall,  University  of  Ne- 
braska, College  of  Medicine. 

— AFTERNOON  — 

1:00  Registration 

1:30  The  Role  of  the  Orthopedic  Surgeon 
in  the  Care  of  the  Rheumatoid  Pa- 
tient, James  R.  Scott-Miller,  M.D., 
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Instructor  in  Orthopedic  Surgery, 
University  of  Nebraska,  College 
of  Medicine,  Omaha,  Nebraska. 

2:00  The  Pathophysiology  of  Osteoporo- 
sis, Robert  Heaney,  M.D.,  Profes- 
sor and  Chairman,  Department  of 
Medicine,  Creighton  University, 
School  of  Medicine,  Omaha,  Ne- 
braska. 

3 :00  Coffee 

3:30  The  Natural  History  and  Implica- 
tions of  Age  Associated  Bone  Loss, 
Richmond  W.  Smith,  Jr.,  M.D., 
Chairman,  Department  of  Medi- 
cine; Head,  Division  of  Endocrin- 
ology, Department  of  Medicine, 
Henry  Ford  Hospital,  Detroit, 
Michigan. 

4:30  Questions  and  Answers 

4:45  Business  Meeting 

CHILDRENS  MEMORIAL  HOSPITAL  SEM- 
INAR— Omaha,  Nebr.  Disorders  of  Grow- 
ing Bone,  May  12-13,  1967.  Victor  McKu- 
sick,  M.D.,  Professor  of  Medicine,  Johns 
Hopkins  School  of  Medicine,  and  David 
Smith,  M.D.,  Associate  Professor  of  Pedi- 
atrics, University  of  Washington  School 
of  Medicine. 

NATIONAL  FIRE  PROTECTION  ASSO- 
CIATION — 71st  annual  meeting;  Boston, 
May  15-19,  1967.  The  address  of  the 
N.F.P.A.  is  60  Batterymarch  Street,  Bos- 
ton, Massachusetts  02110. 

EPILEPSY,  SYNCOPE,  AND  RELATED 
DISORDERS  — May  24,  25,  and  26,  1967 ; 
University  of  Kansas  Medical  Center, 
Kansas  City,  Kansas.  Write  to  Mr. 
Robert  Neth,  Director,  Department  of 
Postgraduate  Education,  University  of 
Kansas  Medical  Center. 

1.  Homemaker  service — 

Members  of  Nebraska  State  Medical  Aux- 
iliary attending  the  midwinter  executive 
board  meeting,  February  18,  1967  in  Kear- 


ney, Nebraska,  were  impressed  with  their 
introduction  to  “Homemaking  Unlimited.” 

This  is  the  name  of  a new  concept  in  the 
education  of  handicapped  or  physically  lim- 
ited persons.  Nebraska  Heart  Association 
and  Extension  Service,  University  of  Ne- 
braska College  of  Agriculture  and  Home  Eco- 
nomics, and  U.  S.  Department  of  Agricul- 
ture, cooperating,  have  produced  a specially 
designed  coach  featuring  kitchen  work  cen- 
ters arranged  for  sitting  to  work,  a bath- 
room unit,  storage  units,  equipment  displays 
especially  designed  for  physically  limited 
homemakers  as  well  as  clothing,  childcare, 
and  nutrition  centers. 

An  attractive,  specially  trained  consultant 
in  homemaker  rehabilitation  drives  and  dis- 
plays the  5-ton  silver  and  blue  bus.  Per- 
sons seeking  help  in  solving  their  problems 
of  living  a useful  life  in  spite  of  physical 
limitations  can  readily  see  before  them  fea- 
tures of  construction  and  equipment  which 
can  be  tailored  to  their  particular  needs. 

Auxiliary  members  find  their  position  as 
doctors’  wives  places  them  in  a unique  posi- 
tion to  locate  persons  in  need  of  consulta- 
tion. Through  cooperation  with  county  home 
agents,  a visit  to  a community  may  be 
planned  and  special  appointments  for  inter- 
ested persons  are  arranged. 

From  a practical  point  of  view,  this  facet 
of  Homemaker  Service  is  ideal  for  the  aux- 
iliary with  a smaller  membership.  Mem- 
bers of  local  auxiliaries  can  serve  as  the 
link  between  residents  of  their  communities 
and  the  skilled  counsel  available  for  the 
asking.  Contact  your  county  agent  today 
and  learn  how  “Homemaking  Unlimited” 
can  become  a fascinating  new  addition  to 
next  year’s  program  plans. 


2.  Newsletter — 

Your  auxiliary  NEWSLETTER  will  not  be 
published  at  this  time.  To  all  our  corre- 
spondents who  were  kind  enough  to  send  in 
news  — many  thanks. 

Our  lives  are  now  automated  and  the  ad- 
dressograph  machine  at  the  state  office  has 
been  torn  down  awaiting  zip  code  numbers. 
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Until  all  the  numbers  are  in  we  shall  be 
forced  to  remain  incommunicado. 


3.  Woman  of  the  year — 

Please  send  in  to  Jo  Smith  your  nomina- 
tions for  “Woman  of  the  Year”  and  names 
of  deceased  members  of  auxiliary  for  the 
memorial  service  at  the  annual  state  meet- 
ing. 

4.  Midwinter  meeting — 

Buffalo  County  Auxiliary  graciously  host- 
ed the  Midwinter  Executive  Board  meeting 
in  Kearney.  Mrs.  Vernon  G.  Ward,  County 
President,  also  State  Community  Service 
Chairman,  arranged  the  visit  of  the  “Home- 
makers Unlimited”  mobile  unit  in  coopera- 
tion with  Mrs.  A.  L.  Smith,  Sr.,  State  Presi- 
dent-Elect. Special  guests  at  the  noon 
luncheon  were  Mrs.  Dan  A.  Nye,  and  Mrs. 
R.  J.  Morgan,  wives  of  the  State  President 
and  President-Elect,  Nebraska  State  Medical 
Association;  Dr.  Lois  Schwab;  Miss  Alice 
Burton,  University  of  Nebraska;  and  Mrs. 
Genevieve  Lawrence,  Buffalo  County  Exten- 
sion Agent. 


Books 

The  Art  of  Predictive  Medicine  (Proceedings  of  a 
Sympo.sium),  compiled  and  edited  by  W.  L. 
Marxer,  M.D.,  and  G.  R.  Cowgill,  Ph.D.  Pub- 
lished December  30,  1966  by  Charles  C.  Thomas 
of  Springfield,  Illinois.  3.58  pages  (bL"  by  9L") 
with  55  illustrations.  Price  $15.75. 

This  book  records  the  proceedings  of  a sym- 
posium on  the  early  detection  of  deteriorative 
trends  in  man.  Twenty-eight  doctors  of  national 
and  international  renown,  representing  almost  as 
many  medical  centers,  took  part  in  this  sjTnposium, 
presenting  papers  and  then  taking  part  in  the 
lively  discussions  that  followed.  Subjects  discussed 
included  the  following: 

a.  The  Biology  of  Aging  (Ralph  W.  Gerard) 

b.  Stresses  in  Relation  to  Disease  (Hans  Selye) 

c.  Studies  of  Stress  Testing  on  Aviation  Per- 
sonnel (A.  E.  Wentz) 

d.  Biochemical  Individuality  (Roger  J.  Williams) 

e.  The  Laboratorv  in  Diagnosis  (Julius  Sendroy, 
Jr.) 

f.  Early  Detection  of  Deteriorative  Trends  in 
the  Cardiovascular  System  (George  C.  Grif- 
fith) 
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g.  Early  Detection  of  Deteriorative  Trends  in 
Pulmonary  Function  (Ulrich  C.  Luft) 

h.  Early  Detection  of  Chronic  Disease  by  Sero- 
logic Sceening  Tests  with  Special  Reference 
to  Cancer  (Charles  M.  Carpenter) 

This  book  is  recommended  to  all  physcians,  medi- 
cal students,  and  paramedical  personnel. 


One  Hundred  Years  of  Medical  Progress  written  by 
L.  P.  Wershub,  M.D.  Published  January  30, 
1967  by  Charles  C.  Thomas  of  Springfield,  Illi- 
nois. 259  pages  (6'4"  by  9(4")  with  42  illustra- 
tions. Price  $6.50. 

This  book  is  a colorful  record  of  the  history  of 
The  New  York  Medical  College,  Flow’er  and  Fifth 
Avenue  Hospitals.  Doctor  Leonard  Paul  Wershub, 
in  addition  to  his  work  as  Professor  of  Urology,  ^ 
has  assumed  the  work  of  the  official  curator  of  • 
medical  memorabilia.  | 

Dedicated  to  the  alumni  and  faculty,  this  volume  | 

deals  with  the  development  of  a small  homeopathic  I 

medical  college  located  at  Twentieth  Street  and  i 
Third  Avenue,  New  York  City,  its  subsequent  moves  ^ 
uptown,  and  its  development  as  a major  medical  i 
center  in  one  of  the  largest  cities  in  the  world. 


Current  Therapy,  1967,  edited  by  Howard  F.  Conn, 
M.D.  Published  in  February,  1967  by  the  W. 
B.  Saunders  Company  of  Philadelphia,  Pennsyl- 
vania. 844  pages  (8"  by  10 G").  Price  $13.50. 

This  book  is  the  nineteenth  in  a series  of  annual 
editions  designed  to  bring  to  the  practicing  physi- 
cian current  and  authoritative  infoiTnation  on  the 
treatment  of  those  diseases  he  is  most  likely  to  en- 
counter in  his  practice.  The  articles  in  this  book 
have  been  written  by  physicians  prominent  in  their 
respective  fields,  and  represent  a balanced  and 
careful  distillation  of  the  vast  amount  of  informa- 
tion available  to  the  therapist  today.  They  give 
in  precise  terms  the  advice  of  these  investigators. 
Selection  has  been  based  on  the  authors’  active  in- 
terest in  the  therapy  of  specific  diseases.  Obsolete 
procedures  are  not  mentioned.  Methods  or  agents 
not  yet  fully  tested  are  so  designated.  More  than 
330  different  specialists  have  contributed  to  this 
extremely  practical  and  authoritative  book. 


Annals  of  Life  Insurance  Medicine,  Volume  3,  edited 
by  a committee  including  Eugene  V.  Higgins, 
M.D.,  and  Harry  E.  Ungerleider,  M.D.  Pub- 
lished March,  1967  by  Springer- Verlag  of  Berlin, 
Heidelberg,  and  New  York  City.  272  pages 
(6 1/2"  by  10")  with  61  illustrations.  Price  $10.50. 

This  book  presents  fifteen  papers  written  by 
internationally  known  authorities.  Included  are  the 
following: 

a.  Antecedents  of  Disease  (Insurance  Mortality 
Experience) 

b.  The  Role  of  the  Electrocardiogram  in  Under- 
writing 

c.  Magnitude  of  Silent  Coronary  Disease 

d.  The  Significance  of  Heart  Size  in  Diagnosis 
and  Prognosis 
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e.  The  Prognosis  of  Chi’onic  Cor  Pulmonale 

f.  Closed  Valvuloplasty  for  Mitral  Stenosis 

g.  The  Stroke  Pathogenesis,  Course,  and  Prog- 
nosis 

h.  The  Significance  of  Asymptomatic  Mild  Inter- 
mittent Proteinuria 

i.  Prognosis  of  Hemorrhagic  Disorders 

j.  Underwriting  Mental  Illness 

k.  The  Long-term  Prognosis  of  Diabetes  Mellitus 

Chronic  Obstructive  Pulmonary  Disease,  A Manual 
for  Physicians.  Published  in  1966  by  the  Na- 
tional Tuberculosis  Association.  83  pages  (6" 
by  9 Vi").  This  book  can  be  obtained  in  single 
copies  at  no  charge. 

The  first  edition  of  this  manual,  entitled  Chronic 
Obstructive  Pulmonary  Emphysema,  was  published 
in  1963.  Like  this  edition,  it  was  prepared  by  a 
Committee  of  the  Oregon  Thoracic  Society.  The 
intent  was  to  summarize  current  concepts  of  the 
definition,  recognition  and  treatment  of  this  im- 
portant and  increasingly  common  disease. 

The  present  edition  was  undertaken  to  correct 
errors  of  omission  and  emphasis  in  the  first  publi- 
cation, as  well  as  to  add  new  material  to  make  this 
book  more  useful. 


Correspondence 

Dear  Doctor  Cole: 

As  a member  of  the  board  of  The  Floyd 
Rogers  Diabetic  Camp,  I would  like  to  re- 
mind the  medical  profession  of  Nebraska 
that  the  camp  will  be  held  this  year  from 
June  11  to  June  24.  This  camp  is  for  dia- 
betic children  from  8 years  of  age  and  up. 
Cost  of  the  camp  is  $100.00  per  camper 
for  the  two  weeks,  but  those  who  are  un- 
able to  pay  the  full  rate  will  be  covered  by 
one  means  or  another  as  they  have  in  the 
past. 

For  further  information  please  contact 
Mr.  Sherman  Poska  at  101  South  20th 
Street,  Omaha,  Nebraska. 

Sincerely, 

Dale  W.  Ebers,  M.D. 

Dear  Doctor  Cole: 

We  would  like  to  ask  your  cooperation  in 
placing  the  following  request  in  the  Ne- 


braska State  Medical  Journal.  Our  hope  is 
to  develop  additional  support  for  physician 
and  nurses  by  training  allied  health  per- 
sonnel, but  we  first  wish  to  know  if  such 
people  could  reasonably  expect  to  find  em- 
ployment opportunity  in  Nebraska. 

Obstetric  Assistant 

The  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Nebraska  College  of 
Medicine,  desires  to  begin  a program  for 
training  “obstetric  assistants,”  primarily 
for  in-hospital  patient  observation  and  care. 
Such  programs  around  the  United  States 
vary  from  one  - two  years  of  training  for 
high  school  graduates  to  a full  college  de- 
gree program  or  beyond.  Responsibilities  of 
such  individuals  likewise  vary  from  patient 
observation  in  labor  and  postpartum  to  de- 
tailed patient  care  during  the  antepartum 
period  and  labor,  assistance  at  delivery,  post- 
partum care  and  patient  education. 

It  is  obvious  that  the  manpower  short- 
age requires  us  to  train  additional  person- 
nel. We  are  most  interested  in  reactions 
to  the  acceptable  level  of  training  and  re- 
sponsibility, and  whether  you  or  your  hos- 
pital would  employ  such  an  individual,  if 
available.  Please  write  your  thoughts  to 
Warren  H.  Pearse,  M.D.,  University  of  Ne- 
braska College  of  Medicine,  42nd  and  Dewey, 
Omaha,  Nebraska  68105. 

Sincerely  yours, 
Warren  H.  Pearse,  M.D., 
Professor  and  Chairman, 
Department  of  Obstetrics 
and  Gynecology 


Quote  Unquote 

I think  it  frets  the  saints  in  heaven  to  see 
How  many  desolate  creatures  on  the  earth 
Have  learnt  the  simple  dues  of  fellowship 
And  social  comfort,  in  a hospital. 

— Elizabeth  Barrett  Browning 

Death  is  the  cure  of  all  diseases. 

— ^Sir  Thomas  Browne 
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Proceedings  of 
Board  of  Councilors 

The  Mid-Winter  Meeting  of  the  Board  of  Coun- 
cilors was  held  at  the  Holiday  Inn,  Kearney,  Ne- 
braska, on  Febi-uary  17,  1967.  Members  present 
were  Drs.  Leroy  W.  Lee,  Omaha;  John  T.  McGreer, 
Jr.,  Lincoln;  Wm.  V.  Glenn,  Falls  City;  J.  T.  Keown, 
Pender;  H.  D.  Kuper,  Columbus;  C.  L.  Anderson, 
Stromsburg;  Chas.  F.  Ashby,  Geneva;  Rex  Wilson, 
O’Neill;  Harold  V.  Smith,  Kearney;  L.  S.  McNeill, 
Hastings,  and  C.  J.  Cornelius,  Sidney. 

The  meeting  was  called  to  order  by  Kenneth  Neff, 
Executive  Secretary,  in  the  absence  of  a Chairman 
of  the  Board  of  Councilors.  Nominations  for  a 
Chairman  of  the  Board  of  Councilors  was  called 
for,  and  Dr.  Lee  nominated  Dr.  L.  S.  McNeill. 
There  being  no  further  nominations,  it  was  moved, 
seconded  and  carried  that  the  nominations  be  closed 
and  an  unanimous  ballot  be  cast  for  Dr.  McNeill 
as  Chairman. 

The  Chairman  called  for  nominations  for  Secre- 
tary of  the  Board  of  Councilors.  Dr.  C.  L.  Ander- 
son was  nominated,  and  there  being  no  further 
nominations,  it  was  moved  that  the  nominations 
be  closed  and  an  unanimous  ballot  be  cast  for  Dr. 
Anderson.  This  was  approved  by  the  Board  of 
Councilors. 

Dr.  McNeill  called  for  the  approval  of  the  minutes 
of  the  Board  of  Councilors  of  the  1966  Annual 
Session,  as  printed  in  the  August,  1966  State  Medi- 
cal Journal.  It  was  moved  and  seconded  that 
these  be  approved  as  printed,  and  the  motion  car- 
ried. 

Dr.  McNeill  called  for  oral  reports,  and  Dr.  J. 
P.  Gilligan,  Chaii-man  of  the  Medicolegal  Advice 
Committee,  and  Dr.  Paul  Bancroft,  Chairman  of 
the  Council  on  Professional  Ethics,  reported  on 
the  activities  of  their  committees  during  the  past 
year.  The  Chairmen  of  these  two  committees  have 
met  with  members  of  the  legal  profession  during 
the  past  year  in  an  effort  to  solve  some  of  the 
medicolegal  problems.  These  Chairmen  felt  that 
if  they  might  be  allowed  to  call  in  men  in  the 
special  fields  to  advise  and  help  them  with  prob- 
lems which  involve  a special  field  of  medicine, 
it  would  be  most  helpful.  Following  considerable 
discussion,  it  was  moved  that  this  matter  be  tabled 
until  after  lunch  in  order  that  it  might  be  studied 
further. 

Dr.  Lee  presented  a proposal  on  distribution  of 
fees  for  patients  under  Title  XVIII  and  XIX,  which 
was  based  on  the  advice  of  the  Professional  Fees 
Committee  of  the  University  of  Nebraska.  Dr. 
Lee  stated  that  this  proposal  would  have  to  go 
to  the  Chancellor  and  the  Board  of  Regents  for  their 
approval.  Following  discussion,  it  was  moved  and 
seconded  to  accept  this  report  as  written.  The 
motion  carried. 

Dr.  Nye  stated  that  the  Association  had  received 
a request  from  the  State  Health  Department,  Health 
Mobilization,  for  assistance  in  obtaining  regional 
directors  in  the  eight  regions  of  the  state.  Dr. 
Nye  then  introduced  Mr.  Milton  Parker  of  this 
office  to  explain  this  further  to  the  Board  of  Coun- 
cilors. Mr.  Parker  stated  that  they  would  like 
two  men  selected,  one  as  the  director  and  the  other 


as  his  alternate  for  each  of  the  eight  regions, 
and  it  was  thought  that  possibly  these  could  be 
selected  by  or  through  the  District  Councilors. 
Following  discussion,  it  was  moved  by  Dr.  Ashby 
that  the  Councilors  take  the  responsibility  of  ap- 
pointing these  directors  or  to  seiwe  in  this  capacity 
themselves  if  need  be.  This  was  seconded  and  car- 
ried. 

Dr.  Anderson  was  granted  permission  of  the 
floor  and  moved  that  the  Medicolegal  Advice  Com- 
mittee and  the  Council  on  Professional  Ethics 
meet  and  bring  back  their  proposals  on  medicolegal 
subjects  concerning  a set  of  guidelines  for  co- 
operation between  medicine  and  the  legal  profes- 
sion at  the  Annual  Session  meeting.  This  was 
seconded  and  carried. 

The  Chairmen  stated  the  next  order  of  business 
would  be  the  consideration  of  the  reports  which 
were  in  the  Handbook. 

The  repoid  of  the  Auditor  was  considered  and 
approved. 

The  report  of  the  Board  of  Trustees  was  con- 
sidered, and  Dr.  Nye  stated  that  this  report  did 
not  contain  a report  of  the  $6,000  contribution  of 
the  Nebraska  State  Medical  Association  to  the 
Centennial  Health  Fair,  and  he  felt  that  there 
should  be  a supplementary  report  to  include  this. 
It  was  moved  by  Dr.  McNeill  that  a supplementaiy 
report  be  obtained  covering  this  grant  to  the  Cen- 
tennial Health  Fair.  This  was  seconded  and  carried. 

The  reports  of  the  Aging  Committee  and  the 
Blood  and  Blood  Products  Committee  were  consid- 
ered and  approved. 

The  report  of  the  Civil  Defense  Committee  was 
considered.  It  was  pointed  out  that  this  report 
contained  a request  for  help  from  the  Board  of 
Councilors.  Dr.  Lee  moved  that  Dr.  Russell  Brauer, 
the  new  Chairman  of  this  committee,  be  asked  for 
a table  of  organization  of  the  Civil  Defense  and 
Disaster  Committee  for  study  at  the  Annual  Ses- 
sion meeting.  This  was  seconded  and  carried. 

The  reports  of  the  Continuing  Committee  on 
Medical  Practice  and  the  Diabetes  Committee  were 
considered  and  approved. 

The  report  of  the  Committee  on  Health  Educa- 
tion in  Schools  and  Colleges  was  considered,  and 
Dr.  H.  V.  Smith,  a member  of  the  committee,  ex- 
plained the  recommended  survey  of  school  health 
program  and  services.  Dr.  Smith  stated  that  this 
committee  would  like  to  request  each  Councilor 
be  made  responsible  (either  the  Councilor  himself 
or  find  someone  else)  to  interview  the  school  super- 
intendents of  two  schools  in  his  District,  prefer- 
ably of  two  different  sizes.  He  stated  that  the 
forms  and  material  will  be  supplied  to  the  Coun- 
cilors and  would  suggest  that  this  be  done  in  May 
before  the  end  of  the  school  year.  Following  dis- 
cussion, it  was  moved  and  seconded  to  accept  the 
report  of  this  committee,  along  with  this  request. 
The  motion  carried. 

Upon  reconvening  following  lunch,  the  report  of 
the  Maternal  and  Child  Health  Committee  was 
considered.  Considerable  discussion  followed  re- 
garding the  first  Paragraph  on  Page  57,  of  this 
report  regarding  proposed  legislation  on  examina- 
tion of  school  children  and  legislation  on  immuniza- 
tions. It  was  felt  that  this  paragraph  should  be 
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reworded.  It  was  moved  that  the  Board  of  Coun- 
cilors recommend  that  the  Reference  Committee  of 
the  House  of  Delegates  which  will  consider  this 
report,  give  this  paragraph  reconsideration  as  to 
certain  revisions.  This  was  seconded  and  carried. 

The  reports  of  the  Medical  Education  Committee, 
Medicine  and  Religion  Committee,  Mental  Health 
and  Mental  Retardation  Committee,  Occupational 
and  Industrial  Health  Committee  and  the  Planning 
Committee  were  considered  and  approved. 

The  repoi’t  of  the  Policy  Committee  was  consid- 
ered, and  Dr.  Nye,  Chairman,  asked  the  Councilors 
for  their  endorsement  of  the  addendum  to  the 
Nebraska  Medical  Service  section  of  this  report. 
It  was  moved  and  seconded  to  accept  the  report 
of  the  Policy  Committee  along  with  the  addendum 
repoid;.  This  was  carried. 

Discussion  followed  relative  to  the  Utilization  Re- 
view Committees,  and  the  Chairman  asked  each 
Councilor  to  report  the  establishment  of  these  com- 
mittees in  their  Districts. 

The  report  of  the  Prepayment  Medical  Care  Com- 
mittee was  considered  and  accepted. 

The  report  of  the  Public  Health  Committee  was 
considered,  and  discussion  followed  in  regard  to 
Paragraph  3,  Page  38,  of  this  report,  regarding 
compulsory  immunization  of  school  children.  It 
was  moved  that  this  paragraph  be  deleted  from 
this  report,  and  that  the  report  be  accepted  as 
amended.  This  was  seconded  and  carried. 

The  reports  of  the  Relative  Value  Study  Commit- 
tee and  the  Rural  Medical  Seiwice  Committee  were 
considered  and  approved. 

The  report  of  the  Sub-Committee  on  Athletic 
Injuries  was  considered.  Dr.  McNeill  read  an  ad- 
dendum to  this  report  which  did  not  appear  in  the 
Handbook.  It  was  moved  and  seconded  to  accept 
the  report  of  this  committee  and  the  addendum  re- 
port. The  motion  carried. 

The  reports  of  the  Traffic  Safety  Committee, 
Tuberculosis  and  Other  Respiratory  Diseases  Com- 
mittee, Delegate  to  the  A.M.A.,  Delegate  to  the 
North  Central  Medical  Conference,  Editor,  and  the 
Executive  Secretary  were  considered  and  approved. 

Mr.  Neff  was  asked  to  give  a brief  report  on 
the  current  legislation  which  concerned  medicine. 

Dr.  Anderson  recommended  that  the  Nebraska 
State  Medical  Association  extend  their  thanks  and 
commendation  to  the  Board  of  Medical  Examiners 
and  the  Deans  of  the  two  medical  schools  which 
conducted  the  inspection  of  the  Schools  of  Osteo- 
pathy. Members  of  the  team  making  this  inspec- 
tion were  Drs.  Willis  Wright,  Omaha;  Dan  A. 
Nye,  Kearney;  Leo  Heywood,  Omaha;  Frank  Tan- 
ner, Lincoln;  and  Hiram  Hilton,  Lincoln,  members 
of  the  Board  of  Medical  Examiners;  and  Drs.  Rich- 
ard Egan  of  Creighton  University;  J.  P.  Tollman 
and  Warren  Pearse  of  the  University  of  Nebraska. 
This  recommendation  was  approved  by  the  Board 
of  Councilors. 

The  following  requests  for  Life  Membership  were 
approved:  Drs.  A.  W.  Anderson,  Ingleside;  Carl 

Gouldman,  Ingleside;  George  Pinney,  Hastings;  E. 
K.  Steenburg,  Washington,  D.C.;  E.  C.  Hanisch, 
St.  Paul;  J.  S.  Bell,  York;  Ray  S.  Wycoff,  Lexing- 
ton; Sherwood  Larson,  Crete;  and  Charles  F.  Heider, 
Sr.,  North  Platte. 


The  following  50-Year  Men  were  approved:  Drs. 
William  Wildhaber,  Beatrice;  Paul  J.  Hermsen, 
Harvard;  H.  C.  Hansen,  Kearney;  V.  S.  Barkey, 
Lincoln;  J.  Calvin  Davis,  Omaha;  M.  E.  Grier, 
Omaha,  and  J.  A.  Johnson,  Omaha. 

Dr.  Nutzman,  Speaker  of  the  House  of  Delegates, 
asked  the  Board  of  Councilors  for  their  approval 
to  bring  to  the  House  of  Delegates  certain  por- 
tions of  these  Councilor  minutes  in  their  Executive 
Session.  This  approval  was  given  by  the  Coun- 
cilors. 

It  was  suggested  that  the  report  of  the  inspection 
of  the  Schools  of  Osteopathy  be  made  available 
to  all  members  of  the  Association.  However,  it 
was  pointed  out  that  this  was  quite  a large  report 
and  the  cost  of  printing  this  for  all  members 
would  be  considerable.  It  was  suggested  that  it 
might  be  reproduced  in  a condensed  form.  Follow- 
ing discussion,  it  was  moved  and  seconded  that  a 
recommendation  be  given  to  the  House  of  Dele- 
gates for  their  decision  on  disseminating  this  in- 
formation to  the  members  of  the  Association. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

HOUSE  OF  DELEGATES 
February  18  and  19,  1967 

Sat.  Sun. 

Feb.  18  Feb.  19 


ADAMS— 

Chas.  Landgraf,  Jr..  Hastings  (D)  P P 

George  Hoffmeister,  Hastings  (A)  

ANTELOPE— 

Dwaine  J.  Peetz,  Neligh  (D)  P P 

F.  C.  McCIanahan,  Jr.,  Neligh  (A)  

BOONE— 

Roy  J.  Smith,  Albion  (D)  P P 

Wm.  Reeder,  Cedar  Rapids  (A)  

BOX  BUTTE- 

J.  J.  Ruffing,  Hemingford  (D)  P 

D.  E.  Wilkinson,  Alliance  (A)  

BUFFALO— 

L.  C.  Steffens,  Kearney  (D)  P P 


F.  L.  Richards,  Kearney  (A)  

BURT— 

Arnold  J.  Mullmann,  Oakland  (D) 


Robert  V.  Radin,  Lyons  (A)  

BUTLER— 

L.  J.  Ekeler,  David  City  (D)  

J.  E.  Kaufmann,  David  City  (A)  P 

CASS— 

R.  R.  Andersen,  Nehawka  (D)  P P 

CHEYENNE-KIMBALL-DEUEI^ 

C.  B.  Dorwart,  Sidney  (D)  

C.  J.  Cornelius,  Sidney  (A)  P P 

CLAY— 

H.  V.  Nuss,  Sutton  (D)  P 


COLFAX— 

CUMING— 

CUSTER— 

DAWSON— 


P.  B.  Olsson,  Lexington  ID)  P P 

Victor  Norall,  Lexington  (A)  

DODGE— 

Robert  M.  Sorensen.  Fremont  ID)  P P 


F.  Thomas  Waring,  Fremont  (A) 
FILLMORE— 

V.  S.  Lynn,  Geneva  (D)  

A.  A.  Ashby,  Geneva  (A)  

FIVE  COUNTY— 

Robert  Benthack,  Wayne  (D)  


John  Keown.  Pender  (A)  P p 

Wm.  Reynolds.  So.  Sioux  City  (D)  P 


C.  M.  Coe,  Wakefield  (A)  

Henry  Billerbeck,  Randolph  (D) 


C.  J.  Vlach,  Hartington  (A)  

FOUR  COUNTY— 

Roy  Cram,  Burwell  (D)  

O.  W.  Miller,  Ord  (A)  p p 

FRANKLIN— 

W.  A.  Doering,  Franklin  (D)  P p 

GAGEL- 

H.  F.  Elias,  Beatrice  (D)  P p 

J.  D.  Chapp,  Beatrice  (A)  


April,  1967 


173 


GARDEN-KEITH-PERKINS— 

Willard  G.  Seng,  Oshkosh  (D)  P P 

E.  Colglazier,  Grant  (A)  

HALI^ 

Warren  Bosley,  Grand  Island  (D)  P P 

Richard  DeMay,  Grand  Island  (A)  

HAMILTON— 

H.  G.  Steenlnirg.  Aurora  (D)  P _ P 

J.  M.  Woodard,  Aurora  (A)  

HARLAN— 

J.  S.  Long,  Alma  (D)  P P 

Wm.  J.  Simic,  Alma  (A)  

HOLT  AND  NORTHWEST 

James  E.  Ramsey,  Atkinson  (D)  P P 


Richard  Serbousek,  Atkinson  (A) 
HOWARD 

R.  W.  Hanisch,  St.  Paul  (D)  

R.  G.  Hanisch.  St.  Paul  (A)  

JEFFERSON— 


K.  J.  Kenney.  Fairbury  (D)  P P 

W.  P.  Yoachims,  Fairburj'  (A)  

JOHNSON— 

KNOX— 

R.  L.  Tollefson.  Wausa  (D)  

Stanley  Neil,  Niobrara  (A)  P P 

LANCASTER— 

A.  L.  Smith.  Lincoln  (Dl  P P 

F.  H.  Hathaway,  Lincoln  (A)  

F.  H.  Tanner,  Lincoln  (D)  P P 

G.  E.  Lewis,  Jr..  Lincoln  (A)  

L.  J.  Gogela,  Lincoln  (D)  P P 

R.  F.  Statton,  Lincoln  (A)  

B.  F.  Wendt,  Lincoln  (D)  P P 

Paul  Goetowski,  Lincoln  (A)  

H.  L,  Papenfuss,  Lincoln  (D)  P P 

Donald  Matthews,  Lincoln  (A)  

LINCOLN— 

Bruce  F.  Claussen,  North  Platte  (D)  P P 

G.  E.  Sawyers,  North  Platte  (A)  

MADISON— 

J.  H.  Dunlap.  Norfolk  (D)  P P 


J.  D.  Pollack,  Norfolk  (A)  

NEMAHA— 

P.  M.  Scott.  Auburn  (D)  

John  H.  Krickbaum.  Auburn  (A) 


NORTHWEST  NEBRASKA— 

A.  J.  Alderman.  Chadron  ( D ) P P 

S.  A.  Serbousek,  Chadron  (A)  

NUCKOLLS— 

T C.  Kiekhaefer.  Superior  (Dl  P P 

Robert  Howe,  Nelson  (A)  

OMAHA-DOUGLAS— 

W.  J.  McMartin,  Omaha  (D)  P P 

G.  C.  Schreiner.  Omaha  (A)  

G.  B.  McMurtrey,  Omaha  ID)  P P 

Wm.  C.  Jensen,  Omaha  (A)  

Maurice  Stoner.  Omaha  (D)  

J.  Whitney  Kelley,  Omaha  (A)  P P 

Dwight  Burney,  Jr.,  Omaha  (D)  P P 

Joseph  A.  Pleiss,  Omaha  (A)  

Thomas  J.  Gurnett.  Omaha  (D)  

J.  J.  O’Neil.  Omaha  (A)  P 

Arnold  Lempka,  Omaha  (D)  P 

J.  J.  Grier,  Omaha  (A1  

Richard  Egan.  Omaha  (D)  

W.  E.  Kelley,  Omaha  (A)  P P 

John  D.  Coe.  Omaha  (Dj  

Jerry  X.  Tamisiea,  Omaha  (A)  P P 

T.  T.  Smith,  Omaha  (D)  P P 

S.  M.  Truhlsen,  Omaha  (A1  

C.  A.  McWhorter.  Omaha  (D)  P P 

A.  W.  Abts.  Omaha  (A)  

OTOE— 

T.  L.  Weekes,  Nebraska  City  (D)  P P 

C.  J.  Formanack,  Syracuse  (A)  

PAWNEE— 

H.  C.  Stewart.  Pawnee  City  (D|  


A.  B.  Anderson,  Pawnee  City  (A)  

PHELPS— 

H.  A.  McConahay,  Holdrege  (D)  P P 

Walter  Reiner,  Holdrege  (A)  

PIERCE— 

W.  I.  Devers,  Pierce  (D)  

A.  E.  Mailliard.  Osmond  (A)  

PLATTE— 


Robert  Burns,  Columbus  (D)  P P 

Herbert  D.  Kuper,  Columbus  (A)  

POLK 

C.  L.  Anderson.  Stromsburg  (D)  P P 

R.  Bierbower,  Shelby  (A)  

RICHARDSON— 

Robert  Heins.  Falls  City  (D)  P P 

Robert  Burghart,  Falls  City  (A)  

SALINE— 

V.  F.  Colon.  Friend  (Dl  P 

Clarence  Zimmer,  Friend  (A1  __ — 


SAUNDERS— 

E.  J.  Hinrichs,  Wahoo  (Dl  

S.  E.  Wallace.  Wahoo  (A1  

SCOTTS  BLUFF— 

Edwin  J.  Loeffel.  Mitchell  (D|  

Carl  Frank,  Scottsbluff  (A1  P p 

SEWARD— 

W.  Ray  Hill,  Seward  (Dl  P p 

R.  W.  Herpolsheimer,  Seward  (A1  

SOUTHWEST  NEBRASKA— 

R.  D.  Mason,  McCook  (Dl  p 


J.  L.  Batty,  McCook  (A|  . 
THAYER— 

L.  G.  Bunting,  Hebron  (Dl 
R.  E.  Penny,  Hebron  (Al  _ 


WASHINGTON— 

R.  F.  Sievers,  Blair  (Dl  P p 

C.  D.  Howard,  Blair  (Al  

YORK— 

R.  E.  Harry,  York  (D)  P p 


Harold  Friesen,  Henderson  (Al  

Proceedings  of  the  House 
of  Delegates 

February  18,  1967 

The  first  session  of  the  Mid-Winter  Meeting  of 
the  House  of  Delegates  was  held  in  Kearney,  Ne- 
braska at  the  Holiday  Inn  on  February  18,  1967. 
The  meeting  was  called  to  order  by  Dr.  Wm.  Nutz- 
man,  Speaker  of  the  House  of  Delegates. 

The  report  of  the  Credentials  Committee  showed 
that  50  delegates  were  present,  and  the  House  was 
declared  in  session.  The  House  was  informed  by 
the  Credentials  Committee  that  Dr.  Carl  Frank 
of  Scottsbluff  had  not  been  certified  by  the  Scotts 
Bluff  County  Medical  Society  prior  to  this  meet- 
ing and  would  need  to  be  seated  by  the  House  of 
Delegates.  The  House  approved  the  seating  of 
Dr.  Frank  as  Delegate  for  the  Scotts  Bluff  County 
Medical  Society. 

Following  the  introduction  of  visitors  to  the 
House  by  Dr.  Nye,  the  Speaker  called  for  approval 
of  the  minutes  of  the  Annual  Session  meeting  of 
the  House  of  Delegates  as  published  in  the  July, 
1966  issue  of  the  Nebraska  State  Medical  Journal. 
There  being  no  objection  from  members  of  the 
House,  these  minutes  were  declared  approved  as 
published. 

At  this  point,  the  House  was  declared  in  Executive 
Session. 

Following  adjournment  of  the  Executive  Session, 
Dr.  Robert  Morgan,  President-Elect  was  asked  to 
read  the  committee  appointments  which  will  be- 
come effective  in  May,  1967. 

The  Speaker  stated  that  at  the  1966  meeting  of 
the  Officers  Conference  in  Kearney  in  September, 
a progress  report  had  been  presented  by  the 
three  carriers  under  the  Medicare  program,  and 
that  the  officers  felt  that  a similar  repoi’t  should 
be  made  to  the  House  of  Delegates.  He  then 
introduced  Mr.  Leo  Bolin  of  Blue  Cross-Blue  Shield, 
representing  Part  A of  Medicare;  Mr.  Ben  Patter- 
son of  Mutual  of  Omaha,  representing  the  carrier 
for  Part  B;  and  Mr.  Clinton  Belknap,  the  new  Di- 
rector of  the  Division  of  Welfare,  for  Title  XVIII 
and  XIX  portion  of  the  welfare  program. 

Following  the  presentation  of  each  carrier,  the 
members  of  the  House  of  Delegates  had  the  oppor- 
tunity to  ask  questions  of  the  panelists. 

Dr.  Landgraf  was  granted  permission  of  the 
floor  and  moved  that  the  matter  of  certification  re- 
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quirements  of  the  Medicare  Act  be  referred  to  the 
Policy  Committee,  and  that  this  committee  report 
its  recommendations  for  action  at  the  next  meet- 
ing. This  was  seconded  and  carried. 

There  was  discussion  relative  to  fees  allowed 
under  the  Medicare  program,  and  Dr.  Nye  stated 
that  he  felt  that  the  carriers  should  be  encouraged 
to  not  categorize  fees  as  to  specialty  or  area  in 
the  state,  but  that  usual  and  customary  fees  should 
be  used. 

Dr.  Nutzman  stated  that  because  of  the  admin- 
istrative and  organizational  problems  facing  medi- 
cine in  tooling  up  for  the  Medicare  program  and 
the  concern  in  the  area  of  establishing  Utilization 
Review  Committees  in  hospitals  and  extended  care 
facilities,  representatives  of  Region  VI  of  the  Social 
Security  Division  in  Kansas  City  had  been  asked 
to  be  present  at  this  meeting  to  answer  some  of  the 
questions  which  are  of  interest  to  medicine. 

Dr.  Earl  Rogers,  Director  of  the  State  Depart- 
ment of  Health  and  also  Director  of  the  Medicare 
Division  in  Nebraska,  was  asked  for  a brief  re- 
port prior  to  the  presentation  of  the  Social  Security 
representatives.  Following  Dr.  Rogers’  remarks 
pertaining  to  the  Medicare  and  Extended  Care 
Facility  Program  in  the  State  of  Nebraska,  he 
introduced  Dr.  Carl  D.  Siegel,  Medical  Director  of 
the  Public  Health  Service,  and  Mr.  Roy  Marquardt, 
Regional  Representative  of  the  Social  Security  Ad- 
ministration. 

Dr.  Nutzman  then  called  for  brief  reports  from 
the  Deans  of  the  two  medical  schools,  and  these 
were  presented  by  Dr.  Joseph  Holthaus,  Assistant 
Dean  of  the  Creighton  University  School  of  Medi- 
cine, and  Dr.  Cecil  Wittson,  Dean  of  the  University 
of  Nebraska  College  of  Medicine. 

Dr.  Holthaus  was  asked  to  give  a brief  report  on 
the  Regional  Medical  Program  for  Heart,  Cancer 
and  Stroke.  He  stated  that  the  Nebraska  State 
Medical  Association  had  assumed  a leadership  role 
in  implementing  this  which  had  resulted  in  the 
approval  of  a two-year  grant  to  the  Association 
for  Nebraska  and  South  Dakota.  He  further 
cited  the  activities  of  Nebraska  and  South  Dakota 
in  organizing  their  separate  advisory  committees 
to  make  recommendations  for  this  project.  He 
stressed  the  fact  that  this  program  did  not  pro- 
vide for  brick  and  mortar  funds,  but  will  be  pri- 
marily designed  and  directed  for  determining  the 
physicians’  needs  in  these  three  categories.  He 
further  indicated  that  the  success  of  this  program 
would  need  the  cooperation  of  each  individual  physi- 
cian in  the  State  of  Nebraska  and  that  the  program 
was  one  of  determining  the  needs  from  the  grass 
roots  up  and  not  from  the  top  down  to  the  grass 
roots. 

The  Speaker  then  read  appointments  to  the  Refer- 
ence Committees  and  these  were  approved  by  the 
House.  The  assignment  of  the  reports  which  ap- 
peared in  the  Delegates  Handbook  were  also 
read. 

Resolutions  from  the  floor  were  called  for  and  the 
following  were  presented: 

Resolution  No.  3 — Dr.  L.  C.  Steffens,  Buffalo 
County  Medical  Society  — Relative  to  allowing  pro- 
fessional practice  through  incorporation.  This  was 
referred  to  Reference  Committee  No.  1. 


Resolution  No.  4 — Dr.  Otis  Miller,  Four  Coun- 
ty Medical  Society  — Relative  to  the  removal  of 
vendor  payment.  This  was  referred  to  Reference 
Committee  No.  6. 

Resolution  No.  5 — Dr.  Clarence  McWhorter, 

Omaha-Douglas  County  Medical  Society  — Relative 
to  the  change  in  the  A.M.A.  Code  of  Ethics.  This 
was  referred  to  Reference  Committee  No.  3. 

Resolution  No.  6 — Dr.  Clarence  McWhorter, 

Omaha-Douglas  County  Medical  Society  — Relative 
to  action  on  laboratories.  This  was  referred  to 
Reference  Committee  No.  1. 

Resolution  No.  7 — Dr.  Clarence  McWhorter, 

Omaha-Douglas  County  Medical  Society  — Relative 
to  physician  distribution.  This  was  referred  to 

Reference  Committee  No.  3. 

Resolution  No.  8 — Dr.  James  Ramsey,  Holt  and 
Northwest  County  Medical  Society  — Relative  to 
medical  schools  revising  curriculum  toward  General 
Practice.  This  was  referred  to  Reference  Commit- 
tee No.  2.  The  resolution  read  as  follows: 

RESOLVED  that  the  University  of  Nebraska 
be  commended  and  encouraged  in  its  existing 
programs  for  the  training  of  general  physi- 
cians, and 

BE  IT  FURTHER  RESOLVED  that  Creigh- 
ton be  encouraged  to  promote  a preceptor  pro- 
gram and  any  other  measures  to  encourage 
students  to  enter  the  field  of  general  medicine. 

Attention  was  called  to  the  report  of  the  Ne- 
braska Medical  Foundation  which  had  been  handed 
to  the  delegates;  and  Dr.  H.  V.  Smith  presented  a 
check  to  Dr.  R.  F.  Sievers,  President  of  the  Foun- 
dation, in  the  amount  of  $700  from  the  Buffalo 
County  Medical  Society. 

There  being  no  further  business,  the  meeting 
was  adjourned  until  Sunday  at  9:30  a.m. 


February  19,  1967 

The  second  session  of  the  Mid-Winter  Meeting 
of  the  House  of  Delegates  was  called  to  order  by 
Dr.  McFadden,  Vice  Speaker,  at  9:30  a.m.  on 
Sunday,  Februaiy  19,  1967. 

The  report  of  the  Credentials  Committee  showed 
that  46  members  of  the  House  were  present,  and 
the  meeting  was  declared  in  session. 

Dr.  McFadden  informed  the  House  that  minutes 
of  the  first  session  and  reports  of  the  Reference 
Committees  to  be  considered  in  Executive  Session 
would  be  taken  up  at  this  time,  and  the  remainder 
of  the  minutes  and  committee  reports  would  be 
considered  following  adjournment  of  the  Executive 
Session. 

Following  the  reading  of  the  minutes  designated 
for  open  session,  corrections  were  made,  and  these 
minutes  were  approved  as  corrected  by  the  House. 

The  Vice  Speaker  then  called  for  reports  of  the 
Reference  Committees,  and  the  following  reports 
were  presented  to  the  House  of  Delegates: 

Reference  Committee  No.  1 

Dr.  Clarence  McWhorter,  Chairman.  Other  mem- 
bers of  this  Reference  Committee  were  Drs.  Bruce 
Claussen  and  A.  J.  Alderman. 
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The  Reference  Committee  recommends  the  ap- 
proval of  the  Audit  of  the  State  Medical  Associa- 
tion audited  by  Dana  F.  Cole  and  Company. 

MR.  SPEAKER,  I MO\^  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House  of  Delegates. 

The  Reference  Committee  recommends  the  ap- 
proval of  the  Report  of  the  Committee  on  Aging. 
It  wishes  to  call  to  the  House  of  Delegates’  atten- 
tion that: 

1.  The  very  selective  and  expensive  existing 
program  of  training  personnel  for  Nursing 
Home  use  of  the  Nebraska  State  Govem- 
ment. 

2.  To  emphasize  the  last  paragraph  of  Page 
31,  of  the  Report  which  says,  “We  suggest 
that  a complete  training  program  be  de- 
vised covering  all  aspects  of  nursing  home 
care.  This  program  should  then  be  put 
on  sound  tape  which  can  be  shown  in  many 
communities  at  a fraction  of  the  cost,  and 
reach  the  maximum  number  of  people. 
Training  must  be  aimed  at  all  personnel 
from  the  administration  down.” 

MR.  SPEAKER,  I MO\’E  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

The  Reference  Committee  recommends  the  ap- 
proval of  the  Report  of  the  Committee  on  Blood 
and  Blood  Products,  emphasizing  that  the  recom- 
mendations and  the  support  of  LB  699  be  a con- 
tinuing support  from  all  physicians  and  including 
the  State  Medical  Association  as  well  as  the  Ne- 
braska Association  of  Pathologists  and  other  small 
groups. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

The  Reference  Committee  recommends  the  ap- 
proval of  the  Report  of  the  Civil  Defense  Commit- 
tee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  THE  REPORT.  This  was 

approved  by  the  House  of  Delegates. 

The  Reference  Committee  recommends  the  tabling 
of  the  Resolution  No.  3 which  reads  as  follows: 

WHEREAS,  there  presently  exists  discrimin- 
ation in  methods  of  taxation  of  professional 
people  relating  to  retirement  funds,  and 

WHEREAS,  this  discrimination  extends  to 
the  employees  of  these  professional  people  as 
employers,  and 

WHEREAS,  their  pei-petuity  and  orderly  pro- 
gression of  an  organization  can  best  be  ac- 
complished through  a central  governing  body, 
elected  by  members  of  the  organization,  and 

WHEREAS,  remedy  of  these  conditions  can 
be  accomplished  through  a corporation  form 
of  organization,  now 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Buffalo  County  Medical  Society  go  on  record 
as  actively  cooperating  with  other  professional 
organizations  to  the  end,  that  the  Legislature 
of  the  State  of  Nebraska  adopt  a law  to  allow 
the  professional  people  of  the  State  of  Ne- 


braska to  practice  their  professions  through 
Professions  Seiwice  Corporations  similar  to 
laws  existing  in  many  surrounding  states. 

MR.  SPEAKER,  since  this  resolution  has  brought 
implications  concerning  the  coi'porate  practice  of 
medicine  and  since  at  the  present  time  we  do  not 
have  definite  legal  counsel  on  this  matter,  we  move 
that  the  problem  proposed  in  the  resolution  be  re- 
ferred to  a proper  committee  and  reported  to  the 
House  at  its  next  session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE 
NO.  1 AS  A WHOLE.  This  was  approved  by  the 
House  of  Delegates. 

Dr.  Steffens  stated  that  he  didn’t  want  to  be 
critical,  but  that  he  hoped  that  when  legal  advice 
was  sought,  it  would  be  a group  or  individual  who 
had  thoroughly  investigated  the  problem  as  the  cor- 
porate practice  of  medicine  is  a very  specialized 
Held  and  there  were  not  too  many  lawyers  who 
had  become  interested  in  this.  He  said  there  were 
lawyers  available  in  the  State  of  Nebraska  that 
knew  a great  deal  about  this  and  he  hoped  that 
some  of  these  men  would  be  consulted. 

Dr.  Nye  said  that  he  knew  that  Dr.  Steffens  had 
sought  legal  counsel  on  this  and  had  had  a different 
version  from  that  of  the  attorney  for  the  State 
Medical  Association,  and  suggested  that  possibly 
a separate  committee  be  appointed  to  consider  this, 
using  not  one  but  maybe  two  or  three  lawyers. 

Reference  Committee  No.  2 

Dr.  B.  Wendt,  Chairman.  Other  members  of  this 
Reference  Committee  were  Drs.  Dwaine  Peetz  and 
P.  B.  Olsson. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Board  of  Trustees  as 
carried  on  Pages  24  and  25  of  the  Handbook,  and 
the  addendum  report  on  the  Centennial  Health  Fair. 

MR.  SPEAKER,  I MO\^  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  recommends  the  approval  of  the 
report  of  the  Continuing  Committee  on  Medical 
Practice  printed  on  Page  47  of  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Diabetes  Committee 
as  printed  on  Page  32  of  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  recommends  approval  of  the 
report  of  the  Committee  on  Health  Education  in 
Schools  and  Colleges,  as  printed  on  Page  35  of 
the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Reference  Committee  recommends  the  ac- 
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ceptance  of  Resolution  No.  7,  as  presented  by  the 
Omaha-Douglas  County  Medical  Society  as  follows: 

WHEREAS,  a previous  sui-vey  by  the  Ne- 
braska State  Medical  Association  revealed  that 
the  ratio  of  physicians  to  population  was  below 
the  national  average  particulaidy  outside  the 
Lincoln-Omaha  area; 

WHEREAS,  there  is  concern  about  the  pres- 
ent blueprint  in  correcting  this  deficiency  in 
Nebraska; 

WHEREAS,  the  implementation  of  the  re- 
ports of  the  Ad  Hoc  Committee  of  the  Council 
on  Medical  Education  of  the  A.M.A.  and  the 
Minis  Report  will  probably  have  a deleterious 
effect  in  correcting  deficiencies  demonstrated 
by  the  previous  suiwey; 

THEREFORE,  BE  IT  RESOLVED  that  the 
Nebraska  State  Medical  Association  update 
the  previous  survey  and  extend  it  to  include 
all  pertinent  factors  which  will  lead  to  a com- 
prehensive analysis  of  the  present  status  of 
physicians  in  the  State  of  Nebraska  such  as 
age,  geographic  location,  nature  of  practice, 
type  and  where  training  was  received,  school 
of  graduation,  and  any  other  factors  which 
might  shed  light  on  the  problem; 

AND  BE  IT  FURTHER  RESOLVED  that 
the  survey  be  carried  out  in  conjunction  with 
the  Nebraska  Chapter  of  the  A.A.G.P.  if  they 
wish  to  cooperate; 

AND  BE  IT  FURTHER  RESOLVED  that  the 
Nebraska  State  Medical  Association  approve 
a committee  to  analyze  the  results  of  such  a 
survey,  to  study  and  to  make  specific  recom- 
mendations for  the  solution  to  this  problem. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
appi’oved  by  the  House  of  Delegates.  Dr.  Nye 
stated  that  at  the  present  time  the  Medical  Educa- 
tion Committee  of  the  Association  was  in  the  pro- 
cess of  sui-veying  these  very  things  — the  age, 
location,  type  of  practice,  etc.  He  said  this  com- 
mittee could  ask  the  A.A.G.P.  to  join  them  on 
this  project. 

Dr.  Wendt  stated  that  the  machinery  of  the 
A.A.G.P.  as  well  as  that  of  the  University  of  Ne- 
braska College  of  Medicine  were  offered  to  this 
committee,  to  assemble  all  this  information  and 
utilize  it  for  future  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  2 AS  A WHOLE.  This  was  approved  by 
the  House  of  Delegates. 

Reference  Committee  No.  3 

Dr.  L.  C.  Steffens,  Chairman.  Other  members  of 
this  Reference  Committee  w’ere  Drs.  R.  E.  Harry 
and  Wm.  Reynolds. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  Report  on  Medicine  and  Religion  as 
carried  on  Page  34  of  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  reviewed  the  report  of  the 
Public  Health  Committee  on  Page  38  of  the  Hand- 


book. The  committee  recommends  that  the  third 
paragraph  of  this  report  be  deleted  because  of 
the  compulsory  overtones.  It  is  thought  that  it 
would  be  far  better  to  encourage  school  boards  in 
each  community  to  require  immunization  and  that 
this  be  suggested  to  them,  but  it  is  wrong  to  pass 
legislation  making  this  compulsory.  With  this 
change,  it  is  recommended  that  the  Public  Health 
Committee  Report  be  adopted.  Mr.  Speaker,  this 
has  reference  to  the  suggestion  made  by  the  Board 
of  Councilors  and  this  is  the  reason  for  the  change. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  reviewed  the  Report  of  the  Ma- 
ternal and  Child  Health  Committee  on  Pages  56 
and  57  of  the  Handbook.  On  Page  57,  there  is  a 
paragraph  which  also  has  to  do  with  examination 
required  by  legislation.  The  Board  of  Councilors 
did  not  agree  with  this  paragraph  and  at  this 
time,  your  Reference  Committee  would  like  to  ask 
Dr.  Bosley  to  explain  the  true  intent  of  this  par- 
ticular paragraph.  Will  the  Chair  please  recognize 
Dr.  Bosley? 

Dr.  Bosley  then  read  sections  of  the  school  laws 
relating  to  physical  examination  of  school  children. 
He  said  that  the  state  organization  known  as  the 
Nebraska  Committee  for  Children  and  Youth,  of 
which  he  is  the  only  physician  member,  is  inter- 
ested in  everything  to  do  with  childi’en  and  youth 
in  Nebraska.  The  chief  activity  of  the  committee 
is  to  propose  legislation  in  all  areas  having  to 
do  with  children  from  the  hours  of  work,  medical 
examinations,  venereal  disease,  etc.  One  of  the 
sub-committees  put  together  a revision  of  the  sec- 
tion of  the  law  which  had  been  read  to  the  House. 
This  proposed  revision  suggests  that  examina- 
tions be  done  not  by  a teacher  but  by  a profession- 
ally qualified  person,  such  as  a physician,  nurse 
or  someone  equally  qualified.  Dr.  Bosley  said  that 
most  teachers  in  the  state  were  not  doing  this 
anyway  as  the  existing  law  provides.  A revised 
law  would  permit  under  the  law,  a professionally 
qualified  person  to  do  this,  whether  it  be  a physi- 
cian, nurse,  etc.,  and  would  somewhat  broaden  indi- 
cations for  advising  medical  examination. 

Dr.  Bosley  said  that  relative  to  the  immunization 
of  pre-school  children,  the  suggested  law  would 
permit  school  boards  to  require  immunization.  It 
would  not  be  a law  to  require  immunizations,  but 
would  be  a law  to  permit  the  school  boards  to  re- 
quire immunizations. 

Dr.  Bosley  said  that  in  this  light,  the  Maternal 
and  Child  Health  Committee  felt  that  support 
could  be  given  to  the  bill  qualifying  somewhat  who 
could  examine  children  and  also  a bill  to  permit 
school  boards  to  require  immunizations. 

MR.  SPEAKER,  in  light  of  Dr.  Bosley’s  explan- 
ation, at  this  time  Reference  Committee  No.  3 
would  like  to  recommend  the  adoption  of  this  sec- 
tion of  the  Report  on  Maternal  and  Child  Health. 
This  was  approved  by  the  House  of  Delegates. 

Your  Reference  Committee  reviewed  Page  56 
of  the  Maternal  and  Child  Health,  the  paragraph 
reading  compulsory  PKU  testing  and  reviews  the 
two  bills  being  introduced  into  the  present  Legis- 
lature. As  reviewed  in  this  paragraph,  the  Refer- 
ence Committee  would  like  to  point  out  that  this 
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body  is  not  in  opposition  to  PKU  testing.  It  is 
the  compulsory  method  to  which  we  object.  It 
was  pointed  out  to  our  committee  that  there  is  a 
considerable  amount  of  emotional  pressure  to  re- 
quire PKU  testing.  It  is  suggested  that  it  be 
pointed  out  to  the  Legislative  Committee  review- 
ing this  bill  that  existing  laboratories  are'  doing 
an  excellent  job  of  PKU  testing  in  the  State  of 
Nebraska  and  that  if  the  Department  of  Health 
is  involved  in  any  way,  that  it  is  only  required 
to  take  cross  section  reviews  of  this  testing  in 
the  State  and  make  it  possible  to  check  those 
children  that  have  not  been  tested.  The  Maternal 
and  Child  Health  Committee  has  introduced  a reso- 
lution in  their  report  which  reads  as  follows: 

WHEREAS,  the  ever-increasing  numbers  of 
people  on  earth  has  become  a matter  of  grave 
concern  to  thoughtful  people  everywhere;  and 

WHEREAS,  it  is  already  nearly  impossible 
to  properly  feed  the  people  of  most  of  the 
countries  of  the  world;  and 

WHEREAS,  informed  men  have  at  hand  the 
knowledge  and  the  means  to  control  their 
numbers  and  create  a better  environment  for 
people  everywhere; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  endorses 
the  concept  of  family  planning  and  population 
control,  and  urges  the  physicians  of  Nebraska 
to  make  available  to  their  patients,  whenever 
and  wherever  possible,  information  about  fam- 
ily planning,  and  to  cooperate  with  agencies 
already  working  in  this  area. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT  AND  RECOM- 
MEND THAT  THIS  RESOLUTION  BE  PASSED. 
This  was  approved  by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COM- 
MITTEE NO.  3 AS  A WHOLE.  This  was  ap- 
proved by  the  House  of  Delegates. 

Reference  Committee  No.  4 

Dr.  James  Dunlap,  Chairman.  Other  members  of 
this  Reference  Committee  were  Drs.  H.  F.  Elias 
and  George  McMurtrey. 

We  have  studied  the  report  of  the  Delegates  to 
the  North  Central  Medical  Conference  as  carried  on 
Page  23  of  the  Handbook  and  recommend  the  ac- 
ceptance and  approval  of  this  report.  We  concur 
with  Dr.  Maxwell,  our  Delegate  to  the  North 
Central  Medical  Conference,  that  a stronger  rep- 
resentation of  Nebraska  physicians  to  this  confer- 
ence is  desirable. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 

approved  by  the  House  of  Delegates. 

We  have  studied  the  report  of  the  Occupational 
and  Industrial  Health  Committee  as  carried  on 
Page  39  of  the  Handbook  and  recommend  accept- 
ance and  approval  of  this  report.  We  further  rec- 
ommend that  this  committee  carry  out  the  study 
for  which  they  asked  permission  and  that  they  re- 
port on  this  study  at  the  1967  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 


We  have  studied  the  report  of  the  Mental  Health 
and  Mental  Retardation  Committee  as  caiTied  on  i 
Page  45  of  the  Handbook  and  recommend  acceptance  ■ 
and  approval  of  its  report. 

Discussion  followed  regarding  the  licensing  of 
psychologists,  and  Dr.  Landgraf  said  that  the  po-  , 
sition  of  the  Medical  Service  Committee  and  the  i 
Mental  Health  and  Mental  Retardation  Committee 
was  clear;  however  the  District  Branch  of  the 
American  Psychiatric  Association  had  not  taken  *■ 

a clear-cut  and  unequivocal  stand,  and  he  thought  t 
it  might  be  of  assistance  to  those  members  who  i 
would  appear  before  the  Legislative  committee  if  i 
the  House  of  Delegates  would  take  a definite  stand.  ; 
Dr.  Landgraf  moved  that  the  Nebraska  State  Medi- 
cal Association  go  on  record  in  opposition  to  LB  ' 
397.  This  was  seconded  and  carried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 

approved  by  the  House  of  Delegates. 

We  have  studied  the  report  of  the  Planning  Com-  ^ 

mittee  as  carried  on  Page  48  of  the  Handbook  i 

and  recommend  acceptance  and  approval  of  this  ■ 
report.  We  further  recommend  that  this  report 
be  forwarded  to  the  Constitution  and  By-Laws  Com- 
mittee for  their  action  including  such  changes  in 
the  By-Laws  as  may  be  necessary  to  implement 
this  plan  and  that  they  make  their  report  to  the 
1967  Annual  Session  for  final  action. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 

approved  by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE 
NO.  4 AS  A WHOLE.  This  was  approved  by  the 
House  of  Delegates. 

Reference  Committee  No.  5 

Dr.  Carl  Frank,  Chaii-man.  Other  members  of 
this  Reference  Committee  were  Drs.  Houtz  Steen- 
burg  and  Harlan  Papenfuss. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Policy  Committee  as  carried  on 
Pages  58  to  62  of  the  Handbook,  and  of  the  ad- 
dendum report  on  State  Legislation  concerning 
LB  318. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Prepayment  Medical 
Care  Committee  as  printed  on  Pages  54  to  55  of 
the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  Medical  Education  Committee  report 
carried  on  Pages  43  and  44  of  the  Handbook,  and 
also  approves  the  action  of  the  Policy  Committee 
of  January  11,  1967,  to  study  the  principles  and 
objectives  of  this  project.  However,  your  Com- 
mittee requests  further  delineation  of  the  scope 
of  the  Community  Health  Service  Project  before 
endorsement. 

Dr.  Frank  stated  that  most  that  appeared  before 
this  Reference  Committee  felt  that  this  project 
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was  too  far-reaching  and  not  well  defined,  and  for 
that  reason  it  needed  some  further  investigation  as 
to  the  intent  of  the  service. 

Dr.  Nye  was  asked  to  explain  the  action  of  the 
Policy  Committee  on  this  project.  Dr.  Nye  said 
the  Emergency  Medical  Services  included  trans- 
portation of  injured  throughout  the  state.  This 
involves  the  training  and  helping  of  ambulance 
services  out  in  the  state,  not  so  much  in  cities  as 
in  the  smaller  communities.  He  said  the  reason  for 
endorsement  by  the  State  Medical  Association  was 
to  help  in  obtaining  the  grant.  The  purpose  of  this 
grant  is  to  improve  emergency  medical  services 
on  the  highway,  farm,  home  and  industry;  to  im- 
prove the  training  of  the  medical  personnel;  to 
improve  transportation  of  the  sick  and  injured; 
and  to  improve  communication  services  in  medical 
emergencies. 

Discussion  followed  regarding  the  withdrawal  of 
private  ambulance  services  out  state.  It  was  the 
opinion  of  some  that  this  was  due  to  the  Minimum 
Wage  Law;  however,  others  felt  that  they  were 
losing  money  on  this  service  and  therefore  wanted 
out  of  it.  However,  there  seemed  to  be  divergence 
of  legal  opinion  as  to  whether  or  not  funeral  direc- 
tors and  other  ambulance  services  would  come 
within  the  provisions  of  the  wage  and  hour  act  in 
this  respect. 

Dr.  Steenburg  stated  that  he  had  recently  been 
put  on  a commission  to  study  this  problem  in  his 
locality,  and  he  didn’t  believe  it  was  too  pertinent 
whether  the  wage  and  hour  law  applied  to  these 
people,  that  they  wanted  out.  He  said  they  had 
resolved  this  to  some  extent  by  putting  the  city 
into  this  business.  The  ambulance  would  be  main- 
tained through  the  Fire  Department  and  the  Police 
Department  mechanics,  and  would  be  dispatched 
from  the  Police  Department.  This  commission 
was  made  up  of  the  Chief  of  Police,  Sheriff,  both 
hospital  Directors  and  a couple  of  doctors.  The 
county  would  eventually  take  this  over,  as  legis- 
lation is  being  introduced  to  make  this  possible. 

After  considerable  discussion.  Dr.  Ramsey  moved 
that  the  Executive  Secretary  of  the  Nebraska  State 
Medical  Association  be  directed  to  contact  our  Con- 
gressional Representatives  and  convey  to  them  our 
concern  over  the  dangers  inherent  in  losing  emer- 
gency ambulance  vehicles  and  their  service,  and 
ask  them  to  do  everything  in  their  power  to  clarify 
the  existing  laws  which  might  delete  these  services, 
particularly  in  the  rural  areas.  This  was  seconded 
and  carried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  5 AS  A WHOLE.  This  was  approved 
by  the  House  of  Delegates. 

Reference  Committee  No.  6 

Dr.  James  Ramsey,  Chairman.  Other  members 
of  this  Reference  Committee  were  Drs.  Robert 
Sorensen  and  K.  J.  Kenney. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  Report  of  the  Editor  as  carried  on 
Page  26  of  the  Handbook,  with  a commendation 
for  a job  well  done  in  a difficult  and  thankless  task. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  recommends  the  approval  of  the 
Report  of  the  Relative  Value  Study  Committee  as 
printed  on  Page  37  of  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  recommends  the  approval  of  the 
Report  of  the  Committee  on  Rural  Medical 
Service  as  printed  on  Pages  52  and  53  of  the 
Handbook,  and  wishes  to  recommend  continuation 
of  this  excellent  program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  recommends  the  adoption  of  the 
resolution  included  in  the  Report  of  the  Sub-Com- 
mittee on  Athletic  Injuries  located  on  Page  36  of 
the  Handbook.  We  also  recommend  the  adoption 
of  the  Addendum  to  the  Sub-Committee  Report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  recommends  the  approval  of  the 
Report  of  the  Sub-Committee  on  Athletic  Injuries 
as  a whole. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Committee  recommends  the  approval  of  the 
Report  of  the  Board  of  Councilors  with  the  ex- 
ception of  Paragraphs  7 and  8 on  Page  2,  and 
Paragraph  3 on  Page  3,  which  were  referred  to 
other  committees. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE 
NO.  6 AS  A WHOLE.  This  was  approved  by  the 
House  of  Delegates. 

Reference  Committee  No.  7 

Dr.  Chas.  Landgraf,  Chairman.  Other  members 
of  this  Reference  Committee  were  Drs.  Wm.  Doer- 
ing and  R.  F.  Sievers. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Executive  Secretary  on  Pages 
27  to  30  of  the  Handbook,  and  commends  the  Execu- 
tive Secretary,  Ken  Neff,  and  staff  for  a job 
well  done. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Committee  on  Traffic  Safety 
on  Page  33  of  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Committee  on  Tuberculosis  and 
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Other  Respiratory  Diseases  on  Page  44  of  the 
Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

Your  Reference  Committee  recommends  approval 
of  the  following  awards  of  50-Year  Pins:  Drs. 

William  Wildhaber,  Beatrice;  H.  C.  Hansen,  Kear- 
ney; Paul  J.  Hermsen,  Haiward;  V.  S.  Barkey,  Lin- 
coln; J.  Calvin  Davis,  Omaha;  M.  E.  Grier,  Omaha, 
and  J.  A.  Johnson,  Omaha. 

Your  Reference  Committee  further  recommends 
approval  of  the  following  for  Life  Memberships: 
Drs.  A.  W.  Anderson,  Carl  Gouldman,  George 
Pinney  for  Adams  County;  E.  K.  Steenburg  for 
Hamilton  County;  E.  C.  Hanisch  for  Howard 
County;  J.  S.  Bell  for  York  County;  Ray  S.  Wy- 
coff  for  Dawson  County;  Shei'wood  Larsen  for 
Saline  County,  and  Charles  F.  Heider,  Sr.,  for 
Lincoln  County. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  7 AS  A WHOLE.  This  was  approved 
by  the  House  of  Delegates. 

Dr.  Nutzman  then  called  on  Mr.  Leonard  Peter- 
son, Executive  Secretarj’  of  the  Lancaster  County 
Medical  Society,  for  a brief  report  on  the  Cen- 
tennial Health  Fair. 

Dr.  Nye  was  asked  for  any  further  comments 
for  the  House,  and  he  stated  that  he  was  some- 
what disappointed  that  the  action  was  a little 
subdued  during  the  panel  discussions  on  Satur- 
day. He  was  pleased  that  Dr.  Dunlap  had  spoke  up, 
and  he  wanted  to  re-emphasize  his  remarks. 

Dr.  Nye  stated  that  the  Policy  Committee  was 
working  hard  for  the  Association,  and  if  there  was 
anything  regarding  Title  XVIII  and  XIX,  our 
carriers  or  the  hospitals  that  anyone  felt  needed 
going  over,  if  they  would  write  these  carriers 
on  any  complaints  they  might  have  and  send  a 
copy  of  these  letters  to  the  Policy  Committee,  the 
committee  would  have  a little  more  to  go  on. 
He  said  that  he  was  sure  that  members  of  the 
Policy  Committee  and  Ken  Neff  had  received  calls 
and  notes  from  doctors  out  state  about  certain 
aspects  of  these  things,  but  if  it  were  done  in  a 
more  organized  fashion,  the  Policy  Committee  could 
point  out  these  things  to  our  carriers  in  order  to 
try  to  straighten  out  any  differentials  that  were 
occurring. 

Dr.  Nye  said  he  was  happy  that  the  Association 
had  been  instructed  to  go  to  the  A.M.A.  to  find 
out  about  some  of  the  apparent  changes  in  policies. 
He  said  he  didn’t  know  why  Dr.  Hudson  would 
say  that  everything  was  running  smoothly  be- 
cause all  knew  it  was  not.  He  said  he  was  not 
opposed  to  the  A.M.A.  and  was  happy  to  be  a 
member;  however,  he  had  had  some  quarrel  with 
them  because  of  his  remarks  about  the  osteopaths 
and  the  A.M.A.’s  approval  of  osteopaths  for  the 
Armed  Forces.  He  said  that  the  Association  would 
also  try  to  find  out  why  they  had  changed  their 
attitude  on  outside  laboratories. 

Dr.  Nye  then  stated  that  he  would  like  to  make 
the  following  committee  appointments. 


Study  of  the  Schools  of  Nursing,  Dr.  Jerry  i 
Tamisiea,  Omaha,  as  Chairman;  Dr.  Monte  Scott,  I 
Kearney;  Dr.  Warren  Bosley,  Grand  Island,  and  Dr.  j 
Robert  Morgan,  Alliance.  i 

A replacement  for  Dr.  H.  V.  Munger,  who  is 
ill  and  unable  to  seiwe,  on  the  Centennial  Health 
Fair  Committee.  Dr.  Munger,  along  with  Dr.  Frank 
Cole,  have  been  the  i-epresentatives  of  the  As- 
sociation on  this  committee.  Dr.  Paul  Maxwell  ) 
was  appointed  to  replace  Dr.  Munger,  and  also  Dr.  ' v 
A.  L.  Smith  of  Lincoln,  was  added  to  this  commit-  | 
tee.  I 

Dr.  James  Ramsey  was  added  to  the  Medical  t 
Education  Committee  because  of  the  advent  of  < 
studying  physician  distribution  in  Nebraska,  etc.  r 

Dr.  Nutzman  asked  for  consideration  of  the  ■< 
site  for  the  1968  Mid-Winter  Meeting,  and  Dr.  J 
Steffens  extended  an  invitation  to  the  House  to 
again  meet  in  Kearney.  This  was  approved  by 
the  House. 

There  being  no  further  business,  the  House  was 
adjourned. 

1966  Annual  Audit  and  Committee  ! 
Reports,  Nebraska  State 
Medical  Association 

January  19,  1967 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1966,  and  submit  herewith  our  report.  Included  as 
a part  of  the  report  are  the  following  exhibits 
and  schedules: 

Exhibit  A — ■ Analysis  of  Fund  Balances. 

Exhibit  B — Statement  of  Receipts  and  Disburse- 
ments, General  Fund. 

Schedule  B-1  — Statement  of  Receipts  and 
Disbursements,  Annual  Session. 

Schedule  B-2  — Comparison  of  General  Ex- 
pense with  Budget. 

Schedule  B-3  — Statement  of  Receipts  and 
Disbui’sements,  Hall  of  Health. 

Schedule  B-4  — Statement  of  Receipts  and 
Disbursements,  Athletic  Conference. 

Exhibit  C — Statement  of  Receipts  and  Disburse- 
ments, Journal  Fund. 

Exhibit  D — Statement  of  Investments. 

Schedule  D-1  — Statement  of  Investment  Bal- 
ances. 

Exhibit  E — Journal  Accounts  Receivable,  De- 
cember 31,  1966. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing tbe  year  1966  there  was  a decrease  in  the 
balances  amounting  to  $6,447.82.  The  total  fund 
balance  on  December  31,  1966  was  $68,052.18,  and 
was  represented  by  cash  in  the  General  Fund  regu- 
lar, savings  and  investment  accounts  of  $619.58, 
cash  in  the  Journal  Fund  account  of  $199.47,  and 
investments  of  $67,233.13.  All  of  the  above  cash 
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accounts  are  maintained  at  the  National  Bank  of 
Commerce  Trust  and  Savings  Association,  Lincoln, 
Nebraska. 


EXHIBIT  B 

The  details  of  the  changes  in  General  Fund  cash 
balances  are  shown  in  Exhibit  B.  In  this  statement 
the  receipts  and  disbursements  have  been  divided 
into  two  classifications.  Under  the  heading  of 
General,  the  items  are  membership  dues  of  $67,- 
512.50,  interest  collected  of  $1,122.58,  trust  account 
income  of  $2,300.19,  income  from  the  Annual  Session 
of  $7,594.58,  American  Medical  Association  mem- 
bership expense  rebate  of  $546.97,  and  relative 
value  studies  in  the  amount  of  $730.85. 

Other  receipts  include  cash  received  for  American 
Medical  Association  dues  of  $54,472.50  and  repay- 
ment of  a note  from  the  Nebraska  Medical  Founda- 
tion in  the  amount  of  $3,000.00.  The  funds  re- 
ceived for  the  American  Medical  Association  dues 
were  remitted  to  the  American  Medical  Association, 
as  shown  under  Other  Disbursements  in  this  state- 
ment. 

The  General  Fund  disbursements  of  the  Asso- 
ciation are  divided  into  the  same  classifications  as 
the  receipts.  The  total  amount  of  general  dis- 
bursements was  $79,142.79.  A comparison  of  these 
items  with  the  budget  items  approved  for  1966  is 
shown  in  Schedule  B-2.  Other  disbursements  were 
$57,683.21.  This  amount  included  the  American 
Medical  Association  dues  of  $54,472.50.  Other  items 
classified  as  Other  Disbursements  consist  of  net 
miscellaneous  expenditures  not  budgeted  for  1966. 
The  total  General  Fund  disbursements  during  the 
year  were  $136,826.00.  The  excess  of  disburse- 
ments over  receipts  for  1966  General  Fund  opera- 
tions amounted  to  $454.17. 

EXHIBIT  C 

A separate  Journal  Fund  account  was  established 
on  January  1,  1963  for  handling  receipts  and  dis- 
bursements in  connection  with  the  publication  of 
the  Association  Journal.  The  details  of  the  Journal 
Fund  receipts  and  disbursements  are  presented  as 
Exhibit  C.  Journal  receipts  during  1966  amounted 
to  $26,627.56,  and  total  disbursements  were  $26,- 
432.42.  The  excess  of  receipts  over  disbursements 
for  1966  was  $195.14. 

EXHIBIT  D 

The  changes  which  occurred  in  the  Investment 
account  during  the  year  are  shown  in  Exhibit  D. 
The  total  of  investments  at  the  beginning  of  the 
year  was  $71,330.26.  There  was  a net  increase 
in  the  U.S.  Government  Bonds,  Series  J,  held  by 
the  Association  of  $161.00.  Income  cash  trans- 
ferred to  principal  cash  in  the  Investment  account 
was  $84.88,  making  total  additions  to  investments 
of  $245.88.  There  was  a loss  incurred  on  the 
sale  of  U.S.  Steel  common  stock  in  the  amount  of 
$3,368.95,  and  losses  were  sustained  on  redemption 
of  U.S.  Treasury  Bonds  in  the  amount  of  $974.06. 
The  total  of  items  decreasing  the  Investment  ac- 
count was  $4,343.01.  The  resulting  net  decrease  in 
investments  for  1966  was  $4,097.13.  The  total 
amount  of  investments  at  cost  value  at  December 
31,  1966  was  $67,233.13.  A detailed  list  of  the 
investments  at  the  beginning  and  close  of  the  year 
is  shown  in  Schedule  D-1. 


EXHIBIT  E 

Exhibit  E is  a list  of  the  Journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  re- 
ceivable records  indicated  that  the  major  portion 
of  these  accounts  are  receivable  for  Journal  ad- 
vertising during  the  months  of  November  and  De- 
cember, 1966.  The  records  also  indicated  that 
these  accounts  are  being  paid  currently.  Because 
the  Association  operates  on  the  cash  basis,  these 
items  are  not  taken  into  income  until  cash  is  re- 
ceived. We  did  not  confirm  the  balances  of  the 
accounts  by  independent  correspondence. 

SCOPE  OF  EXAMINATION  AND 
GENERAL  COMMENTS 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  accounts.  Tests  were  made 
of  letters  of  transmittal  tracing  the  detail  items 
to  the  individual  members’  accounts.  An  inspec- 
tion of  the  members’  cards  in  connection  with 
our  examination  of  the  receipts  indicated  that  all 
cards  issued  to  members  during  the  year  were 
accounted  for  on  the  books  of  the  Association.  The 
records  also  indicated  that  during  the  year  1966, 
cards  were  issued  to  115  life  members  for  which 
no  dues  were  collected.  Cancelled  checks  for  the 
year  were  inspected  and  compared  to  the  items  in 
the  check  register.  Invoices  and  creditors’  state- 
ments were  examined  covering  a major  portion 
of  the  disbursements.  Minutes  of  the  trustees’ 
meetings  during  the  year  were  examined  with  re- 
gard to  authorization  of  salaries,  budget,  and  other 
disbursements.  The  balances  shown  as  Cash  in 
Bank  were  confirmed  by  direct  correspondence  with 
the  depository.  Our  examination  also  included  an 
inspection  of  securities  owned  by  the  Association 
at  the  close  of  the  year.  Funds  in  investment  ac- 
counts were  confirmed  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statement  of  fund  balances 
at  December  31,  1966,  and  related  statements  of 
receipts  and  disbursements  for  the  year  then  ended 
pi-esent  fairly  the  financial  position  of  the  Nebraska 
State  Medical  Association  at  December  31,  1966, 
and  the  results  of  its  operation  for  the  year  then 
ended,  on  the  basis  of  cash  receipts  and  disburse- 
ments, in  a manner  consistent  with  the  preceding 
year. 

DANA  F.  COLE  AND  COMPANY 


EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
YEAR  1966 


Total  Fund  Balances,  Januai-y  1,  1966  $74,500.00 

Represented  by : 

Cash — National  Bank  of  Commerce, 

General  Fund  $ 165.41 

Cash — National  Bank  of  Commerce, 

Journtal  Fund  4.33 

Investments — Exhibit  D 71,330.26 

Notes  Receivable — Nebraska  Medical 

Foundation  3,000.00 


74,500.00 


Decrease  in  Fund  Balances ; 


Decrease  in  Investments 


(Exhibit  D) 

$ 4,097.13 

Payment  of  Note  by  Nebraska 
Medical  Foundation 

_ 3,000.00 

7,097.13 

Less : Excess  of  Receipts 

over  Disbursements, 
General  Fund 

454.17 

Excess  of  Receipts 
over  Disbursements, 
Journal  Fund 

195.14 

649.31 

6,447.82 
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TOTAL  FUND  BALANCES, 

December  31,  1966 $68,052.18 

Represented  by : 

Cash — National  Bank  of  Commerce, 

General  Fund — Regular.  Savings 

Account  and  Trust  Account  $ 619.58 

Cash — National  Bank  of  Commerce, 

Journal  Fund  199.47 

Investments — Exhibit  D ^7. 233. 13 


68,052.18 


EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
GENERAL  FUND 
YEAR  1966 


DISBURSEMENTS: 

Badges  S 68.69 

Exhibitors’  Party  236.25 

Booths  593.00 

Courtesy  Room  40.25 

Banquet  1 .320.00 

Guest  Speakers  3,553.04 

Auxiliary  Expense  58.50 

Employees’  Expense  152.49 

Past  Presidents*  Breakfast  17.50 

Entertainment  and  Gratuities  158.50 

Miscellaneous  244.00 

50-year  Pins  55.40 

Plaques  Engraving  115.95 

Presidents’  Reception  402.90 

Projector.  Camera,  Slides  402.41 

Special  Programs  880.75 


TOTAL  DISBURSEMENTS 


$ 8.299.63 


Cash  Balance.  National  Bank  of  Commerce, 

Lincoln.  Nebr..  Jan.  1,  1966  $ 165.41 

RECEIPTS : 

General : 

Membership  Dues  $ 67,512.50 

Interest  Collected, 

Savings  Account  451.38 

Interest  Collected, 

Investment  Fund  671.20 

Trust  Acct.  Income  2.300.19 

Annual  Session  1966  7.594.58 

A.M.A.  Dues. 

Reimbursement  546.97 

Relative  Value  Studies 730.85  79,807.67 


Other  Receipts : 

A.M.A.  Dues  54.472.50 

Payment  of  Note  by  Nebr. 

Medical  Foundation  3.000.00  57,472.50 


TOTAL  REX:EIPTS  $137,280.17 

DISBURSEMENTS  : 

General : 

Salaries  $ 33,675.00 

Payroll  Taxes  1,377.40 

Travel  Expense, 

Employees  2,694.67 

Office  Expense: 

Rent  5,171.66 

Postage  1,625.96 

Telephone  & Telegraph — 1,685.97 

Supplies  and  Misc. 

Contracts  656.09 

Annual  Session  8,299.63 

Professional  Fees  1.848.85 

Dues  in  Other 

Organizations  610.00 

Insurance  Expense  140.74 

Printing,  Supplies  and 

Publications  2,194.36 

Officers’  Expense  4.914.35 

A.M.A.  Expense  (Dele- 
gate. Alternate)  2,272.74 

Committee  Expense  and 

Travel  1,827.52 

Mid-Winter  Meeting  and 

Officers’  Conference  1,089.87 

Senior  Medical  Day  766.25 

Dues,  Share  to  Journal 5.390.00 

Office  Equipment  and 

Furniture  491.98 

General  Fund  Expense  1.081.66 

Public  Relations  1,328.09  79,142.79 


Other : 

A.M.A.  Dues  Forward- 
ed to  A.M.A.  54,472.50 

Other  Disbursements  from 

General  Fund  3,210.71  57,683.21 


TOTAL  DISBURSEMENTS  136,826.00 

EXCESS  OF  RECEIPTS  OVER  D1SBURSEMENTS__$ 


454.17 


_$  619.58 


TOTAL  CASH  BALANCES.  December  31,  1966 
Represented  by : 

Cash  — National  Bank  of  Commerce. 

General  Fund  ^ 

Cash  — National  Bank  of  Commerce, 

Savings  Account  

Cash  — National  Bank  of  Commerce, 

Trust  Account  Investment  Fund  3o5.75 

$ 619.58 


211.95 

51.88 


SCHEDULE  B-1: 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 


YEAR  1966 

RECEIPTS: 

Exhibits  

Banquet  

Miscellaneous  


$ 5,620.00 

1,612.50 
362.08 


TOTAL  RECEIPTS 


7,594.58 


EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS„$  705.05 


SCHEDULE  B-2: 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 


YEAR  1966 


Budget 


Actual 

Expense 


Salaries  _ . 

.$33,675.00 

$33,675.00 

Payroll  Taxes 

. 1,200.00 

1,377.40 

Travel  Expense  _ - _ 
Office : 

. 2.500.00 

2,694.67 

Rent 

. 5,000.00 

5,171.66 

Postage  _ _ . 

. 1.500.00 

1.625.96 

Telephone 

Supplies  and  Miscellaneous 

. 1,800.00 

1.685.97 

Contracts 

725.00 

656.09 

Annual  Session 

7,500.00 

8,299.63 

Professional  Fees  . 

2.500.00 

1,848.85 

Dues  in  Other  Organizations. 

650.00 

610.00 

Insurance  Expense 
Printing  Supplies  and 

150.00 

140.74 

Publications 

1,700.00 

2,194.36 

Officers’  Expense 
A.M.A  Expenses  (Delegate, 

4,200.00 

4,914.35 

Alternate) 

2.100.00 

2,272.74 

Committee  Expense  and  Travel  2,300.00 
Mid-Winter  Meeting  and 

1,827.52 

Officers’  Conference 

900.00 

1,089.87 

Senior  Medical  Day 

600.00 

766.25 

Dues.  Share  to  Journal  

Office  Equipment  and 

..  6.000.00 

5,390.00 

Furniture 

500.00 

491.98 

General  Fund  Expense 

1,500.00 

1,081.66 

Public  Relations 

1,500.00 

1,328.09 

Actual 
(Over)  or 
Under 
Budget 


(177.40) 

(194.67) 

(171.66) 

(125.96) 

114.03 

68.91 
1799.63) 

651.15 

40.00 

9.26 

(494.36) 

(714.35) 

(172.74) 

472.48 

(189.87) 

(166.25) 

610.00 

8.02 

418.34 

171.91 


$78,500.00  $79,142.79  (642.79) 


SCHEDULE  B-3: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
HALL  OF  HEALTH 
YEAR  1966 

Unexpended  Balance,  Bank  Balance,  National 


Bank  of  Commerce,  Lincoln.  Nebr., 

January  1.  1966  S 115.22 

RECEIPTS: 

Nebraska  Chapter,  Arthritis  Foundation. .$  80.00 

Nebraska  Sertoma  80.00 

Nebraska  Society  of  Medical  Technology 80.00 

Nebraska  Lions  Sight  Conservation  80.00 

University  of  Nebraska  College  of 

Medicine  80.00 

Nebraska  Psychiatric  Institute  80.00 

Nebraska  Heart  Association  80.00 

Nebraska  Dental  Association  80.00 

Nebraska  Radiological  Society  80.00 

Nebraska  Tuberculosis  Association  80.00 

Nebl^aska  State  League  for  Nursing 80.00 

State  Department  of  Health  240.00 

Nebraska  State  Medical  Association  80.00 

Nebraska  Nursing  Home  Association  100.00  $1,300.00 


$1,415.22 

DISBURSEMENTS  : 

Weaver-Minier,  Insurance  $ 38.50 

Passes  and  Tickets  39.00 

Gorham  Photo  31.50 

Davison  Display  595.00 

United  Rent  Alls,  Chairs  35.00 

Nebraska  State  Fair  Board.  Electricity 72.50 

Jerrold  Copley.  Labor  100.00 

Paul  Schellpeper,  Labor  80.00 

Bill  Schellpeper,  Labor  and  Supplies  75.00 

Calandra  Camera,  Supplies  5.85  $1,072.35 


Unexpended  Balance,  Bank  Balance,  National 
Bank  of  Commerce,  Lincoln,  Nebr., 
December  31,  1966  
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SCHEDULE  B-4: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ATHLETIC  CONFERENCE 
YEAR  1966 

Unexpended  Balance,  Bank  Balance,  National 
Bank  of  Commerce,  Lincoln,  Nebr., 

January  1,  1966  $ 590.71 

RECEIPTS: 

Nebraska  Dental  Association  $ 150.00 

Nebraska  School  Activities  150.00 

Nebraska  Academy  of  General  Practice 150.00 

Merck,  Sharp  & Dohme  (Grant)  400.00 

Registration  Fees  and  Banquet  266.50  $1,116.50 


DISBURSEMENTS : 
Lincoln  City  Lines 
Hotel  Cornhusker 

. ._.$  20.00 

225.55 

a.-^.oo 

$1,707.21 

Committee  Meeting  Expense 

42.90 

Mr.  Bobby  Gunn.  Expenses 
Bruce  Brewer,  M.D.,  Expenses 
Nebraska  State  Medical  Association 
NSMA,  Journal  Fund 

249.40 

235.69 

400.00* 

250.00* 

$1,475.69 

I Unexpended  Balance,  Bank  Balance,  National 
Bank  of  Commerce,  Lincoln,  Nebr., 

December  31,  1966  $ 231.52 


• — Contingency  funds  kept  on  deposit  with  the  Journal  and 
Association,  to  be  reimbursed  by  the  Association  in  1967. 


I EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
JOURNAL  FUND 
YEAR  1966 


Cash  in  Bank.  January  1,  1966  $ 4.33 

RECEIPTS: 

Advertising  $20,612.43 

Subscriptions  and  Copies  Sold 560.13 

Dues,  Share  to  Journal  5,390.00 

Associate  Members'  Subscriptions  65.00 


TOTAL  RECEIPTS 


$26,627.56 


DISBURSEMENTS  : 

Salaries  

Editors'  Expense  

Printing  of  Journal : 

Publication  Expense  $14,963.66 

Color  3.518.91 

Inserts  1,473.88 

Cuts.  Engraving  and 

Art  Work  534.53 

Press  Clipping  Expense  161.00 

Reprints  37.63 

Cartoons  355.00 

Single  Wrapping  124.10 

Cover  690.22 

Miscellaneous  989.41 


$ 2,700.00 
884.08 


$22,848.34 


TOTAL  DISBURSEMENTS  $26,432.42 

EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS  — $ 195.14 


CASH  BALANCE,  December  31,  1966  $ 199.47 

Represented  by : 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln,  Nebr.,  Dec.  31,  1966  $ 199.47 


EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
YEAR  1966 

Total  Investments,  January  1,  1966 

(Schedule  D-1)  $71,330.26 

Increased  by : 

Increase  in  Value,  U.S.  Savings 

Bonds,  Series  J $ 161.00 

Income  Cash  Transferred  to 

Principal  Cash  84.88  245.88 


$71,576.14 

Decreased  by : 

Loss  on  Sale  of  U.S.  Steel, 

60  Shares  Common  $ 3,368.95 

Loss  on  Sale  of  U.S.  Treasury 

Bonds  (11-15-71)  127.50 

Loss  on  Sale  of  U.S.  Treasury 
Bonds  (11-15-73)  846.56  4,343.01 


TOTAL  INVESTMENTS,  Dec.  31,  1966 

(Schedule  D-1)  $67,233.13 


SCHEDULE  D-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENT  BALANCES 
DECEMBER  31,  1965  AND  1966 

12-31-1965  12-31-1966 

Trust  Account:  (Securities  and  Cash 
at  Cost  Value  in  hands  of  National 
Bank  of  Commerce  Trust  and  Savings 
Association) 

Central  and  Southwest  Corporation. 


100  Shares  Common  $ 1,358.44  $ 1,358.44 

General  Electric  Company, 

120  Shares  Common  3,623.35  3,623.35 

Houston  Lighting  and  Power  Company, 

363  Shares  Common  3,898.08  3,898.08 

Standard  Oil  Company  (N.J.) 

100  Shares  Common  6,441.40  6,441.40 

U.S.  Steel.  60  Shares  Common  6,118.08  

Textron,  Inc.,  135  Shares  Common  5,891.37 

Sears-Roebuck  Bonds,  4%%, 

due  8-1-83  4,134.99  4,134.99 

U.S.  Steel  Bonds,  4%.  due  7-15-83  4,962.50  4,962.50 

U.S.  Treasury  Bonds,  3'^8%, 

due  11-15-71  1,992.50  

U.S.  Treasury  Notes,  4%%,  due  11-15-73  — 13,901.56  

U.S.  Treasury  Bonds,  4%%, 

due  11-15-73  13,153.25 

Principal  Cash  Account  1,290.61  


TOTAL  TRUST  ACCOUNT  $47,721.51  $43,463.38 

U.S.  GOVERNMENT  BONDS: 

U.S.  Savings  Bonds,  Series  H $11,000.00  $11,000.00 

U.S.  Savings  Bonds,  Series  J. 

(Cost  $4,122:  Maturity  Value  $5,725) 

at  Redemption  5,120.00  5,281.00 

U.S.  Savings  Bonds,  Series  K 3,000.00  3,000.00 

U.S.  Treasury  Bonds,  4%,  due 
2-15-72  (Maturity  Value  $4,500) 

at  Cost  4,488.75  4,488.75 


TOTAL  U.S.  GOVERNMENT  BONDS._.$23.608.75  $23,769.75 


GRAND  TOTAL  OF  TRUST  ACCOUNT 
AND  U.S.  GOVERNMENT 

BONDS  ACCOUNT  $71,330.26  $67,233.13 


EXHIBIT  E: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
DECEMBER  31,  1966 


Roberts  Dairy  Company  $ 178.00 

C.  C.  Kimball  Company  23.00 

K.  & W.  X-Ray  Company  21.00 

News  Printing  Company  18.00 

Kenneth  Gloss,  M.D.  12.00 

R.  T.  Satterfield.  M.D.  2.00 

State  Medical  Journal  Advertising  Bureau  5,436.34 


$5,690.34 


REPORT  OF 

NEBRASKA  MEDICAL  FOUNDATION 

To  my  knowledge  there  has  not  been  a recent 
comprehensive  report  on  the  Nebraska  Medical 
Foundation  presented  to  the  House  of  Delegates 
and  at  this  time  I would  like  to  make  such  a re- 
port on  the  activities  of  this  project. 

In  1948  a group  of  physicians  discussed  the  need 
for  a medical  foundation  in  Nebraska.  This  meet- 
ing resulted  in  the  establishment  of  the  Nebraska 
Medical  Foundation  for  the  purpose  of  loans  to 
worthy  medical  students,  scholarships  and  grants 
for  research  to  Nebraska  physicians.  The  Founda- 
tion was  approved  by  the  Nebraska  State  Medical 
Association  and  the  Board  of  Councilors  were  chosen 
to  serve  as  the  Board  of  Trustees  along  with  selected 
lay  individuals.  Funds  to  operate  the  Foundation 
were  obtained  by  contributions  from  physicians  and 
interested  lay  groups  and  individuals.  All  funds 
loaned  were  taken  from  the  reserves  of  the  Foun- 
dation with  current  interest  being  charged  the  bor- 
rower. From  its  origination  through  the  1950’s 
sufficient  funds  were  collected  and  loans  repaid  to 
meet  the  financial  requests  made  on  the  Nebraska 
Medical  Foundation. 


April,  1967 
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However,  in  the  early  1960’s  it  became  evident 
that  the  Nebraska  Medical  Foundation  was  facing 
a cash  shortage  and  that  average  income  would  not 
enable  it  to  meet  the  increasing  demands  for  fi- 
nancial aid  from  medical  students.  The  officers 
and  Board  of  Trustees  recognized  the  Foundation 
would  have  to  seek  financial  assistance  from  a 
more  plentiful  source  if  it  were  to  continue  in 
business.  The  officers,  therefore,  were  authorized 
to  enter  into  discussions  with  the  First  National 
Bank  and  Trast  Company  of  Lincoln,  Nebraska,  in 
an  effort  to  obtain  additional  financial  resources. 
The  negotiations  were  successful  and  on  March  1, 
1964,  the  Nebraska  Medical  Foundation  announced 
its  new  expanded  loan  pi-ogram  as  a cooperative 
effort  with  the  First  National  Bank  and  Trast  Com- 
pany of  Lincoln.  The  agreement  provides  that 
for  every  dollar  of  reseiwe  placed  with  the  bank, 
twelve  and  one-half  dollars  of  loan  credit  is  cre- 
ated for  medical  students,  and  para-medical  per- 
sonnel attending  schools  in  the  state.  The  pro- 
gram provides  for  loans  beginning  with  second 
semester  freshman  medical  students  at  the  rate 
of  $1500  per  year.  Students  may  borrow  through 
their  school  years,  internship  and  residency  up  to 
a maximum  of  $10,000.  Upon  completion  of  the 
individual’s  training  he  is  given  five  months  before 
he  begins  to  repay  his  loan  obligations.  This  was 
to  allow  the  individual  an  opportunity  to  get  himself 
established  in  his  chosen  work  and  earning  income 
for  repaying  his  note.  Interest  is  charged  at  prime 
rate  during  his  school  years.  In  addition  the  Foun- 
dation picks  up  one  percent  of  that  interest  during 
this  period  so  the  student  is  actually  receiving  his 
money  at  one  percent  less  than  prime  rate.  On  his 
payout  note,  which  is  due  five  months  after  com- 
pletion of  training,  the  borrower  pays  one  percent 
above  prime  rate  and  has  a maximum  of  ten  years 
to  repay  his  obligation  to  the  Foundation. 

Now  I am  sure  that  many  of  you  are  familiar 
with  the  AMA-ERF  Student  loan  program  are 
thinking  that  this  program  is  no  different  and  you 
are  quite  correct  with  one  important  difference,  the 
Nebraska  Medical  Foundation  picks  up  one  pei’cent 
of  interest  during  their  school  year,  therefore,  they 
are  getting  cheaper  money  than  they  can  get  any- 
where else  to  our  knowledge.  Also,  within  recent 
weeks  two  of  the  thi’ee  financial  institutions  behind 
AMA-ERF  have  pulled  out  of  the  program  because 
of  the  tight  money  situation.  This  has  forced  AMA- 
ERF  to  cut  in  half  its  loan  program.  Such  a reduc- 
tion is  not  contemplated  for  our  operation.  The 
immediate  success  of  this  new  program  is  born  out 
by  the  following  statistics: 


EXPANDED  LOAN  PROGRAM 
The  expanded  loan  program  of  the  Nebraska 
Medical  Foundation  was  reorganized  in  March,  1964. 
The  first  loan  was  made  under  this  new  program 
in  May,  1964. 

No.  of  Total 
Loans  Amount 

1964 

(From  May  1 thru  Dec.  31,  1964) 


Students,  U of  N 37  $41,500.00 

Students,  Creighton  Univ. 10  10,500.00 

Medical  Technologist  1 800.00 

Intern  1 1,500.00 

Resident  2 3,000.00 


TOTALS  FOR  1964 


51  $ 57,300.00 


1965 


Students,  U of  N 

99 

$ 98,180.00 

Students,  Creighton  Univ. 

34 

36,100.00 

Intern 

4 

5,500.00 

Residents 

5 

4,800.00 

TOTALS  FOR  1965 

142 

$144,580.00 

No.  of 

Total 

Loans 

Amount 

1966 

Students,  U of  N 

89 

$ 85,600.00 

Students,  Creighton  Univ. 

26 

26,800.00 

Interns 

7 

8,200.00 

Residents 

4 

5,400.00 

Dental  Students 

18 

22,035.00 

TOTALS  FOR  1966 

144 

$148,035.00 

GRAND  TOTAL 

337 

$349,915.00 

No. 

Amount 

University  of  Nebraska 

Freshmen 

24 

$ 18,900.00 

Sophomores  

_ 61 

58,950.00 

Juniors  

. _ 88 

99,830.00 

Seniors  

53 

55,600.00 

Medical  Technologist 

1 

400.00 

Interns 

4 

5,500.00 

Residents  

12 

12,700.00 

TOTALS 

243 

$251,880.00 

No. 

Amount 

Creighton  University 

Freshmen  

2 

$ 2,900.00 

Sophomores  

12 

11,600.00 

Juniors  

25 

26,200.00 

Seniors  

38 

41,900.00 

Interns  

8 

7,500.00 

Residents  

4 

3,900.00 

TOTALS 

_ 89 

$ 94,000.00 

Dental  Students 

No. 

Amount 

Sophomores  

4 

$ 4,800.00 

Juniors  

7 

6,835.00 

Seniors  

7 

10,400.00 

TOTALS  18  $ 22,035.00 

Add  to  this  grand  total  $46,684  in  loans  made 
under  the  old  urogram  and  we  come  up  with  a grand 
total  of  $396,599.00  loaned  by  the  Nebraska  Medical 
Foundation. 

As  you  can  see  this  is  not  a penny-ante  operation 
but  an  active  and  growing  loan  program  which 
will  undoubtedly  reach  a half  million  dollars  by 
the  end  of  1967.  As  I indicated  earlier  the  Foun- 
dation is  subsidizing  one  percent  of  loans  during 
the  school  years  and  these  obligations  from  now 
through  1975  will  amount  to  $10,872.80.  The  loan 
procedure  for  the  Foundation  is  not  a complicated 
one,  all  medical  school  deans  and  directors  of  the 
para-medical  groups  have  loan  applications  in  the:r 
office.  The  student  completes  the  application,  has 
his  scholastic  standing  certified  by  the  school  and 
forwards  them  to  the  Foundation.  Applications 
received  in  the  Foundation  offices  are  reviewed  up- 
on receipt  and  taken  to  the  bank.  With  few  ex- 
ceptions this  process  takes  only  one  day  after  the 
application  is  received.  To  date  less  than  half 
a dozen  loan  applications  have  been  turned  down 
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by  the  Foundation  out  of  the  337  received.  In 
! fact,  in  numerous  instances  the  Foundation  has 
approved  loans  where  it  is  apparent  that  the  in- 
dividual would  be  unable  to  obtain  financial  aid 
through  any  other  source. 

This  in  essence  then  is  the  story  of  the  Ne- 
braska Medical  Foundation.  It  is  evidence  of 
sincere  concern  which  medicine  has  for  the  present 
day  needs  of  the  student  population  and  our  efforts 
to  contribute  to  those  needs.  The  number  of  loans 
made  are  self  evident  that  we  are  meeting  a def- 
inite need  of  the  student  today  and  we  can  take 
pride  in  our  accomplishment. 

In  closing,  I do  not  have  to  tell  you  of  the 
need  for  continuing  financial  support  of  the  medi- 
cal profession  and  its  auxiliary  of  this  project. 
With  each  passing  year  the  requests  for  financial 
aid  will  continue  to  climb  and  we  must  match 
this  with  a continuing  increase  of  financial  sup- 
port. Your  support  today  will  insure  the  Foun- 
dations ability  to  meet  the  financial  needs  of  to- 
morrow. 

R.  F.  SIEVERS,  M.D., 
President. 

DELEGATE’S  REPORT 
PROCEEDINGS  OF  THE  HOUSE 
OF  DELEGATES 

A.M.A.,  20th  Annual  Clinical  Meeting 

The  meetings  of  the  Scientific  Assembly  were 
held  at  the  Las  Vegas  Convention  Center.  The 
Scientific  program  was  highlighted  by  four  break- 
fast roundtables,  postgraduate  courses,  three  clin- 
ical workshops,  lectures,  panels,  symposia,  colored 
television,  and  motion  pictures.  All  of  the  regis- 
tration courses  were  oversubscribed. 

The  headquarters  of  the  House  of  Delegates  was 
at  the  Dunes  Hotel  and  the  co-headquarters  at  the 
nearby  Caesar’s  Palace.  The  House  of  Delegates 
convened  at  9:00  a.m.  on  Monday,  November  28 
and  adjourned  on  the  afternoon  of  Wednesday,  No- 
vember 30. 

Arrangements  for  the  House  of  Delegates  were  not 
good.  All  of  the  reports  and  resolutions  were  not 
available  until  the  morning  of  November  28,  fol- 
lowing which  the  House  went  into  session  in  order 
to  receive  these  reports  and  resolutions.  The 
Reference  Committees  convened  at  2:00  the  same 
day,  some  of  which  held  hearings  in  the  Dunes 
Hotel  and  some  in  Caesar’s  Palace  approximately 
two  blocks  away.  It  was  a physical  impossibility 
to  study  thoroughly  all  these  reports  and  resolu- 
tions, and  it  was  likewise  impossible  to  attend  the 
Reference  Committees  of  one’s  choice. 

The  following  is  a summary  of  the  actions  taken 
by  the  House  of  Delegates. 

PRESIDENT’S  ADDRESS.  The  House  received 
President  Hudson’s  remarks.  He  emphasized  the 
need  for  organized  medicine  at  all  levels  to  launch 
a continuing  program  under  private  auspices  to 
improve  health  care  services  and  establish  new 
services  where  they  do  not  exist.  He  stated,  “It  is 
among  the  needy  and  formerly  indigent  that  I 
feel  that  we  must  show  interest,  initiative,  and 
enterprise.” 

HOUSE  RESTRICTED  TO  250.  An  amendment 
to  the  by-laws  restricts  the  membership  of  the 
House  of  Delegates  to  250,  and  the  newly  established 


ratio  of  representation  is  one  delegate  for  each  1250 
physicians  in  the  state.  No  state  will  lose  any  of  its 
present  representation. 

SPECIAL  SESSION.  The  by-laws  were  amended 
to  require  25  members  of  the  House  acting  for  and 
in  the  name  of  not  less  than  one-third  of  the  state 
associations  in  order  to  call  a Special  Session  of 
the  House  of  Delegates. 

LABORATORY  SERVICES.  Reports  of  the  Ju- 
dicial Council  on  utilization  of  services  of  labora- 
tories owned  and  operated  by  nonphysicians  urged 
that  physicians  should  not  utilize  the  services  of 
any  laboratory  unless  he  has  the  utmost  confidence 
in  the  quality  of  its  services. 

UNETHICAL  DEFINED.  In  another  report  the 
Judicial  Council  stated,  “Unethical  conduct  involv- 
ing moral  principles,  values  and  duties,  calls  for 
disciplinary  action  such  as  censure,  or  expulsion 
from  medical  society  membership.”  Your  dele- 
gate objected  to  this  definition  on  the  grounds  that 
the  terms  are  much  harsher  than  are  used  in  the 
code  of  ethics  of  the  AMA  and  that  the  definition 
of  “moral  principles,”  “values  and  duties,”  are 
subject  to  a wide  variation. 

AMA  PAST-PRESIDENTS.  Resolution  No.  19 
from  Florida  calling  for  the  admission  of  past- 
presidents  of  the  AMA  to  the  House  of  Delegates 
with  the  privilege  of  voice  and  vote  was  not  ap- 
proved. 

ELECTION,  TRUSTEES.  Two  resolutions  calling 
for  candidates  for  vacancies  on  the  Board  of 
Trustees  running-at-large  were  defeated. 

ACCREDITATION,  HEALTH  INSURANCE. 
The  Council  on  Medical  Services  presented  a 
lengthy  report  on  the  subject  of  a proposed  joint 
commission  for  accreditation  of  voluntary  health 
insurance  plans.  The  report  recommended  fur- 
ther study,  and  the  House  asked  that  the  Council 
render  another  report  at  the  annual  convention  in 
1967. 

REVIEW  COMMITTEE.  Reaffirmation  of  the 
guidelines  relating  to  the  functions  of  medical  so- 
ciety review  committees  as  published  in  JAMA  in 
November  29,  1965,  as  well  as  endorsement  of 
additional  principles  recommended  at  this  conven- 
tion, were  given  to  the  report  of  the  Council  on 
Medical  Services.  One  of  these  principles  stated, 
“Medical  societies  should  establish  and  support  pro- 
fessional optimal  function.”  These  review  com- 
mittees should  be  concerned  with  charges,  effective 
use  of  hospitals,  and  the  necessity  of  the  services 
rendered.  The  House  instnacted  the  AMA  staff  to 
disseminate  to  all  state  and  local  medical  societies 
material  which  would  be  helpful  in  preparing  re- 
view procedures. 

OATH  OF  COMPLIANCE.  A Trustees  report 
pointed  out  that  an  oath  of  compliance  from  in- 
dividual physicians  under  the  provisions  of  the 
civil  rights  act  of  1964  is  not  specifically  required 
by  the  Department  of  HEW.  This  is  a matter  for 
determination  in  the  individual  states  and  not 
required  by  federal  statute  or  regulation. 

REIMBURSEMENT,  TITLE  19.  There  were  six 
resolutions  which  concerned  reimbursement  under 
Title  19.  These  elicited  a great  deal  of  discussion. 
The  Reference  Committee  was  informed  that  the 
Council  on  Legislative  Activities  of  the  AMA  has 
recently  recommended  that  Title  19  be  amended 
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to  permit  reimbursement  to  the  patient  for  pay- 
ments made  to  his  physician.  The  Reference  Com- 
mittee proposed  a substitute  resolution  in  lieu  of 
the  six  different  resolutions  which  had  been  sub- 
mitted as  follows:  “Resolved,  That  the  American 
Medical  Association  strongly  support  amendment 
of  the  Social  Security  Act  including  Title  19 
to  permit  payment  without  assignment  for  medical 
care  made  by  tbe  patient.”  In  other  words,  the 
House  endorsed  reimbursement  from  the  government 
in  a manner  similar  to  those  recipients  under  Title 
18. 

TERMINOLOGY.  The  House  took  note  of  the 
first  edition  of  the  American  Medical  Association’s 
CURRENT  PROCEDURAL  TERMINOLOGY. 

REIMBURSEMENT  ON  STATEMENT.  There 
was  reaffirmation  of  a previous  action  by  the 
House  recommending  that  Public  Law  89-97  under 
Title  18  be  amended  in  order  to  allow  for  payment 
to  the  patient  by  government  on  the  basis  of  a 
valid  statement  of  services  rather  than  a receipted 
bill. 

BILLING,  PROFESSIONAL  SERVICE.  A com- 
prehensive resolution  introduced  by  the  Ohio  dele- 
gation on  the  subject  of  billing  for  professional 
services  was  sympathetically  received  but  re- 
ferred to  the  Council  on  Medical  Services  for  fur- 
ther study  and  clarification  as  well  as  recommen- 
dation. This  resolution  reiterated  the  action  of 
the  House  of  Delegates  at  its  October,  1965,  meeting, 
calling  for  bospital-based  specialists  to  bill  and 
collect  for  their  services  in  the  same  manner  as 
other  physicians;  in  other  words,  the  fees  for 
these  specialists’  services  should  not  be  merged 
with  hospital  charges. 

“USUAL,”  “CUSTOMARY,”  “REASONABLE.” 
There  were  four  resolutions  from  state  societies 
as  well  as  a report  of  the  Council  on  Medical  Serv- 
ices which  dealt  with  the  matter  of  definition  for 
“usual,”  “customary,”  “reasonable,”  and  “prevail- 
ing” fees.  None  of  these  was  adopted  except  Reso- 
lution No.  36  from  the  Ohio  delegation,  the  resolve 
which  read  as  follows:  “That  the  definitions  of 

the  words  ‘usual,’  ‘customary,’  and  ‘reasonable’  be 
considered,  within  the  fundamental  framework  of 
individual  determination,  the  responsibility  of  the 
constituent  state  medical  societies  with  the  under- 
standing that  the  advice  and  counsel  of  the  AMA 
be  made  available  to  those  states  requesting  such 
assistance.” 

UTILIZATION  COMMITTEES,  IMMUNITY.  The 
House  adopted  a resolution  on  the  subject  of  legal 
immunity  for  members  of  the  Utilization  Review 
Committee  as  follows:  “Resolved,  That  the  state 

medical  societies  be  urged  to  seek  the  passage  of 
state  legislation  which  would  provide  a physician 
who  ser\-es  on  a Utilization  Review  Committee 
immunity  from  litigation  arising  from  the  actions 
of  the  committee;  and  that  the  AMA’s  staff  provide 
state  societies  with  requested  technical  assistance.” 

IMPROVE  HEALTH  LAWS.  Another  resolu- 
tion which  had  to  do  with  Public  Law  89-97  was 
adopted  in  a modified  form,  the  result  of  which 
read:  “Resolved,  That  the  American  Medical  As- 

sociation continue  to  promote  constructive  legis- 
lation improving  existing  governmental  health 
plans  and  continue  to  offer  such  contractive  advice.” 

DEFERRED  EARNINGS,  PHYSICIANS.  The 
AMA  Board  of  Trustees  was  instracted  to  pursue 


ways  by  which  self-employed  physicians  may  have 
an  opportunity  for  deferring  current  earnings 
comparable  to  opportunities  presently  enjoyed  by 
employed  individuals. 

CHIROPRACTIC.  The  House  adopted  a state- 
ment of  policy  presented  by  the  Board  of  Trustees 
on  chiropractic.  The  first  sentence  of  this  state- 
ment reads:  “It  is  the  position  of  the  medical 

profession  that  chiropractic  is  an  unscientific  cult 
whose  practitioners  lack  the  necessary  training 
and  background  to  diagnose  and  treat  human  dis- 
eases.” 

CONTINUING  EDUCATION.  A lengthy  report 
of  the  Board  of  Trustees  on  continuing  education 
was  extensively  reviewed  by  the  Reference  Com- 
mittee and  the  basic  principles  endorsed  by  the 
House.  The  House  was  infonned  that  the  Board 
of  Trustees  will  soon  appoint  a seven  member  com- 
mittee on  continuing  medical  education.  The  House 
warned  that  in  the  implementation  of  this  committee 
important  lines  of  authority  be  clearly  defined  and 
that  the  Board  consult  with  the  Council  on  Medical 
Education  in  order  to  avoid  duplication  of  respon- 
sibilities. 

PAYMENT,  PROFESSIONAL  SERVICES.  The 
House  adopted  a policy  statement  regarding  pay- 
ment for  professional  medical  services  which  was 
submitted  by  the  Board  of  Trustees.  Some  of  the 
major  policy  statements  in  this  report  were  as 
follows:  “It  is  proper  for  a physician  who  pro- 

vides personal  supervision  and  direction  for  a 
physician  in  training  to  charge  for  the  professional 
medical  services  rendered.”  “Physicians  in  hos- 
pitals may  establish  special  medical  funds  wholly 
under  their  own  control  which  they  may  support 
as  they  see  fit  and  disperse  as  they  may  agree.” 
“Fees  for  professional  medical  services  are  prop- 
erly paid  only  to  the  responsible  physicians  and 
may  not  be  appropriated  by  any  other  person  or 
agency.”  “The  physician  is  the  sole  arbiter  as  to 
the  ways  in  which  he  may  dispose  of  professional 
income  without  duress  consistent  with  the  laws 
of  the  land  and  the  Principles  of  Medical  Ethics  of 
this  Association.”  Every  member  of  the  associa- 
tion should  read  this  entire  repoii;. 

REMUNERATION  OF  OFFICERS.  The  Council 
on  Medical  Education  and  the  Council  on  Medical 
Seiwices  issued  a joint  report  on  remuneration  of 
house  officers.  The  report  was  adopted  and  should 
be  studied  by  all  institutions  engaged  in  graduate 
education.  In  addition,  the  Council  on  Medical 
Ser\'ices  was  instructed  to  draft  and  submit  to  the 
House  at  a later  date  guidelines  to  assist  medical 
staffs  in  dealing  with  the  problem  of  disposition 
of  fees  for  professional  services  by  house  officers 
and  other  salaried  physicians. 

TRAINING  OF  FAMILY  PRACTITIONERS. 
The  report  of  the  Ad  Hoc  Committee  on  Education 
for  Family  Practice,  written  by  representatives 
from  the  Council  on  Medical  Education,  the  Ameri- 
can Academy  of  General  Practice,  the  Section  of 
General  Practice,  and  the  Association  of  American 
Medical  Colleges,  was  submitted  to  the  House  by 
the  Council  on  Medical  Education.  The  Council 
recommended  that  Chapter  6,  namely  the  sum- 
mary and  recommendations.  The  Ad  Hoc  Commit- 
tee’s report  was  a lengthy  50-page,  single-spaced, 
typewritten  report  and  must  be  studied  in  great 
detail  by  those  who  have  an  interest  in  the  medi- 
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cal  changes  which  were  recommended  in  the  train- 
ing for  the  general  practitioner.  The  report  at- 
tempts to  define  the  function  of  a family  practi- 
tioner. The  salient  features  in  the  recommended 
education  program  are  lengthening  the  training 
period  to  at  least  three  years  and  emphasizing  in- 
ternal medicine,  pediatrics,  surgical  emergencies, 
psychiatry,  obstetrics  and  gynecology,  with  elective 
training  in  anesthesiology,  radiology  or  ophthal- 
mology. Emphasis  on  community  medicine,  social 
and  behavioral  sciences  (such  as  sociology,  social 
psychology,  and  anthropology)  and  continuing 
medical  education  is  also  recommended.  Certifica- 
tion of  the  family  practitioner  as  a specialist  sim- 
ilar to  other  specialists  is  endorsed. 

GRADUATE  EDUCATION,  MILLIS  REPORT. 
The  I'eport  of  the  Citizens  Commission  on  Gradu- 
ate Education  of  Physicians,  August,  1966,  is  com- 
monly referred  to  as  the  Millis  Report.  An  open 
hearing  was  held  on  this  report  by  the  Board  of 
Trustees,  but  no  action  was  taken  by  the  House 
of  Delegates  on  the  recommendations  embodied  in 
the  Millis  Report.  Your  delegate  spoke  at  length 
and  offered  a critique  at  the  hearing  conducted 
by  the  Board  of  Trustees.  It  was  understandable 
that  very  few  physicians  had  studied  the  Millis 
Report.  Its  recommendations  are  far-reaching  and 
of  great  importance;  therefore,  it  is  incumbent  upon 
all  leaders  in  medicine,  regardless  of  whether  or 
not  they  are  directly  connected  with  medical  educa- 
tion, to  critically  study  this  report  and  transmit 
their  views  to  their  county  and  to  their  state  so- 
ciety. There  may  be  a report  before  the  House 
of  Delegates  in  June,  1967. 

CERTIFICATION  AND  RECERTIFICATION. 
There  were  four  resolutions  on  the  subject  of  gov- 
ernmental requirement  of  certification  and  recer- 
tification under  Public  Law  89-97.  The  House 
adopted  a substitute  resolution  which  embodied 
the  sense  of  these  four  state  resolutions  as  follows: 
“Resolved,  That  the  AMA  advise  the  Department 
of  HEW  that  the  present  requirements  for  cer- 
tification and  recertification  have  proven  highly 
objectionable  and  unnecessary,  and  do  not  con- 
tribute to  the  quality  of  medical  care,  etc.” 

LABORATORY  DIRECTOR  AND  JOINT  COM- 
MISSION. There  were  four  resolutions  critical 
of  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals for  certifying  hospitals  which  have  non- 
physician laboratory  directors.  The  House  adopted 
an  amended  resolution  which  stated  that  the  AMA 
had  repeatedly  recognized  that  clinical  pathology 
and  diagnostic  laboratory  services  constitute  the 
practice  of  medicine  and  that  the  AMA  commis- 
sioners to  the  Joint  Commission  on  Accreditation  of 
Hospitals  are  directed  to  express  their  grave  con- 
cern regarding  the  accreditation  of  hospitals  in 
which  laboratories  are  directed  by  nonphysicians. 

DOCTOR  AS  A HOSPITAL  TRUSTEE.  The 
House  adopted  a resolution  recommending  that  each 
hospital  should  have  at  least  one  voting  doctor  of 
medicine  on  its  governing  board. 

PHYSICIAN-HOSPITAL  CONFLICT.  Resolu- 
tion No.  49  from  the  state  of  Ohio  on  the  subject 
of  informing  physicians  of  lawful  procedures  to 
protect  their  proper  positions  with  hospitals  re- 
ceived a great  deal  of  attention.  The  House  adopted 
an  amended  resolution  which  stated  that  when  dif- 
ferences exist  between  physicians  and  the  admin- 


istration, it  is  the  responsibility  of  the  medical 
staff  to  review  the  problem  and  to  use  its  maximum 
influence  in  supporting  and  implementing  the  ma- 
jority opinion  of  the  medical  staff  with  the  high- 
est quality  of  medical  care  for  all  hospital  patients 
being  kept  as  a paramount  objective.  The  House 
also  approved  an  amended  resolution  that  when 
a member  of  the  medical  staff  who  requests  a change 
in  the  method  of  collecting  for  his  professional 
services  is  opposed  by  the  hospital  administration, 
he  should  be  given  the  support  of  the  medical  staff 
to  the  limits  of  its  ability  within  law. 

TR  U S T E E S’  NONIMPLEMENTATION  OF 
HOUSE  ACTION  104  (JULY,  1966).  The  Board 
of  Ti’ustees  submitted  a report  indicating  why  it 
did  not  implement  Resolution  No.  104  which  was 
adopted  by  the  House  in  June,  1966.  This  resolu- 
tion declared  that  a physician  who  displaced  an- 
other physician  would  be  declared  unethical  if  the 
reason  for  displacement  was  based  on  the  hos- 
pital rejection  of  the  displaced  physician’s  desire 
to  change  his  billing  procedure.  The  Board  of 
Trustees  was  informed  by  their  legal  counsel  that 
if  this  resolution  were  implemented  there  would 
be  significant  legal  risks  involved  because  the  reso- 
lution was  of  concern  to  the  Justi'^e  Department. 
The  Trustees’  report  also  indicated  that  investi- 
gators from  the  Department  of  Justice  visited 
the  headquarters  of  the  AMA  in  Chicago  immedi- 
ately after  the  convention  in  June  and  demanded 
and  received  all  tape  recordings,  reports,  transcrip- 
tions of  discussions,  etc.,  which  related  to  the  reso- 
lution. After  the  Justice  Department  representa- 
tives completed  their  study,  they  informed  the 
Trustees  of  the  AMA  that  they  were  in  danger  of 
being  cited  for  antitrust  violation  if  they  imple- 
mented Resolution  No.  104.  As  a result,  the 
Trustees  did  not  implement  the  resolution  and  ac- 
cordingly reported  this  to  the  House  at  the  meet- 
ing in  Las  Vegas.  In  addition,  the  Reference  Com- 
mittee recommended  that  No.  104  be  rescinded. 
The  House  adopted  the  report  of  the  Board  of 
Trustees  and  rescinded  Resolution  No.  104.  (Your 
delegate,  based  on  competent  advice,  believes  that 
the  AMA  may  have  abrogated  Canons  6,  7,  9,  and 
10  of  its  own  code  of  ethics  by  rescinding  the 
intent  of  Resolution  No.  104.  Time  will  tell  the 
extent,  if  any,  of  the  damage  which  was  done  by 
the  action  taken  as  a result  of  the  dangers  of 
legal  action  by  the  Justice  Department). 

NURSES.  The  House  adopted  the  resolutions 
recommending  increased  income  for  registered 
nurses  and  supporting  approved  education  programs 
for  nurses. 

SELECTIVE  SERVICE.  An  extensive  report  by 
the  Board  of  Trustees  on  the  subject  of  the  Na- 
tional Selective  Service  System  as  it  pertains  to 
the  selection  of  physicians  for  military  seivice  was 
received  by  the  House.  A Kentucky  resolution  call- 
ing for  consideration  by  Selective  Service  of  the 
existing  ratio  between  physician  and  population  to 
be  taken  into  account  as  a criterion  for  selection 
of  physicians  for  military  service  was  also  received 
by  the  House.  An  Ohio  resolution  calling  upon  the 
federal  government  to  make  a survey  of  their  use 
of  physicians  in  nonmilitary  service  was  also  re- 
ceived. 

BLOOD  BANKING;  U.S.P.H.S.:  The  House  rec- 

ognized the  need  for  physician  leadership  in  blood 
banking  and  also  in  responsibilities  of  the  U.S. 
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Public  Health  Service  for  medical  and  related  scien- 
tific decisions  to  be  made. 

MEDICAL  PROFESSION,  JOURNALISTIC 
ATTACK.  The  House  took  cognizance  of  the  re- 
peated criticisms  of  the  medical  profession  in  cur- 
rent publications  and  labeled  them  as  misinforma- 
tion, misunderstanding,  and  misrepresentation.  It 
directed  the  Board  of  Tnastees  to  determine  whether 
a study  of  contemporary  American  medical  prac- 
tices is  feasible  in  oi’der  to  combat  some  of  these 
unfounded  attacks. 

DELEGATES’  MEETINGS.  The  Board  of 
Trustees  was  asked  to  study  and  recommend  pos- 
sible changes  in  the  meeting  schedule  of  the  House 
of  Delegates. 

TELETYPEWRITER.  The  report  of  Trustees 
recommended  that  it  discontinue  effective  January 
1,  1967,  the  teletypewriter  exchange  system,  giv- 
ing the  state  medical  societies  the  option  of  keeping 
the  equipment  and  paying  the  rental  themselves. 
The  Reference  Committee  did  not  endorse  the 
Trustees’  resolution,  but  the  House  overrode  the 
Reference  Committee’s  recommendations  and  adopt- 
ed the  discontinuance  of  the  teletypewriter  system 
of  the  AMA. 

AMA  GROUP  DISABILITY  INSURANCE.  The 
AMA  members  group  disability  insurance  program 
was  the  subject  of  an  extensive  report  and  like- 
wise extensive  discussion  before  the  Reference 
Committee.  The  Board  of  Trustees  recommended 
that  the  program  be  continued  beyond  August  31, 
1967.  Clarification  of  the  existing  program  in 
many  areas  as  outlined  in  their  report,  renegotia- 
tion of  the  revised  program  with  an  acceptable  car- 
rier, a revision  allowing  for  provisions  of  life-time 
benefits  for  some  participants,  and  accepting  new 
participants  under  the  age  of  35  were  objectives. 
A minimum  participation  of  25,000  insured  will  be 
required.  This  report  w’as  approved  by  the  House. 

DOCTOR’S  OFFICE,  CENTER  OF  HEALTH 
CARE.  Resolution  No.  59  from  Colorado  called  for 
the  office  of  the  private  physician  to  be  the  center 
for  comprehensive  medical  care.  The  House  of 
Delegates  reaffirmed  the  principle  that  comprehen- 
sive medical  care  does  center  in  the  physician’s 
office  for  the  majority  of  citizens  of  the  United 
States  and  that  before  any  new'  plans  are  estab- 
lished a definite  need  should  be  demonstrated  for 
these  new  patterns. 

Respectfully  submitted, 

JOHN  R.  SCHENKEN,  M.D., 
Delegate 

REPORT  OF  THE  DELEGATE  TO  THE 
NORTH  CENTRAL  MEDICAL 
CONFERENCE 

Your  delegate  w’as  again  privileged  to  attend  the 
North  Central  Medical  Conference  held  at  the  St. 
Paul  Hilton  Hotel,  St.  Paul,  Minnesota  on  Novem- 
ber 13,  1966.  As  one  might  expect,  the  papers 
presented  from  the  six-state  representation  were 
primarily  concerned  with  the  impact  of  Medicare 
and  the  implementation  of  the  Title  XIX  program. 

The  program  was  initiated  with  a panel  on  Re- 
gional Medical  Programs,  w’ith  our  State  Association 
president.  Dr.  Dan  A.  Nye,  participating. 


The  conference  then  heard  from  H.  Russell 
Brown,  M.D.,  of  South  Dakota,  reporting  from  the 
AMA  Committee  on  insurance  and  prepayment 
plans.  O.  D.  Wolfe,  M.D.,  of  Iowa  discussed  “Usual 
and  Customary  Fees’’  with  attention  to  problems  of 
definition.  Robert  B.  Throckmorton,  legal  counsel 
for  the  Iowa  State  Medical  Association,  then  dis- 
cussed the  hospital-based  specialist  with  particular 
reference  to  what  the  law'  w'ould  permit. 

A.  A.  Lorenz,  M.D.,  from  Wisconsin,  presented 
a paper  on  “Comprehensive  Community  Mental 
Health  Centers  — Boon  or  Benediction  to  Private 
Resources  ?” 

The  final  panel  of  the  morning  consisted  of  dis- 
cussion from  various  participating  states  wdth  ref- 
erence to  Title  XIX,  particularly  wdth  regard  to 
implementation  of  this  program.  In  this  panel 
Robert  J.  Morgan,  M.D.,  President-elect  of  our  State 
Association,  participated. 

Your  delegate  felt  that  there  w'as  still  consider- 
able confusion  with  regard  to  the  full  impact  of 
Medicare  and  Title  XIX,  but  again  w'as  impressed 
wdth  the  fact  that  this  particular  group  of  states 
meeting  in  a body  and  sharing  its  mutual  problems 
and  possible  solutions  to  these  problems  makes 
this  meeting  an  annual  event  of  considerable  im- 
portance. Your  delegate  w’ould  again  urge  a 
stronger  representation  from  the  physicians  of  our 
State  Association. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D., 
Delegate,  North  Central 
Medical  Conference. 

REPORT  OF  BOARD  OF  TRUSTEES 

C.  N.  Sorensen,  M.D.,  Scottsbluff,  Chairman ; R.  Russell 
Best,  M.D.,  Omaha ; Horace  V.  Munger,  M.D.,  Lincoln ; H. 
V.  Nuss,  M.D.,  Sutton : George  B.  Salter,  M.D.,  Norfolk. 

The  Board  is  pleased  to  announce  that  the  As- 
sociation expenditures  remained  within  its  income 
for  1966,  although  cash  in  the  bank  at  the  end 
of  the  year  was  small.  The  Association  like  any 
other  organization  has  experienced  additional  oper- 
ation costs  during  the  past  year  and  this  upw'ard 
trend  will  continue  into  1967. 

The  modest  increase  in  dues  beginning  in  1967 
($15  per  member)  should  be  sufficient  to  carry 
out  the  activities  of  the  Nebraska  State  Medical 
Association  for  the  coming  year  and  leave  a modest 
surplus  with  w'hich  to  begin  1968.  The  increased 
cost  of  doing  business  for  1967  remains  at  the  ap- 
proximate level  of  the  past  several  years  of  about 
5%.  A detailed  financial  analysis  is  contained 
in  the  front  of  the  Handbook  and  therefore  this 
report  will  cover  those  financial  items  acted  upon 
by  the  Board  at  its  four  meetings  in  1966.  A sum- 
mary of  these  activities  are  as  follow's: 

RELATIVE  VALUE  STUDIES:  With  the  ap- 

proval of  the  publication  of  the  1965  Relative  Value 
Study  of  the  Association,  the  Board  of  Trustees 
felt  that  the  printing  costs  for  this  book  should  be 
recovered  and  not  be  taken  from  the  general  funds 
of  the  Association.  The  Board  therefore,  recom- 
mended that  members  and  other  interested  parties 
or  institutions  be  asked  to  pay  a fee  for  the  book. 
The  costs  of  printing  this  issue  have  been  received 
in  the  headquarters  office.  Additional  issues  of  the 
1965  Study  are  still  available  but  at  a reduced 
cost  set  by  the  Board. 


188 


Nebraska  S.  M.  J. 


INVESTMENTS:  The  Association  continues  to 

realize  gains  from  its  investment  program.  Several 
stocks  in  our  portfolio  were  sold  at  the  recommen- 
dation of  our  investment  counselor  and  more  at- 
tractive issues  purchased.  The  Board  further  ap- 
proved the  disposal  of  our  savings  bonds  and  the 
purchase  of  Treasury  notes  because  of  their  flexi- 
bility and  greater  earning  power. 

NEBRASKA  STATE  MEDICAL  JOURNAL.  As 
indicated  in  our  report  a year  ago,  we  expressed 
some  optimism  regarding  the  ability  of  the  Journal 
to  carry  a greater  portion  of  its  financial  costs 
during  1966.  We  are  pleased  to  report  that  the 
Journal  was  able  to  make  financial  gains  during 
1966  which  reduced  its  costs  to  the  Association,  as 
well  as  absorbing  increased  printing  costs.  At  this 
time  it  appears  that  the  upward  trend  will  con- 
tinue in  1967.  Our  primary  income  stems  from 
advertising  and  we  are  sure  that  all  of  you  have 
noticed  the  various  changes  in  the  make  up  of  this 
particular  portion  of  the  Journal. 

The  Editor  of  the  Journal  continues  to  mold  an 
effective  and  vibrant  publication  that  carries  im- 
portant scientific  and  socio-economic  information  to 
the  membership.  The  continued  rise  in  income  of 
the  Journal  and  spirited  leadership  of  the  Editor 
will  assure  us  of  an  increasingly  valuable  instru- 
ment of  communication  of  the  Association. 

OFFICERS  IN-STATE  TRAVEL:  At  the  May 

1966  meeting,  the  Board  approved  in-state  travel 
costs  for  the  President  and  President-Elect  of  the 
Association.  In  view  of  the  tremendous  demands 
made  upon  these  individuals  in  behalf  of  the  Asso- 
ciation, it  was  the  feeling  of  the  Board  that  such 
costs  should  be  reimbursed. 

EMPLOYEES  PENSION  PLAN.  At  the  Budget 
meeting  in  December,  the  Board  approved  a pension 
plan  for  the  employees  of  the  headquarters  office. 
With  the  assistance  of  our  legal  counsel  and  trust 
department  of  a local  bank,  a retirement  program 
was  set  and  approved  by  the  necessary  agencies.  The 
program  effective  in  January,  1967  provides  for  con- 
tributions from  the  Association  and  employees  eligi- 
ble for  the  program.  At  this  time,  three  of  the  five 
employees  are  eligible  to  participate  in  this  pro- 
gram. We  are  confident  that  such  a decision  will 
be  in  the  best  interests  of  both  the  Association 
and  its  employees. 

HEADQUARTERS:  Enlarged  and  improved  of- 

fice space  has  been  acquired  by  lease.  The  re- 
arrangement achieved  will  lead  to  better  efficiency 
and  permit  us  to  handle  the  increased  work  load 
for  now  and  in  the  near  future,  at  least. 

HEADQUARTERS  PERSONNEL:  The  head- 

quarters office,  under  Mr.  Kenneth  Neff’s  direction, 
continues  to  meet  the  challenge  of  an  increased 
work  load,  and  does  so  with  less  than  a correspond- 
ing increase  in  cost.  The  group  appears  harmonious 
and  this,  of  course,  improves  efficiency. 

SUMMARY : The  Nebraska  State  Medical  Asso- 

ciation continues  on  a sound  financial  position  under 
efficient  and  capable  direction  and  we  anticipate 
no  crisis  or  exceptional  difficulty  during  the  next 
year  of  operation. 

Respectfully  submitted, 

C.  N.  SORENSEN,  M.D., 
Chairman. 


ADDENDUM  TO  THE  BOARD  OF  TRUSTEES 
REI’ORT  — MID-WINTER  MEETING,  1967 
Exhibit  for  Centennial  Health  Fair 

The  Exhibit  Committee  of  the  Centennial  Health 
Fair  contacted  the  Association  stating  that  a State 
Medical  Association  Exhibit  should  be  prepared  for 
exhibition  at  the  Fair.  The  Board,  having  only  the 
$6,000.00  approved  for  the  entire  Fair  project,  rec- 
ommended that  at  least  $1,000.00  of  the  total 
contribution  ($6,000.00)  be  used  to  construct  a per- 
manent-type exhibit  for  use  at  the  Fair  and  nu- 
merous activities  and  meetings  participated  in  by 
the  Association  in  the  future.  This  action  was 
taken  on  December  11,  1966.  The  Finance  Commit- 
tee of  the  Centennial  Health  Fair  was  subsequently 
notified  of  this  action. 

REPORT  OF  THE  EDITOR, 
NEBRASKA  STATE  MEDICAL  JOURNAL 

Volume  51  of  the  Nebraska  State  Medical  Journal 
was  issued  in  1966.  It  contains  60  aiTicles  written 
by  66  authors,  and  51  editorials.  Reports  have 
been  published  relating  to  Medicare  and  other  per- 
tinent legislation,  and  concerning  the  activities 
at  five  national  and  state  medical  meetings.  Half 
a dozen  or  more  of  our  editorials  have  been  re- 
printed elsewhere,  one  in  the  AM  A Journal. 

There  is  no  shortage  of  articles;  we  now'  have 
a long  waiting  list.  Advertising  is  again  up,  we 
are  informed. 

Many  new’  departments  have  been  created.  We 
now  have  one  called  “Welcome  New’  Members,”  in 
which  w’e  list  all  new  members  of  the  Nebraska 
State  Medical  Association;  a “Hobby  Shop,”  which 
has  been  reprinted  nationally  several  times;  “Down 
Memory  Lane,”  in  which  we  publish  remarks  from 
our  own  Journal  of  fifty  years  ago;  and  a “Medi- 
cinews”  column,  which  serves  to  keep  our  doctors 
informed  of  w’hat  is  medical  and  new’sworthy. 

Again,  a personal  sampling  leads  us  to  the  con- 
clusion that  the  Journal  is  widely  read,  and  that 
is  surely  an  Editor’s  goal. 

Respectfully  submitted, 

FRANK  COLE,  M.D.,  Editor. 

REPORT  OF  EXECUTIVE  SECRETARY 

This  report  will  cover  the  general  activities  of  the 
Association  and  the  headquarters  office.  After  you 
have  reviewed  these  activities  and  recommendations 
W’e  ti’ust  you  will  have  more  concise  knowledge  of  the 
work  of  the  Association. 

NATIONAL  LEGISLATION 

With  the  passage  of  Public  Law  89-97  in  1966, 
“Medicare,”  as  it  is  commonly  known,  was  placed 
in  operation.  Both  Title  18  and  19  of  the  law  be- 
came effective  in  Nebraska  on  July  1,  1966.  The 
implementation  of  this  law  has  not  been  easy  and 
many  hours  were  spent  on  this  program  by  officers 
and  appointed  committees  to  help  make  the  legis- 
lation function  as  smoothly  as  possible.  There  are 
currently  four  carriers  for  Medicare  in  Nebraska 
and  they  are  as  follows:  Nebraska  Blue  Cross, 

Part  A covering  hospitalization;  Mutual  of  Omaha, 
Part  B,  covering  physicians  services,  they  also 
handle  Part  A for  some  hospitals;  Travelers  Insur- 
ance Company,  Part  A and  B for  railroad  retire- 
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ment  employees;  and  the  Department  of  Public 
Welfare  which  at  this  time  administers  the  pro- 
gram for.  recipients  under  Title  18  and  19.  The 
welfare  program  is  currently  in  the  process  of  being 
modified  with  the  administration  being  moved  to 
private  carrier  intermediaries. 

The  Policy  Committee  has  served  as  the  liaison 
between  the  several  intermediaries  and  the  Ne- 
braska State  Medical  Association  and  their  report 
will  go  into  more  detail  on  these  subjects.  Also  a 
panel  discussion  on  this  subject  will  be  presented 
to  the  House  at  this  session. 

HEART,  CANCER,  STROKE 

Approximately  one  year  ago  the  Association  as- 
sumed a leading  role  in  initiating  a study  on  Public 
Law  89-239  relating  to  heart  disease,  cancer  and 
stroke.  As  a result  of  this  leadership  role  of  or- 
ganized medicine,  an  Advisory  Committee  was  estab- 
lished. The  relationship  of  this  law  and  its  impact 
in  Nebraska  was  carefully  studied  and  a decision 
to  apply  for  a Planning  Grant  was  approved  by 
the  Advisory  Committee.  Shortly  thereafter,  the 
South  Dakota  State  Medical  Association  expressed 
an  interest  in  joining  Nebraska  in  this  project  and 
their  planning  grant  application  was  combined 
with  Nebraska.  On  January  1,  1967,  the  Asso- 
ciation, who  will  act  as  fiscal  agent  for  the  two- 
state  planning  study,  was  informed  that  NIH,  Divi- 
sion of  Regional  Medical  Programs  had  approved 
the  grant.  Since  that  time  a Program  Director  has 
been  hired  and  work  is  under  way  for  a series  of 
planning  studies  throughout  the  two-state  area.  A 
more  comprehensive  report  will  be  made  to  the 
House  by  Heart,  Cancer,  Stroke  personnel. 

STATE  LEGISLATION 

With  the  opening  of  the  1967  Legislature,  the 
Association  will  be  faced  with  decisions  on  numer- 
ous pieces  of  legislation.  The  chaiiTnan  of  the 
Medical  Seiwice  Committee  will  make  a report  on 
legislation  of  interest  that  has  been  introduced 
and  the  status  of  these  bills.  As  has  been  noted, 
in  previous  legislative  sessions,  local  contact  by 
the  physician  with  his  State  Senator  is  the  most 
effective  method  in  expressing  our  viewpoints  on 
legislation.  From  time  to  time  we  will  notify  the 
membership  of  the  need  to  contact  their  Senators  on 
vital  issues,  we  hope  you  will  respond  as  you  have 
in  the  past. 

1967  ANNUAL  SESSION 

Plans  for  the  99th  Annual  Session  are  about 
complete.  Several  new  features  will  be  introduced 
in  order  to  keep  abreast  of  new  thinking.  The 
meeting  will  be  held  during  the  week  of  May  1-4 
at  the  Sheraton-Fontenelle  Hotel,  Omaha. 

Keynote  speaker  for  the  opening  session  on  Tues- 
day morning.  May  2nd,  will  be  Charles  L.  Hudson, 
M.D.,  President  of  the  American  Medical  Associa- 
tion. The  Woman’s  Auxiliai-y  will  also  attend  this 
portion  of  the  program.  The  Annual  Distinguished 
President’s  lecture,  initiated  in  1966,  will  again  be 
presented  with  our  second  distinguished  lecturer 
Charles  A.  Doane,  M.D.,  Dean  of  Ohio  State  Uni- 
versity College  of  Medicine,  delivering  the  address. 
Because  of  the  intense  interest  and  fine  attendance 
of  the  medicolegal  symposium  at  the  1966  meet- 
ing, a second  session  of  this  nature  will  be  held 


at  the  conclusion  of  the  Association  meeting  on 
Thursday,  May  4.  The  Nebraska  Bar  Association 
is  again  cooperating  in  preparation  of  this  popu- 
lar meeting.  All  members  of  the  Medical  and  Bar 
Association  will  be  invited  to  this  conference. 

NEBRASKA  STATE  MEDICAL  JOURNAL 

The  Journal  has  continued  to  make  financial 
progress  during  1966  to  a point  where  no  additional 
financing  was  needed  from  the  Association  over 
and  above  the  portion  of  the  membership  dues  that 
go  to  support  this  publication.  The  State  Medical 
Joumal  Advertising  Bureau  which  represents 
thirty-five  state  journals  at  the  national  level,  has 
been  successful  during  1966  in  obtaining  additional 
advertising  of  varied  kinds.  You  have  probably 
noticed  a large  influx  of  inserts  in  the  Journal 
over  the  past  year. 

A number  of  changes  have  been  made  in  the 
internal  portion  of  the  Journal  by  our  Editor,  Dr. 
Frank  Cole.  We  have  received  many  fine  com- 
ments on  these  new  additions. 

The  outlook  for  1967  appears  to  be  good  and  it 
is  anticipated  that  we  will  continue  to  see  a gradu- 
al increase  in  the  growth  of  advertising  in  the 
Journal  as  well  as  an  increase  in  scientific  papers 
and  other  publications  of  interest  to  the  member- 
ship. 

We  again  welcome  your  comments  concerning  the 
Journal.  As  the  official  publication  of  the  Asso- 
ciation, it  can  best  serve  this  purpose  if  we  have 
knowledge  of  the  desires  and  interests  of  the  mem- 
bership. Both  Dr.  Cole  and  myself  will  appreciate 
hearing  from  you. 

ANNUAL  OFFICERS’  CONFERENCE 

A verj^  excellent  Officers’  Conference  was  held 
in  September  of  1966  at  Kearney,  with  sixty-five 
state  and  county  society  officers  attending.  The 
program  was  designed  to  be  a workshop  session 
with  ample  time  being  given  for  discussion  on  all 
topics  presented. 

A survey  of  those  attending  the  meeting  indicat- 
ed they  obtained  much  valuable  infomiation  and  re- 
ceived a more  complete  briefing  of  the  many  pro- 
grams and  activities  of  the  Association.  The 
only  regret  of  the  program  committee  was  that 
every  county  medical  society  was  not  represented. 
A concentrated  effort  will  be  made  to  get  represen- 
tatives from  every  county  medical  society  at  the 
1967  Conference  which  will  be  held  in  late  Septem- 
ber or  early  October. 

PUBLIC  RELATIONS 

A concentrated  Public  Relations  program  was  not 
initiated  during  1966,  however,  many  activities 
were  carried  out  on  a small  scale.  This  resulted  in 
contacts  with  all  of  the  news  media  such  as  radio, 
television  and  newspapers.  Frequent  contacts  with 
personnel  in  these  areas  are  valuable  to  medicine 
and  provide  a better  opportunity  for  a clearer 
understanding  between  the  Association  and  the 
news  media.  As  a result  of  these  regular  contacts 
we  enjoy  good  coverage  of  news  information  com- 
ing from  the  Association. 

Our  film  “Gravity  of  Death”  produced  in  1958 
at  a cost  of  $3,000  continues  to  be  in  regular  de- 


190 


Nebraska  S.  M.  J. 


mand,  so  much  so  that  we  have  worn  out  four  reels 
of  film. 

The  Hall  of  Health  opened  at  the  1966  Nebraska 
State  Fair  for  the  eleventh  straight  year.  Our  con- 
tribution to  health  education  through  this  endeavor 
was  recognized  by  the  director  of  the  fair  when 
he  leased  the  space  to  us  at  no  charge.  Previously 
we  had  paid  rent.  Plans  are  being  made  to  dis- 
cuss with  fair  officials  the  need  for  major  alter- 
ations and  re-decoration  of  the  Hall  of  Health. 
We  are  confident  of  a favorable  reception  of  our 
recommendations.  The  Hall  of  Health  has  probably 
been  the  best  single  Public  Relations  activity  that 
has  been  developed  by  the  Association.  We  hope 
you  will  visit  the  exhibit  at  the  1967  state  fair. 

HEADQUARTERS  OFFICE 

As  the  activities  of  the  Association  increase  in 
number  and  intensity,  so  does  the  activities  of 
the  Headquarters  Office.  Meetings  of  many  types 
consume  a large  portion  of  the  staff’s  time.  Dur- 
ing 1966,  we  averaged  three  meetings  per  week, 
traveled  approximately  30,000  miles  and  spent  an 
estimated  45  days  of  our  working  time  in  such 
meetings.  Association  committees  have  absorbed 
much  of  this  time,  although  there  have  been  numer- 
ous other  meetings  with  allied  profession  groups. 
County  Medical  Societies,  national  meetings,  lunch- 
eons and  legislative  activities  at  both  the  state  and 
national  level.  This  coming  year  promises  to  be 
another  active  year  with  many  new  activities 
added  to  the  agenda  of  the  staff.  Our  job  is  one 
of  service,  and  we  will  make  every  effort  to  handle 
our  assignments  with  efficiency  and  promptness. 


MEMBERSHIP 

Active  Members 1,230 

Life  Members  115 

Service  Members  3 


Total  1,348 

Less:  Deceased  Members  9 


Total  1,339 

A.M.A.  Membership  1,213 

Potential  Members 22 

New  Members  60 


Total  New  Doctors  Moved 

Into  State  in  1966  82 

CORRESPONDENCE 

Incoming  Mail  10,454 

Outgoing  Mail  33,938 


Respectfully  submitted, 
KENNETH  NEFF, 

Executive  Secretary. 

REPORT  OF  THE  CO.MMITTEE 
ON  AGING 

Charles  Bonniwell,  M.D..  Omaha.  Chairman  ; F.  Faustian, 
M.D.,  Omaha ; John  A.  Brown  III,  M.D.,  Lincoln  ; Walter 
Weaver,  M.D.,  Lincoln  ; Vernon  Ward,  M.D.,  Kearney : Robert 
G.  Osborne,  M.D.,  Norfolk. 

The  Committee  on  Aging  met  January  12,  1967, 
in  Lincoln.  Problems  concerning  nursing  homes 
were  discussed.  At  the  present  time,  there  are  313 
homes  in  the  State  with  10,447  beds.  Of  these 
10,447  beds,  4,764  are  personal  care  beds  or  board 
and  room  facilities. 


65  new  projects  have  been  completed  in  the  past 
three  years.  There  are  19  currently  under  construc- 
tion, 22  probable  proprietary  proposed,  and  5 Hill 
Burton  projects  proposed. 

Every  facility  in  Nebraska  and  probably  in  the 
State  is  aware  of  the  extreme  shortage  of  any  and 
all  type  of  help  in  homes  caring  for  the  aged.  Per- 
haps there  are  several  reasons  for  this  problem 
among  these  are:  (1)  Low  wages;  (2)  Lack  of 

trained  personnel  with  the  understanding  on  how 
to  handle  older  people.  There  is  no  question  but 
what  there  is  an  acute  shortage  of  trained  person- 
nel to  man  the  homes  for  the  aged.  It  is  out 
of  the  question  to  get  enough  RN’s  to  do  the 
job.  It  is  also  impossible  to  get  enough  LPN’s  to 
do  the  job  at  the  rate  they  are  being  trained.  It 
would  seem  that  more  training  facilities  must  be 
made  available,  and  the  job  must  be  attractive 
enough  to  get  good  personnel.  Because  of  this  lack 
of  personnel  it  is  felt  that  a concerted  effort  should 
be  made  to  devise  a training  program  which  will 
reach  the  greatest  number  of  people  at  the  least 
cost. 

At  the  present  time,  John  Carson,  who  is  the 
special  assistant  on  aging  for  the  Governor,  is 
organizing  a program  on  psychological  aspects  of 
aging  which  is  financed  by  tax  money.  This  pro- 
gram will  cost  about  $5,000.00.  It  can  only  be 
given  to  RN’s  and  the  number  must  be  limited  to 
about  60.  It  is  to  last  three  days  and  cover  only 
the  subject  psychological  aspects  of  aging. 

Several  members  of  this  committee  feel  that  not 
enough  people  are  being  reached  by  this  type  of 
program  and  the  cost  is  too  high. 

We  suggest  that  a complete  training  program  be 
devised  covering  all  aspects  of  nursing  home  care. 
This  program  should  then  be  put  on  sound  tape 
which  can  be  shown  in  many  communities  at  a 
fraction  of  the  cost,  and  reach  the  maximum  number 
of  people.  Training  must  be  aimed  at  all  personnel 
from  the  administration  down. 

Discussion  with  Mr.  Vein  Pangborn  brought 
out  many  of  the  problems  which  he  faces  regarding 
the  care  of  the  aged.  He  feels  that  it  would  be  very 
helpful  if  every  physician  in  the  state  would  fill 
out  a questionnaire  regarding  any  patient  he  has 
in  a nursing  home  so  that  they  would  have  a better 
idea  as  to  how  many  actual  nursing  home  beds  are 
needed  as  compared  to  just  board  and  room  fa- 
cilities. No  doubt  there  are  patients  in  nursing 
homes  who  could  get  along  as  well  or  better  in  a 
care  home. 

I feel  that  the  Nebraska  State  Medical  Associa- 
tion should  go  on  record  as  favoring  a program  to 
train  the  maximum  number  of  personnel. 

Respectfully  submitted, 
CHARLES  BONNIWELL,  M.D., 
Chairman. 

REPORT  OF  DIABETES  COMMITTEE 

Morris  Margolin,  M.D.,  Omaha,  Chairman  ; Wm.  J.  Ready, 
M.D.,  Omaha  : Chas.  Carignan,  Jr.,  M.D..  Ravenna : J.  Wm. 
Hervert,  M.D.,  Lincoln  ; John  Bengtson,  M.D.,  Lincoln  ; 
Williard  G.  Seng,  M.D.,  Oshkosh. 

Your  committee  respectfully  presents  the  follow- 
ing report  for  the  year  1966  in  the  field  of  Diabetes 
Detection  and  Education. 

1.  National  Diabetes  Week.  Urine  tests  by  mem- 
bers of  the  State  Medical  Association. 
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Number  tested 8,559 

Number  of  positives  276 

Number  of  positives 

pre%iously  unknown 59 

Frontier  County  Health  Council  — Clinistix 
tests  on  school  children. 

Number  tested 909 

Number  positives  10 

Number  positives 

pi'eviously  unknown 6 

Total  number  tested 9,468 

Total  positives  286 

Total  positives 

previously  unknown 65 

Respectfully  submitted, 

MORRIS  MARGOLIN,  M.D., 
Chairman. 

REPORT  OF  TRAFFIC  SAFETY  COMMITTEE 

Ralph  Moore.  M.D..  Omaha.  Chairman : Kenneth  Kimhall. 
M.D.,  Kearney;  George  B.  Salter.  M.D..  Norfolk;  Vem  F. 
Deyke.  M.D.,  Columbus ; P.  B.  Olsson,  M.D.,  Lexington  ; John 
Porter.  M.D.,  Beatrice. 

The  Traffic  Safety  Committee  had  one  meeting, 
January  11,  1967,  primarily  to  discuss  the  provi- 
sions of  Public  Law  80-564  enacted  in  1966  author- 
izing the  Secretaiy  of  Commerce  to  develop  high- 
way safety  programs.  In  this  the  state  legisla- 
tures will  be  required  to  enact  their  own  laws  con- 
cerning highway  safety  and  driver  licensure. 
Driver  education  programs  are  mandatoiy  and  are 
already  in  operation  in  Nebraska.  The  medical 
limitations  on  licensure  of  persons  to  operate  auto- 
mobiles were  considered.  Recommendations  are 
considered  in  detail  by  publications  of  the  Ameri- 
can Medical  Association.  Commercial  drivers,  by 
law,  must  qualify  physically.  The  medical  limita- 
tions in  driver  licensure  in  Nebraska  are  extiemely 
limited  and  re-examination  is  not  required.  At 
the  present  time  it  is  up  to  individual  physicians 
to  educate  their  patients  and  advise  them  as  to  their 
limitations.  Physicians  are  reminded  that  antihisti- 
mines,  tranquilizers,  and  sedatives  constitute  driv- 
ing hazards.  The  Traffic  Safety  Committee  has 
advised  the  Governor  that  it  will  be  available  in  an 
advisoiy  capacity. 

The  Governor  Mill  be  adrised  of  materials  ac- 
cumulated by  this  committee  to  aid  in  the  formu- 
lation of  driving  licensure  laM  s. 

The  Committee  has  a liaison  committee  compris- 
ing of  Doctors  Moore,  Porter,  Kimball,  Grissom, 
Stewart  and  Rogers  to  aid  in  the  dissemination  of 
the  infoiTnation  concerning  the  Emergency  Medical 
Transportation  Program  which  has  recently  been 
developed  in  Nebraska. 

The  Chairman,  Dr.  Ralph  Moore,  -will  contact  Lt. 
Col.  Burl  M.  Johnson  who  is  deputy  director  of  the 
State  Civil  Defense  Agency  concerning  the  program. 
The  communications  portion  of  the  Emergency 
Medical  Transportation  Program  has  already  been 
activated  but  information  regarding  this  is  not 
M'idely  knoM'n  by  most  of  the  medical  profession  in 
the  state. 

Respectfully  submitted, 

RALPH  C.  MOORE,  M.D., 
Chainnan. 


REPORT  OF  COMMITTEE  ON  MEDICINE 

AND  RELIGION  1 

Horace  Giffen.  M.D..  Omaha.  Chainnan  ; J.  J.  Hanigan.  I 
M.D.,  Lincoln ; Ray  Sundell,  M.D.,  Omaha : Dwaine  J.  Peeti, 
M.D.,  Neligh : Merle  Sjogren,  M.D.,  Omaha.  ' 

The  Committee  on  Medicine  and  Religion  met  on  | 
January  19,  1967.  Mr.  Ame  Larson  of  the  AMA  | 
Medicine  and  Religion  Department  M'as  introduced  i 
and  gave  a review  of  the  development  of  the  com- 
mittee actirities  and  the  status  of  the  programs  | 
throughout  the  nation.  We  %vere  told  that  nearly  j 
all  of  the  states  have  had  some  activity  in  this  ; 
field  and  in  some  states  it  has  become  advanced.  , 
We  were  led  to  believe  that  in  Nebraska  the  pro- 
grams have  not  advanced  since  the  initial  meeting 
attempt  in  the  program  of  the  State  Medical  As- 
sociation in  1965. 

Following  review  of  the  local  situation,  the  com- 
mittee felt  that  rather  than  setting  up  a large 
meeting,  group  meetings  centering  around  hos- 
pitals would  probably  be  more  promising.  Attempts 
Mill  be  made  to  initiate  such  programs  in  a feM- 
key  sites  in  the  state.  Later  an  attempt  may  be 
made  for  a larger  meeting  M’ith  some  outstanding, 
Mell-knoM-n  doctor. 

Doctor  Giffen  reported  that  he  plans  to  attend 
the  February  meeting  of  all  of  the  State  Chairmen 
coming  in  Chicago. 

Respectfully  submitted, 
HORACE  GIFFEN,  M.D., 
ChairTnan. 

REPORT  OF  COMMITTEE  ON  HEALTH 
EDUCATION  IN  SCHOOLS  AND 
COLLEGES 

S.  I.  Fuenning.  M.D..  Lincoln.  Chairman  ; Paul  Bancroft, 
M.D.,  Lincoln ; H.  V.  Smith.  M.D..  Kearney : S.  M.  Rathbun, 
M.D..  Beatrice : R.  C.  Rosenlof,  M.D.,  Kearney. 

This  report  is  a brief  summary’  of  the  activities 
of  the  Health  Education  Committee  since  the  an- 
nual meeting  of  the  Nebraska  State  Medical  Asso- 
ciation in  May  1966  to  February  1,  1967. 

NEBRASKA  STATE  INTER-AGENCY  HEALTH 
PLANNING  COUNCIL:  The  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  in  Febnr- 
ary  1966  meeting  approved  the  Resolution  on  the 
formation  of  a State  Inter-Agency  Health  Council. 
Several  meetings  have  been  held  M’ith  representa- 
tives from  the  major  professional  health  agencies, 
voluntary  health  agencies,  and  official  health  agen- 
cies. -A.  fornral  constitution  M'as  adopted  by  the 
representatives  of  the  major  Health  Related  Agen- 
cies in  December  1966. 

NEBRASKA  STATE-WIDE  CONFERENCE  ON 
HEALTH  EDUCATION:  The  House  of  Delegates 

at  the  Mid-Winter  meeting  of  the  House  of  Dele- 
gates 1966  approved  a Resolution  that  the  Ne- 
braska State  Medical  Association  sponsor  a State- 
Wide  Conference  on  Health  Education.  This  con- 
ference has  noM-  been  scheduled  for  1968  to  coin- 
cide M'ith  the  annual  meeting  of  the  Nebraska  State 
Medical  Association.  This  State-Wide  Conference 
on  Health  Education  M'ill  be  co-sponsored  by  the 
Governor’s  Council  on  Fitness;  and  it  is  anticipated 
that  the  major  health  related  agencies  Mill  also  co- 
sponsor this  conference. 

STATE  SURVEY  OF  SCHOOL  HEALTH  PRO- 
GRAM AND  SERVICES  IN  ELEMENTARY  AND 
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SECONDARY  SCHOOLS  IN  THE  STATE  OF  NE- 
BRASKA: Recommendations  for  a state  survey 

of  school  health  program  and  services  were  re- 
ceived from  the  State  Department  of  Health  and 
from  members  of  the  Executive  Committee  of  the 
Nebraska  School  Administrators  Association.  The 
Health  Education  Committee  of  the  Nebraska 
State  Medical  Association  recommends  that  the 
Nebraska  State  Medical  Association  sponsor  a state 
survey  of  school  health  programs  and  services  of 
the  elementary  and  secondary  schools  of  Nebraska 
similar  to  the  state  survey  of  health  education.  It 
is  recommended  that  the  survey  be  comprehensive, 
to  include  all  phases  of  health,  including  personnel 
health,  with  emphasis  on  preventive  medicine.  The 
following  agencies  will  co-sponsor  this  suiwey:  State 
Department  of  Health,  State  Department  of  Edu- 
cation, Nebraska  School  Administrators  Associa- 
tion. 

Respectfully  submitted, 

SAMUEL  I.  FUENNING,  M.D., 
Chairman. 

REPORT  OF  SUB  COMMITTEE  ON 
ATHLETIC  INJURIES 

John  G.  Yost,  M.D.,  Hastings,  Chairman ; Paul  Goetowski, 
M.D.,  Lincoln ; S.  I.  Fuenning,  M.D..  Lincoln ; L.  C.  Steffens, 
M.D.,  Kearney  ; Otis  Miller,  M.D.,  Ord ; Gerald  Ries,  M.D., 
Omaha ; George  Sullivan,  R.P.T.,  Lincoln ; Bruce  F.  Claussen, 
M.D.,  North  Platte. 

It  is  the  primary  function  of  this  committee  to 
conduct  a short  Seminar  on  Competitive  Athletics 
each  summer.  The  Fourth  Annual  Seminar  was 
held  on  August  18  and  19,  1966,  at  the  Comhusker 
Hotel.  Dr.  Bruce  Brewer  was  guest  medical  speak- 
er, and  Bobby  Gunn  was  the  guest  trainer.  Thirty- 
four  physicians,  four  dentists,  six  physical  thera- 
pists, twenty-five  coaches  and  trainers,  and  seven 
miscellaneous  individuals  registered  for  this  meet- 
ing, for  a total  registration  of  seventy-six. 

The  attendance  this  year  was  below  that  of  the 
past  years,  somewhat,  and  because  of  this,  the 
Committee  is  preparing  a change  of  format  for 
the  meeting  to  be  held  on  August  18  and  19,  1967. 
This  meeting  will  be  primarily  on  the  medical  as- 
pects covering  the  spine  and  the  four  extremities. 

Another  function  of  this  Committee  has  been 
to  develop  certain  guide  lines  and  in  the  past,  these 
have  been  submitted  to  the  House  of  Delegates.  At 
the  present  time,  the  Sub-Committee  would  like  to 
present  to  the  House  of  Delegates  for  their  ap- 
proval, that  the  present  pre-season  conditioning  and 
practice  period  of  two  weeks  be  extended  to  three 
weeks,  and  the  season  consequently  be  entered  into 
one  week  later  in  the  year,  rather  than  to  start  one 
week  earlier.  If  this  is  acceptable,  it  is  felt  that 
the  School  Administrators  Association  and  the 
School  Activities  Association  should  be  notified  of 
this  action. 

It  is  our  feeling  that  this  extra  week  should  be 
allotted  to  conditioning  without  pads,  and  because 
of  the  above,  we  present  to  the  House  of  Delegates 
the  following  resolution: 

WHEREAS,  one  of  the  major  causes  of  in- 
juries to  the  high  school  athlete  results  from 
inadequate  conditioning,  through  lack  of  suf- 
ficient time  to  properly  condition  prior  to  initial 
contact;  and 

WHEREAS,  over  half  of  all  football  injuries 
occur  prior  to  the  first  game,  due  to  lack 
of  proper  conditioning  before  contact;  and 


WHEREAS,  to  start  the  season  one  week 
earlier  would  create  a health  hazard  due  to  the 
increased  heat  as  well  as  an  increased  incon- 
venience to  the  coaches  and  a budgetary  incon- 
venience to  the  school  system; 

THEREFORE  BE  IT  RESOLVED,  that  the 
three  week  training  and  practice  period  start 
the  same  time  as  at  present,  but  that  the  high 
school  football  games  be  started  one  week 
later,  and  the  first  week  be  allotted  to  train- 
ing and  conditioning  without  the  use  of  pads. 

Respectfully  submitted, 

JOHN  G.  YOST,  M.D., 
Chairman. 

ADDENDUM  TO  THE  SUB-COMMITTEE 
ON  ATHLETIC  INJURIES  REPORT 
Mid-Winter  Meeting,  1967 

Your  committee  would  like  to  ask  the  House  of 
Delegates  endorsement  to  proceed  on  sponsoi’ship 
of  four  E.T.V.  programs  on  Athletic  Injuries.  We 
wish  to  point  out  that  financing  for  the  programs 
will  come  from  outside  agencies  and  no  financial 
burden  will  be  placed  on  the  Nebraska  State  Medical 
Association. 

REPORT  OF  RELATIVE  VALUE 
STUDY  COMMITTEE 

B.  R.  Bancroft,  M.D.,  Kearney,  Chairman ; H.  E.  Mitchell, 
M.D.,  Lincoln ; Robert  Long.  M.D.,  Omaha ; Harlan  Papenfuss, 
M.D.,  Lincoln ; James  E.  Ramsey,  M.D.,  Atkinson. 

This  committee  has  held  no  formal  meetings  since 
the  report  given  at  the  mid-winter  meeting  a year 
ago.  The  acceptance  of  the  usual  and  customary 
fee  by  Medicare  and  Welfare  has  eliminated  most 
of  the  problems. 

Your  chairman  serv^ed  as  a member  of  the  com- 
mittee, appointed  by  the  Policy  Committee,  to  ap- 
pear at  the  public  hearing  March  31st  relative 
to  the  adoption  of  the  1965  Relative  Value  Study 
by  the  compensation  court  of  the  State  of  Nebraska. 
The  1965  Relative  Value  Study  was  accepted  by 
the  compensation  court  with  the  conversion  factor 
of  5. 

Negotiations  with  Veterans’  Administration,  Re- 
habilitation and  the  Military  were  abortive  and  it  is 
suggested  by  your  committee  that  usual  and  cus- 
tomy  charges  be  made  to  these  agencies  in  the 
absence  of  negotiated  fees. 

It  is  hoped  that  the  duties  of  this  committee  con- 
tinue to  be  light  since  this  would  seem  to  indicate 
satisfaction  on  the  part  of  all  parties  concerned. 

Respectfully  submitted, 

B.  R.  BANCROFT,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  HEALTH 
COMMITTEE 

Robert  L.  Grissom,  M.D.,  Omaha.  Chaii*man  ; J.  Calvin  Davis 
III,  M.D.,  Omaha;  Edwin  D.  Lyman,  M.D.,  Omaha;  E.  A. 
Rogers,  M.D.,  Lincoln ; H.  C.  Stewart,  M.D.,  Pawnee  City ; 
S.  I.  Fuenning,  M.D.,  Lincoln. 

The  Committee  held  one  meeting  during  the  year, 
on  December  15,  1966. 

There  has  been  some  interest  in  the  examination 
and  certification  of  food  handlers  for  health  pur- 
poses. At  the  present  time,  there  is  no  such  cer- 
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tification,  but  eating  establishments  generally  are 
inspected  under  the  Department  of  Agriculture. 
Because  of  the  far-reaching  implications  of  the 
food  handling  problem  in  public  eating  establish- 
ments, the  Committee  voted  to  suggest  a Legisla- 
tive Study  Committee  in  the  Unicameral  to  re- 
view the  entire  Sanitary  Code  now  on  the  statutes. 
It  is  proposed  to  do  this  through  Dr.  Rogers,  who 
is  a member  of  the  Committee. 

In  view  of  the  increasing  importance  of  public 
health  in  Nebraska,  the  Committee  recommends  to 
the  Nebraska  State  Medical  Association  that  an 
award  of  $100.00  be  established  for  each  medical 
school  to  be  awarded  annually  to  the  health  science 
student  who  develops  the  best  essay  on  community 
health. 

It  was  also  moved  and  passed  to  recommend  to 
the  Policy  Committee  of  the  Nebraska  State  Medi- 
cal Association  that  the  present  legislation  on  the 
reporting  of  venereal  and  other  reportable  diseases 
by  the  physician  or  by  the  laboratory  reporting 
of  positive  findings  respecting  reportable  diseases 
to  the  State  Depai’tment  of  Health  be  amended  to 
give  legal  immunity  from  suit.  It  is  hoped  such 
legislation  would  be  submitted  to  this  session  of 
the  legislature  fashioned  after  a law  that  has  been 
passed  by  the  legislature  in  Illinois. 

Respectfully  submitted, 
ROBERT  L.  GRISSOM,  M.D., 
Chairman. 

REPORT  OF  OCCUPATIONAL  AND 
INDUSTRIAL  HEALTH 
COMIMITTEE 

G.  P.  McArdle,  M.D..  Omaha,  Chairman  ; C.  M.  Wilhelmj, 
Jr..  M.D..  Omaha:  Barry  M.  Storter.  M.D.,  Omaha;  R.  F. 

Sievers.  M.D.,  Blair;  Robert  Hillyer,  M.D.,  Lincoln:  Joseph 
Gross,  M.D.,  Omaha. 

There  have  been  no  formal  meetings  held  of  the 
Committee  on  Occupational  and  Industrial  Health 
for  this  year,  but  in  discussion  with  members  of 
the  committee,  we  are  very  much  concerned  about 
the  possibility  of  the  Federal  Government  entering 
into  the  field  and  pushing  for  a national  workmen’s 
compensation  law. 

We  think  with  the  permission  of  the  society,  this 
should  be  investigated  further  and  some  action 
taken  perhaps  with  the  legislature  in  upgrading 
the  Workmen’s  Compensation  Law  of  the  State  of 
Nebraska  if  necessary,  so  that  the  adjudication  of 
such  claims  will  stay  under  state  jurisdiction  rather 
than  under  a Federal  hierarchy. 

There  is  considerable  information  regarding  this 
impending  problem,  and  we  would  strongly  recom- 
mend our  State  Association  take  some  stand  in 
asking  the  Legislature  to  study  the  problem  and 
keep  Workmen’s  Compensation  under  state  jurisdic- 
tion rather  than  federal. 

Respectfully  submitted, 

G.  P.  McARDLE,  M.D., 
Chairman. 

REPORT  OF  CIVIL  DEFENSE  AND 
DISASTER  COMMITTEE 

George  N.  Johnson.  M.D.,  Omaha.  Chairman  ; J.  P.  Heinke, 
M.D.,  Scottsbluff : John  G.  Wiedman,  M.D.,  Lincoln  : I.  M. 

French,  M.D.,  Wahoo : Max  M.  Raines,  M.D.,  North  Platte; 
R.  E.  Penry,  M.D.,  Hebron. 

The  Civil  Defense  and  Disaster  Committee  met 
September  15,  1966,  at  the  Hotel  Cornhusker,  Lin- 
coln, Nebraska. 


The  following  organizations  were  represented: 
Nebraska  State  Medical  Association,  Nebraska 
Pharmaceutical  Association,  State  Civil  Defense, 
Nebraska  State  Health  Department,  Nebraska  i 
Nurses  Association,  and  Nebraska  Dental  Associa- 
tion. 

Doctor  Johnson  opened  the  meeting  and  welcomed 
all  those  present.  He  stated  the  first  item  on  the  ] 
agenda  would  be  to  consider  the  State  Health  De-  I 
partments  proposal  under  which  a physician  would 
be  appointed  or  selected  in  each  of  8 disaster  areas 
of  Nebraska  to  act  as  an  organizational  head  in 
time  of  disaster.  This  person  would  act  as  a co- 
ordinator and  organizer  to  start  the  program  of 
emergency  preparedness  in  his  particular  area. 

Mr.  McGrew  explained  the  task  group  forma- 
tion of  the  emergency  operation  center  and  the 
plan  now  to  organize  such  a center  in  each  of  the 
8 emergency  areas  which  would  be  similar  in  make- 
up to  the  central  E.O.C.  in  Lincoln.  He  stated  that 
the  8 areas  are  laid  out  on  the  same  basis  as  the 
Nebraska  Communication  System,  developed  by  the 
State  Department  of  Roads  and  the  Safety  Patrol. 
He  felt  that  a principle  individual  and  an  alternate 
need  to  be  selected.  He  explained  what  some  of  the 
other  task  groups  involved  such  as  communications, 
transportation,  food  construction,  etc.,  have  done 
in  their  planning. 

Doctor  Johnson  stated  that  Doctor  Nye,  Presi- 
dent of  the  Nebraska  State  Medical  Association 
will  assist  in  contacting  the  Association  councilors 
to  act  as  the  primary  leaders  in  each  of  the  8 emer- 
gency areas. 

Mr.  Ciciulla  recommended  that  pharmacists  be 
selected  in  the  same  locality  as  the  physician  who 
is  to  act  as  a group  leader  or  chairman. 

Mr.  McGrew  explained  the  state  organization 
consisting  of  13  resource  task  groups  which  will 
be  eventually  the  type  or  organization  in  each 
of  the  8 emergency  or  communication  areas. 

Doctor  Rosenlof  asked  if  the  area  program  would 
override  the  county  commissioner  who  is  generally 
responsible  in  these  areas  for  planning  such  as 
this.  Mr.  McGrew  stated  that  an  individual  in 
county  or  city  government  is  contacted  and  utilized 
in  each  area.  He  further  stated  that  the  emer- 
gency operation  centers  never  institute  assistance 
but  rather  wait  in  any  disaster  until  contacted  by 
the  local  community. 

Doctor  Johnson  asked  that  Mr.  McGrew  have  the 
names  of  the  individuals  directing  other  resource 
areas  sent  to  the  directors  of  all  packaged  disaster 
hospitals  in  Nebraska. 

Mr.  McGrew  explained  the  communications  net- 
work that  has  been  set  up  by  the  Department  of 
Roads  and  how  this  facility  will  be  of  great  value 
in  time  of  disaster. 

Doctor  Lofgreen  stated  that  the  Dental  Associa- 
tion has  made  definite  progress  in  this  activity. 
He  is  now  in  the  process  of  appointing  a dentist  in 
each  of  the  8 areas  to  assist  in  the  program. 

Doctor  Johnson  asked  Doctor  Lofgreen  to  provide 
the  Civil  Defense  Committee  with  information  on 
what  the  Dental  Association  has  accomplished  over 
the  past  year  in  the  areas  of  emergency  prepared- 
ness. 
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Miss  Briggs  stated  that  the  Nebraska  Pharmaceu- 
tical Association  has  held  area  meetings  to  better 
infomi  its  membership  of  this  program,  and  the 
selection  of  a pharmacist  in  each  area  can  be 
easily  carried  out. 

Miss  Garrison  will  send  the  Nebraska  State  Medi- 
cal Association  headquarters  office  a resume  of 
what  the  Nebraska  Nurses  Association  is  doing 
in  the  area  of  emergency  preparedness  planning. 

Doctor  Best  felt  that  the  local  community  which 
has  a disaster  will  call  the  central  office  in  Lincoln 
rather  than  the  local  or  area  center.  The  central 
office  would  and  should  in  this  instance  then  con- 
tact the  area  center  to  provide  them  with  informa- 
tion. 

Mr.  McGrew  stated  that  this  concept  has  existed 
in  the  past,  but  the  change  in  organization  it  is 
hoped,  will  allow  each  emergency  area  to  be  more 
self-sufficient. 

Doctor  Svehla  felt  that  communications  prob- 
lems have  always  been  present  in  a disaster  and 
possibly  this  is  being  somewhat  eliminated,  but 
more  important  the  problems  involving  the  dele- 
gation of  authority  and  responsibility  in  disasters 
are  now  being  more  nearly  solved. 

Mr.  McGrew  explained  the  activities  which  take 
place  in  the  emergency  operations  center  offices 
in  Lincoln  when  a disaster  takes  place. 

Milton  Parker  discussed  the  changes  which  have 
recently  taken  place  in  the  administration  of  the 
packaged  disaster  hospitals.  He  stated  that  in  the  near 
future  all  packaged  disaster  hospitals  must  be  di- 
rectly connected  with  an  operating  general  hos- 
pital. He  further  felt  that  supplies  will  also  be 
made  available  to  general  hospitals  so  that  inven- 
tory turnover  when  needed,  can  be  better  achieved 
and  less  waste  will  result.  He  stated  that  more  in- 
formation in  these  areas  will  be  forthcoming  from 
the  Public  Health  Service  in  the  near  future. 

There  being  no  further  business.  Doctor  Johnson 
adjourned  the  meeting. 

Respectfully  submitted 

GEORGE  N.  JOHNSON,  M.D., 
Chairman. 


REPORT  OF  MEDICAL  EDUCATION 
COMMITTEE 

Robert  C.  Rosenlof.  M.D.,  Kearney,  Chairman  : R.  F.  Sievers, 
M.D.,  Blair:  Chas.  McLaughlin,  M.D..  Omaha;  Frank  Tanner, 
M.D.,  Lincoln  ; J.  G.  Yost,  M.D.,  Hastings ; Earl  F.  Leininger, 
M.D..  McCook. 

The  Medical  Education  Committee  met  on  August 
31,  1966  and  reviewed  the  preceding  several  years’ 
actions  of  this  committee  which  led  to  the  discus- 
sion as  to  whether  or  not  this  committee  should  be 
dissolved  or  whether  it  should  try  to  develop  a 
continuing  Post-Graduate  Education  Program.  The 
effect  of  the  Heart,  Cancer  and  Stroke  legislation 
upon  this  committee  was  discussed  and  it  was  felt 
that  this  committee  could  provide  guidance  for  the 
implementation  of  this  program.  The  several  post- 
graduate programs  offered  by  the  schools  as  well 
as  by  other  groups  were  discussed  and  the  decreas- 
ing attendance  was  lamented.  Reasons  for  such 


decreased  attendance  were  analyzed  and  the  ques- 
tion of  a suiwey  arose.  The  AMA  was  asked  to 
provide  sample  questionnaires  of  the  survey  pres- 
ently being  done  in  Utah.  This  questionnaire  would 
probably  take  3 or  4 hours  of  work  to  complete, 
and  on  this  basis  it  was  felt  that  the  replies  to  such 
a questionnaire  would  be  quite  few. 

There  have  also  been  discussions,  without  action, 
regarding  the  fact  that  there  is  needed  a “central 
clearing  house”  regarding  all  post-graduate  pro- 
grams of  the  medical  schools  as  well  as  of  the  vol- 
untary health  organizations  so  that  better  correla- 
tion and  coordination  might  be  carried  out.  It  is 
probable  that  a survey  of  the  medical  resources 
will  be  a part  of  the  Heart,  Cancer  and  Stroke 
program  and  it  was  suggested  that  the  several 
groups  planning  surveys  might  combine  their  ac- 
tivities so  that  one  good  and  complete  survey 
might  be  completed.  It  should  be  pointed  out  that 
much  of  this  information  could  be  tabulated  by  a 
computer  and  that  once  the  initial  survey  was  done 
the  additional  information  might  be  added  rather 
simply. 

Reference  Committee  No.  5 of  the  House  of 
Delegates,  Nebraska  State  Medical  Association,  has 
referred  a problem  regarding  the  Schools  of  Medi- 
cal Technology  in  the  state  to  this  committee. 
Actually  this  problem  has,  to  a degree,  improved  in 
that  selection  of  students  is  now  made  earlier 
in  their  careers  than  it  was  previously.  Again, 
the  University  of  Nebraska  College  of  Medicine, 
Department  of  Pathology  feels  that  such  an  af- 
filiation between  the  University  and  the  several 
schools  of  technology  would  not  be  feasible  due  to 
budgetary  requirements  and  the  lack  of  uniform- 
ity in  the  type  of  training  and  over  all  supervision. 
As  mentioned  above,  the  problem  is  now  less  acute 
than  it  was  and  no  action  has  been  taken  as  of  this 
time. 

Another  problem  which  has  been  referred  to  the 
Medical  Education  Committee  is  a request  for  a 
letter  of  endorsement  by  the  Nebraska  State  Medi- 
cal Association  to  the  Department  of  Surgery  at 
the  University  of  Nebraska  College  of  Medicine, 
pertaining  to  a Community  Health  Seiwice  Project 
Grant  application  regarding  the  establishment  of  a 
Division  of  Emergency  Medical  Services  within  the 
University  of  Nebraska  College  of  Medicine.  Fur- 
ther information  has  been  obtained  from  the  testi- 
mony of  Dr.  Merle  M.  Musselman  and  Dr.  Kenneth 
F.  Kimball  regarding  this  and  a qualified  endorse- 
ment by  the  Medical  Education  Committee  to  the 
President  and  to  the  Policy  Committee  has  been 
forwarded. 

The  problem  facing  this  committee  remains  much 
as  it  was  at  the  beginning  of  this  year.  It  has  con- 
cerned itself  with  the  problems  of  Medical  Educa- 
tion in  Nebraska  but  whether  it  has  contributed 
remains  a question.  It  probably  has  acted  as  a 
liaison  committee  between  the  two  medical  colleges 
of  the  state  and  is  still  trying  to  form  recommen- 
dations concerning  Post-Graduate  Education  for 
physicians  of  the  state. 

Respectfully  submitted, 

R.  C.  ROSENLOF,  M.D., 
Chairman. 
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REPORT  OF  TUBERCULOSIS  AND  OTHER 
RESPIRATORY  DISEASES  COMMITTEE 

George  E.  Lewis,  Jr.,  M.D.,  Lincoln,  Chairman  ; Wm.  E. 
Nutzman,  M.D.,  Kearney ; J.  Harry  Murphy,  M.D.,  Omaha ; 
John  L.  Batty,  M.D.,  McCook ; Dean  McGee,  M.D.,  Lexington  : 
Robert  H.  Scherer,  M.D.,  West  Point. 

The  committee  has  had  no  formal  meeting  since 
the  last  Annual  Meeting  of  the  Nebraska  State 
Medical  Association. 

We  would  like  to  submit  no  report  at  this  Interim 
Meeting. 

We  are  awaiting  a three-year  study  which  is  be- 
ing undertaken  at  the  Nebraska  State  Hospital  for 
Tuberculosis. 

We  hope  by  the  next  Annual  Nebraska  State 
Medical  Meeting  to  have  had  a meeting  and  to  sub- 
mit a statistical  report  on  the  feasibility  of  our 
Nebraska  State  Hospital  for  Tuberculosis. 

Respectfully  submitted, 

GEORGE  E.  LEWIS,  JR.,  M.D., 
Chairman. 


REPORT  OF  MENTAL  HEALTH  AND 
.MENTAL  RETARDATION 
COMMITTEE 

L.  I.  Grace,  M.D.,  Blair,  Chairman ; John  Baldwin,  M.D., 
Lincoln  : H.  C.  Henderson,  M.D..  Omaha ; Robert  Osborne, 

M.D.,  Norfolk ; I.  M.  French,  M.D.,  Wahoo ; C.  H.  Farrell, 
M.D.,  Omaha. 

The  Committee  on  Mental  Health  and  Mental  Re- 
tardation met  twice  in  1966.  In  addition,  we  were 
represented  at  the  12th  Annual  Conference  of  State 
Mental  Health  Representatives  sponsored  by  the 
AMA  in  Chicago  on  March  19  and  20,  1966. 

As  can  be  noted  from  the  heading  of  this  re- 
port, our  Committee  has  had  its  name  changed  — 
we  used  to  be  the  Committee  on  Psychiatrj'. 

One  of  the  goals  this  committee  has  been  work- 
ing for  will  see  its  accomplishment  in  the  year 
1967  under  our  new  Governor,  namely  a medical 
doctor  in  charge  of  the  State  medical  and  mental 
institutions.  We  have  been  invited  to  help  the 
Governor  select  a new  director  for  the  medical  in- 
stitutions. The  penal  institutions  will  be  under  a 
different  head  or  department. 

We  have  devoted  considerable  time  and  discussion 
to  Federal  mental  health  findings  and  feel  that 
more  study  should  be  done  to  see  if  more  Federal 
health  grants  should  be  sought  after. 

This  committee  has  also  been  concerned  with  a 
new  or  renewed  effort  by  psychologists  to  become 
licensed.  We  do  not  feel  that  psychologists  are 
qualified  to  diagnose  and  treat  illnesses  on  their 
own.  They  should  practice  only  under  the  auspices 
of  physicians.  There  is  some  argument  that  licen- 
sure may  help  curtail  and  limit  the  scope  of  treat- 
ment practiced  by  psychologists  but  it  may  be 
a means  of  gaining  more  freedom  to  practice  psy- 
chiatry beyond  their  ability. 

As  Chairman  of  the  Committee  on  Mental  Health 
and  Retardation,  I wish  to  express  my  gratitude  to 
the  members  of  the  Committee,  to  the  Executive 


Secretary  and  Assistant  Executive  Secretary,  anc 
to  the  Nebraska  Branch  of  the  A.P.A.  for  theii 
help  and  consultation  during  the  past  year. 

Respectfully  submitted, 

L.  I.  GRACE,  M.D., 
Chairman. 


REPORT  OF  BLOOD  AND  BLOOD 
PRODUCTS  COMMITTEE 

Harian  L.  Papenfuss,  M.D..  Lincoln,  Chairman  ; W.  O. 
Brown.  M.D.,  Scottsbluff ; Harold  Dahlheim,  M.D.,  Norfolk ; 
Theodore  L.  Perrin.  M.D.,  Omaha : Donald  P.  Skogg,  M.D., 
Omaha ; Arthur  Larsen,  M.D.,  Omaha. 

The  1965-66  Blood  and  Blood  Products  Commit- 
tee included  in  its  report  to  the  Board  of  Coun- 
cilors and  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  a recommendation  that  legis- 
lation be  enacted  in  Nebraska  to  define  the  provi- 
sion of  blood  and  other  human  tissues  as  a service 
rather  than  a sale.  It  was  felt  that  the  Wisconsin 
law  passed  in  1965  embodied  the  desirable  features 
of  such  legislation.  Such  states,  “the  procurement, 
processing,  distribution  or  use  of  whole  blood, 
plasma,  blood  products,  blood  derivatives  and  other 
human  tissues  such  as  corneas,  bones  or  organs 
for  the  purpose  of  injecting,  transfusing  or  trans- 
planting any  of  them  into  the  human  body  is  de- 
clared to  be,  for  all  purposes,  the  rendition  of  a 
service  by  every  person  participating  therein  and, 
whether  or  not  any  remuneration  is  paid  therefore, 
is  declared  not  to  be  a sale  of  such  whole  blood, 
plasma,  blood  products,  blood  derivatives  or  other 
tissues,  for  any  purpose,  subsequent  to  enact- 
ment of  this  section.” 

This  report  of  the  Blood  and  Blood  Products  Com- 
mittee was  accepted  by  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association.  Current- 
ly, the  Committee  is  working  with  legal  counsel 
to  prepare  a draft  of  a bill  embodying  this  princi- 
ple for  introduction  when  the  Legislature  convenes. 
It  is  anticipated  that  by  the  time  you  read  this 
report,  the  bill  will  have  been  introduced  and  be 
on  file  in  the  unicameral.  We  urge  that  each  of 
you  contact  your  Senator  requesting  favorable  con- 
sideration of  this  measure.  It  is  the  opinion  that 
such  legislation  is  now  necessary  for  your  patient 
in  order  to  properly  safeguard  donor  selection, 
processing  and  storage  of  these  body  tissues. 

Respe-?tfully  submitted, 

HARLAN  L.  PAPENFUSS,  M.D., 
Chairman. 


REPORT  OF  THE  CONTINUING  COMMITTEE 
ON  MEDICAL  PRACTICE 

Warren  R.  Miller.  M.D.,  Columbus,  Chainnan  : Guy  Matson, 
M.D..  Lincoln;  Robert  W.  Herpolsheimer,  M.D.,  Seward; 
BiTce  Shopp.  M.D..  Imperial  ; Richard  DeMay,  M.D.,  Grand 
Island  ; W',  P.  Jensen,  M.D..  Omaha. 

This  Committee  has  met  by  mail  during  1966  in 
regards  to  a question  that  was  raised  by  Dr.  Bowen 
E.  Taylor,  of  Lincoln,  who  is  the  Chairman  of  the 
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Coronary  Care  Committee  at  Bryan  Memorial  Hos- 
pital in  Lincoln,  Nebraska,  asking  for  a consensus 
of  opinion  of  our  Committee  in  regards  to  the  train- 
ing of  nurses  for  defibrillation  procedures  in  a 
Coronary  Care  Unit. 

Our  Committee  reviewed  the  problems  involved 
and  the  Chairman  of  the  Committee  reviewed  a 
conference  report  from  the  American  College  of 
Cardiology  in  Washington,  D.C.,  at  Bethesda,  and 
set  forth  a statement  to  Dr.  Taylor.  “The  Con- 
tinuing Committee  on  Medical  Practice  feels  that 
this  decision  to  endorse  a training  center  for  Coi‘- 
onary  Care  Unit  nurses  to  perform  defibrillation 
procedures  should  be  left  to  the  individual  hos- 
pital staffs.  It  is  felt  that  this  is  not  a blanket 
endorsement  of  a proposal  to  set  up  Coronary  Care 
Units  in  every  hospital.” 

A comment  on  the  Preceptorship  program  for  the 
University  of  Nebraska,  this  Committee  has  had  no 
action  on  this  but  it  is  the  feeling  of  the  Committee 
Chairman  that  this  is  an  excellent  program  and 
we  have  had  favorable  comments  throughout  the 
state  from  the  practitioners  who  are  involved  with 
the  Preceptorship  program  directly.  We  also  have 
had  extremely  favorable  comments  from  the  stu- 
dents themselves  who  have  participated  in  the  pro- 
gram. We  feel  that  this  is  an  extremely  worth- 
while part  of  the  medical  education  of  the  student. 
We  hope  that  this  program  will  continue  to  have 
the  whole  hearted  support  of  the  Nebraska  State 
Medical  Association. 

Respectfully  submitted, 

WARREN  R.  MILLER,  M.D., 

Chairman. 

REPORT  OF  PLANNING  COMMITTEE 

L.  S.  McNeill,  M.D.,  Hastings,  Chairman  ; H.  A.  McConahay, 
M.D..  Holdrege ; Harley  Anderson,  M.D.,  Omaha:  R.  F. 

Sievers,  M.D.,  Blair;  Donald  Purvis,  M.D.,  Lincoln;  Bernard 
Magid,  M.D.,  Omaha. 

The  Planning  Committee  has  met  to  consider 
resolutions  and  the  annual  report  of  this  committee 
concerning  reorganization  of  county  medical  so- 
cieties and  ratio  of  members  to  delegates  to  the 
Nebraska  State  Medical  Association  House  of  Dele- 
gates. The  committee  reviewed  the  Reference  Com- 
mittee proposal  of  the  May  1966  meeting  and  at 
this  time  presents  its  report. 

1.  The  definition  of  component  societies  should 
be  re-examined  after  due  consultation  with 
the  Board  of  Councilors. 

2.  We  recommend  that  delegates  shall  be  mem- 
bers of  and  elected  by  component  societies  or 
groups  of  societies  having  a combined  mem- 
bership of  five  or  more.  Each  component  so- 
ciety or  group  of  societies  in  good  standing 
having  five  or  more  members  shall  be  en- 
titled to  send  to  the  House  of  Delegates  each 
year  one  delegate  for  the  first  five  active 
members  who  are  in  good  standing  on  Decem- 
ber 31  of  the  calendar  year  immediately 
preceding.  The  society  or  group  of  societies 
will  be  entitled  to  a second  delegate  for  the 


next  20  members  or  major  fraction  (50%) 
thereof  and  an  additional  delegate  for  each 
additional  fifty  members  or  fraction  thereof. 

3.  Each  delegate  shall  have  a regularly  elected 
alternate  who  shall  represent  his  component 
society  or  group  of  societies  in  the  event  that 
the  delegate  is  unable  to  attend  part  or  all 
of  the  sessions  of  the  House  of  Delegates 
or  for  any  reason  is  unable  to  qualify  for 
such  service. 

4.  A delegate  or  an  alternate  representing  a 
component  society  or  group  of  societies  shall 
have  resided  and  practiced  in  Nebraska  and 
shall  have  been  an  active  member  of  his 
component  society  for  at  least  two  years  im- 
mediately preceding  his  election.  Immedi- 
ately following  such  election,  the  secretary 
of  the  component  society  or  group  of  societies 
shall  certify  the  elected  delegates  and  alter- 
nates to  the  secretary-treasurer  of  the  State 
Medical  Association. 

5.  Delegates  of  the  component  society  or  group 
of  societies  and  their  alternates  shall  be  elect- 
ed for  a term  of  two  years  so  rotated  that 
one  half,  as  nearly  as  possible,  shall  be  elect- 
ed each  year. 

6.  Each  delegate  shall  be  entitled  to  one  vote. 
He  shall  represent  the  component  society  or 
group  of  societies  through  which  his  active 
membership  originated.  Representation  in  the 
House  of  Delegates  shall  not  be  accorded  to 
a component  society  or  group  of  societies 
whose  delegate  or  alternate  is  absent. 

The  two  maps  which  carry  the  councilor  dis- 
tricts, counties  with  no  physicians,  the  counties 
or  groups  of  counties  represented  by  one  or  more 
delegates,  the  membership  in  each  county  or  group 
of  counties  organized  for  representation  in  the 
House  of  Delegates,  the  present  number  of  delegates 
and  the  proposed  number  of  delegates  under  the 
suggested  representative  outline  are  a part  of  this 
report. 

The  committee  felt  that  a change  should  be 
made  in  the  Constitution  and  By-Laws  pertaining 
to  the  definition  of  a component  society.  The  Con- 
stitution and  By-Laws  were  reviewed  and  without 
detailed  study  it  appears  that  the  Constitution 
would  remain  as  is  although  changes  as  pertain- 
ing to  representative  numbers  would  have  to  be 
made  in  the  By-Laws. 

An  oral  presentation  with  prepared  map  and 
charts  will  be  presented  to  the  House  of  Delegates 
by  the  committee. 

The  committee  submits  this  proposal  to  the 
House  of  Delegates  for  its  consideration  and  rec- 
ommends its  approval.  The  committee  further  rec- 
ommends that  appropriate  changes  be  made  in  the 
Constitution  and  By-Laws  and  that  smaller  county 
medical  societies  be  encouraged  to  join  together 
and  form  component  societies. 

Respectfully  submitted, 

L.  S.  McNEILL,  M.D., 
Chairman. 
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X Counties  with  delegates 

G3  Counties  with  no  physicians 


County 

Adams  

Antelope  

Boone  

Box  Butte  

Buffalo 

Burt  

Butler  

Cass  

Cheyenne-Kimball-Deuel 

Clay  

Colfax  

Cuming  

Custer  

Dawson  

Dodge  

Fillmore  

Five  County  

Four  County  

Franklin  

Gage  

Garden-Keith-Perkins 

Hall  

Hamilton  

Harlan  

Holt  & N.W 

Howard  

Jefferson  

Johnson  

Knox  

Lancaster  

Lincoln  

Madison  

Nance  

Nemaha  

N.W.  Nebraska  

Nuckolls  

Omaha-Douglas  

Otoe  

Pawnee  

Pbelps  

Pierce  

Platte  

Polk  

Richardson  

Saline  

Saunders  

Scotts  Bluff  

Seward  

S.W.  Nebraska  

Stanton  

Thayer  

Washington  

York  

TOTAL  

CHART  TO  DETERMINE  NFMBER  OF  DELEGATES 
UNDER  PROPOSED  PLAN 

Number  of  Number  of 

Physicians  Delegates 

0 - 4 0 

5 - 14  1 


1 ii  - 2R 

9. 

2fi  - 7S 

9 

76  - 125 

4 

126  - 175 

S 

176  - 225 

a 

226  - 275 

276  - 325 

R 

R 

376  - 425 

1ft 

426  - 475 

11 

476  - 525 

12 

526  - 575 

1R 

1i 

626  - 675  . 

- . 15 

REPORT  OF  RURAL  MEDICAL 
SERVICE  COMMITTEE 

R.  L.  Tollefson.  M.D.,  Wausa,  Chairman  ; Lyle  Nelson,  M.D., 
Crete : Robert  L.  Heins,  M.D.,  Falls  City ; Don  Eberle,  M.D., 
Ogallala  ; F.  A.  Mountford,  M.D.,  Davenport ; Paul  Martin, 
M.D.,  Ord. 

The  Rural  Medical  Service  Committee  sponsored 
the  16th  Annual  Junior  Medical  Day,  October  19, 
1966,  at  the  Indian  Hills  Inn  in  Omaha. 

The  1966  program  was  for  the  first  time  present- 
ed to  the  Junior  classes  of  Creighton  and  Nebraska. 
It  was  the  feeling  of  the  committee  that  students 
at  this  level  had  not  yet  made  definite  detennina- 
tions  as  to  the  type  and  location  of  their  practice; 
and  therefore,  it  was  felt  that  the  program  present- 
ed by  the  committee  would  have  a greater  impact 
at  this  level  of  their  education. 

The  following  program  was  presented: 

Presiding  — Dan  A.  Nye,  M.D.,  Kearney,  Presi- 
dent, Nebraska  State  Medical  Association 

“You  Will  Soon  Be  A Doctor” — 

Fay  Smith,  M.D.,  Omaha;  Professor  of  General 
Practice,  University  of  Nebraska  College  of 
Medicine 

“Why  I Chose  a Community  Practice” — 

Lyle  Nelson,  M.D.,  Crete;  Member,  Rural  Medi- 
cal Seiwice  Committee. 

“The  Doctor’s  Obligation  to  His  Community” — 
Richard  L.  Tollefson,  M.D.,  Wausa;  Chaii-man, 
Rural  Medical  Seiwice  Committee 


Physicians 

in 

County 

Present 
No.  of 
Delegates 

Delegates 

Under 

New 

Plan 

43 

1 

3 

4 

1 

0 

4 

1 

0 

...  13 

1 

1 

35 

1 

3 

€ 

1 

1 

5 

1 

1 

7 

1 

1 

12 

1 

1 

1 

1 

0 

4 

1 

0 

5 

1 

1 

7 

1 

1 

16 

1 

2 

27 

1 

3 

3 

1 

0 

...  16 

3 

2 

12 

1 

1 

2 

1 

0 

24 

1 

2 

13 

1 

1 

30 

1 

3 

8 

1 

1 

3 

1 

0 

16 

1 

2 

5 

1 

1 

7 

1 

1 

9 

1 

0 

7 

1 

1 

208 

5 

6 

. _ 25 
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“The  Role  of  General  Practice  in  Modern  Medi- 
cine”— 

R.  F.  Sievers,  M.D.,  Blair;  Past  President,  Ne- 
braska State  Medical  Association 
“The  Role  of  the  Professional  Sei-vice  Repre- 
sentative”— 

Mr.  Don  Gorrell,  Omaha,  Mead  Johnson  and 
Company 

Panel:  “The  Socio-Economic  Aspects  of  Your 

Practice” 

Mr.  Dick  Adkins,  Osmond;  Osmond  State  Bank 

Mr.  Wallace  A.  Richardson,  Lincoln;  Mason, 
Knudsen,  Berkheimer  & Endacott  Law  Firm 

Mr.  Robert  Wohlers,  Lincoln;  Dana  F.  Cole  & 

Company,  Accountants 

Robert  L.  Heins,  M.D.,  Falls  City;  Member, 
Rural  Medical  Service  Committee 
“Medical  Ethics  — The  Doctor’s  Golden  Rule” — 

J.  P.  Gilligan,  M.D.,  Nebraska  City;  Chairman, 
Medicolegal  Advice  Committee  Nebraska 
State  Medical  Association 
Banquet  Speaker  — Philip  Thorek,  M.D.,  Chicago, 
Illinois 

Respectfully  submitted, 

R.  L.  TOLLEFSON,  M.D., 
Chairman. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

Orvis  Neely,  M.D.,  Lincoln.  Chairman ; Lee  Stover,  M.D., 
Lincoln ; Vincent  Lynn,  M.D.,  Geneva ; J.  J.  Grier,  M.D., 
Omaha ; Clyde  Kleager,  M.D.,  Hastings. 

The  Prepayment  Medical  Care  Committee  of  the 
Nebraska  State  Medical  Association  has  been  privil- 
edged  to  sit  in  on  meetings  of  the  Board  of  Directors 
of  Nebraska  Blue  Shield  the  past  year. 

Because  of  the  mutual  aims  of  Blue  Shield  and 
the  medical  profession  the  interests  of  both  parties 
as  well  as  those  of  the  policy  holders  have  been 
our  concern. 

1966  has  been  a year  of  radical  change  neces- 
sitating adjustments  by  many,  not  the  least  of 
which  have  been  the  adaptations  required  of  the 
insurance  industry  to  Medicare.  A most  amazing 
accomplishment  has  been  the  smooth  transition  of 
Blue  Shield  from  their  coverage  of  those  sixty- 
five  and  older  to  the  Medicare  extended  program, 
filling  in  the  areas  not  included  by  Medicare.  The 
combination  has  resulted  in  more  complete  cov- 
erage than  was  possible  before,  and  at  a lower 
cost  to  the  policy  holder. 

Other  insurance  companies  and  agencies  have 
become  involved  in  the  Medicare  program  and  have 
seen  the  need  for  somewhat  closer  cooperation 
with  Nebraska  Medical  Seiwice  and  the  medical 
profession.  These  companies  and  agencies  are 
still  a long  way  from  inviting  representatives  of 
the  State  Medical  Association  to  attend  their  di- 
rectors meetings  or  to  have  physicians  making 
up  a majority  of  their  directorship,  as  is  the  case 
with  Blue  Shield.  However,  consultations  be- 
tween these  companies  and  individual  physicians 
and  with  the  Nebraska  State  Medical  Association 
have  occurred  and  have  been  mutually  advan- 
tageous. 

There  is  no  doubt,  however,  that  the  example  set 
by  Blue  Shield  and  Blue  Cross  has  had  a bene- 


ficial effect  upon  the  relationship  between  the  pro- 
fession and  these  other  companies  and  agencies. 
Realizing  the  preference  of  many  physicians  to 
deal  directly  with  their  patients  without  an  inter- 
mediary, Blue  Shield  will  pay  directly  to  the  patient 
its  Medicare  extended  payments.  Blue  Shield  must 
be  advised,  however,  by  the  physician  that  payment 
has  been  received  by  him  and  reimbursement  is  to 
be  made  to  the  patient. 

Now  as  never  before  it  is  important  that  Ne- 
braska Medical  Service  receive  the  whole  hearted 
support  of  Nebraska  physicians.  It  is  to  be  ex- 
pected that  the  example  set  by  this  physician  spon- 
sored organization  will  serve  as  a guide  to  those 
federal  agencies,  insurance  companies  and  others 
newly  entering  the  field  of  health  care. 

The  Prepayment  Medicare  Care  Committee  rec- 
ommends the  continued  endorsement  of  the  Nebras- 
ka Medical  Service  by  the  Nebraska  State  Medical 
Association. 

Respectfully  submitted, 

ORVIS  A.  NEELY,  M.D., 
Chairman. 

REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  CARE  COMMITTEE 

Warren  G.  Bosley,  M.D.,  Grand  Island,  Chairman ; Hodsen 
Hansen,  M.D.,  Lincoln  ; L.  R.  Smith.  M.D.,  Kearney ; J.  A. 
McMillan,  M.D.,  Hastings  ; Theo.  Koefoot,  M.D.,  Broken 
Bow : William  Rumbolz,  M.D.,  Omaha. 

The  Maternal  and  Child  Health  Committee  met 
at  the  Hotel  Cornhusker  on  January  12,  1967. 
Present  were  Drs.  Warren  Bosley,  Chairman;  Hod- 
son  Hansen;  William  Rumbolz;  L.  R.  Smith;  Mary 
Bitner;  John  McMillan;  Robert  Getty;  E.  A.  Rog- 
ers; S.  H.  Brauer;  Robert  Morgan;  Dan  Nye,  and 
Mr.  Kenneth  Neff. 

The  Chairman  reported  first  on  the  continuing 
maternal  mortality  studies.  Since  this  was  begun 
three  years  ago,  approximately  90%  of  the  forms 
sent  out  have  been  returned  by  the  individual  physi- 
cians. In  1966  a total  of  8 forms  were  sent  out, 
only  3 have  been  returned  at  this  time.  Follow’-up 
letters  will  be  sent  where  indicated.  In  general, 
however,  response  to  these  questionnaires  is  ex- 
cellent. In  almost  every  instance,  where  indicated, 
physicians  have  written  narrative  reports  on  the 
back  of  the  forms,  adding  greatly  to  the  complete- 
ness and  value  of  these  reports. 

There  was  considerable  discussion  about  the  pro- 
posed legislation  concerning  compulsory  testing  for 
phenylketonuria.  Two  bills  are  being  introduced: 
One  of  these  would  require  compulsory  PKU  test- 
ing on  all  infants  born  in  Nebraska,  and  the  other 
would  establish  a state  laboratoi’y  to  do  testing  as 
directed  by  the  Director  of  the  Department  of 
Health.  About  a year  ago,  the  office  of  the  As- 
sociation conducted  a survey  of  all  hospitals  in 
which  infants  are  delivered.  The  administrators 
were  asked  whether  or  not  testing  was  being  per- 
foi-med  on  infants  being  born  in  their  hospitals. 
On  the  basis  of  their  replies,  and  using  the  report 
of  vital  statistics  for  1964,  it  was  possible  to  de- 
termine that  approximately  27,000  infants  out  of  a 
total  of  30,000  born  in  Nebraska  were  being  tested 
for  phenylketonuria.  This  is  a percentage  of  ap- 
proximately 90-plus  percent.  We  feel  this  is  a 
very  satisfactory  performance  by  the  physicians 
and  hospitals  of  Nebraska.  Early  in  the  spring  of 
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1966,  the  Chairman  was  asked  to  participate  in 
the  annual  meeting  of  the  Nebraska  Association 
for  Retarded  Children.  At  this  meeting  these 
figures  were  presented  to  the  NRAC.  The  Presi- 
dent of  that  association  agreed  that  this  was  a 
good  performance  and  stated  he  felt  his  group 
did  not  need  to  push  further  for  a law  requiring 
this  testing.  Apparently,  with  a new  president 
and  particularly  with  a new  executive  director,  that 
association  apparently  feels  they  should  still  push 
for  legislation.  The  MCH  Committee  plans  to  ap- 
pear in  vigorous  opposition  to  these  bills.  They 
will  try  to  point  out  to  the  legislative  committee 
that  the  knowledge  regarding  phenylketonuria  is 
so  ill-defined  that  no  decision  can  be  made  re- 
garding diagnosis  and  treatment,  and  that  even 
on  the  level  of  research  there  is  great  disagree- 
ment about  how  to  handle  the  detection  of  this 
disease. 

The  Committee  also  discussed  a proposed  legis- 
lative bill  which  would  require  a professional  ex- 
amination of  school  children  in  Nebraska.  The 
present  law  requires  only  that  each  teacher  exam- 
ine the  students  in  her  room  for  certain  defects, 
such  as  sight,  hearing,  teeth,  and  “breathing 
through  the  mouth.”  The  Committee  was  in  gen- 
eral agreement  with  this  type  of  proposed  legisla- 
tion to  improve  medical  supervision  of  school  chil- 
dren. Another  bill  will  stress  the  importance  of 
immunizations  in  pre-school  children  and  would  al- 
low the  school  boards  to  require  that  these  be 
done.  The  Committee  again  agreed  with  this  type 
of  legislation,  and  will  plan  to  support  it  when 
it  is  presented  to  the  Legislative  Committee. 

One  member  of  the  Committee  also  reported  on 
the  proposed  revision  in  the  abortion  bill  in  Ne- 
braska, broadening  some  of  the  indications  for 
abortion.  The  Committee  generally  seemed  to  agree 
with  this,  although  they  had  some  reseiwations 
about  the  exact  wording  of  the  bill  as  presented 
to  them. 

The  Chairman  presented  to  the  committee  the 
question  of  whether  or  not  they  should  express  in- 
terest in  the  concepts  of  family  planning  and 
population  control.  Members  of  the  Committee 
agreed  that  this  was  a proper  subject  for  concern 
by  the  Nebraska  State  Medical  Association  and 
recommended  that  a resolution  be  introduced  at 
the  next  meeting  of  the  House  of  Delegates  as  a 
part  of  the  report  of  the  MCH  Committee.  This 
resolution  follows: 

WHEREAS,  the  ever-increasing  numbers  of 
people  on  earth  has  become  a matter  of  grave 
concern  to  thoughtful  people  everjnvhere,  and 

WHEREAS,  it  is  already  nearly  impossible 
to  feed  properly  the  people  of  most  of  the 
countries  of  the  world,  and 

WHEREAS,  informed  men  have  at  hand  the 
knowledge  and  the  means  to  control  their 
numbers  and  create  a better  environment  for 
people  everywhere, 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  endorse  the 
concept  of  family  planning  and  population  con- 
trol, and  urges  the  Physicians  of  Nebraska  to 
make  available  to  their  patients,  whenever  and 
wherever  possible,  infoiTiiation  about  family 


planning,  and  to  co-operate  with  agencies  al-  ‘ 
ready  working  in  this  area. 

Respectfully  submitted, 

WARREN  BOSLEY,  M.D., 
Chairman. 

REPORT  OF  POLICY  CO.M.MITTEE 

Dan  A.  Nye.  M.D.,  Kearney,  Chairman : Robert  J.  Morgan. 
M.D.,  Alliance:  R.  E.  Garlinghouse,  M.D.,  Lincoln;  Willis 

D.  Wright.  M.D.,  Omaha ; R.  F.  Sievers,  M.D.,  Blair. 

The  Policy  Committee,  exercising  its  constitu- 
tional directive  of  guidance  of  the  Association  on 
questions  of  policy  arising  during  inter\’als  be- 
tween meetings  of  the  House  of  Delegates,  has  ex- 
perienced during  the  year  1966  a most  active 
schedule.  The  Committee,  consisting  of  your  Presi- 
dent, President-elect,  and  three  immediate  past 
presidents,  has  given  thorough  study  and  careful 
consideration  to  any  and  all  decisions  made  by  it 
and  now  through  this  committee  report  requests 
endorsement  of  the  actions  it  has  taken.  The  fol- 
lowing is  a summai-y  of  the  activities,  actions, 
and/or  recommendations  of  the  Policy  Committee 
for  the  year  1966. 

DEPENDENTS  MEDICAL  CARE  PROGRAM: 
After  a lengthy  meeting  and  much  correspondence 
with  representatives  of  the  Dependents  Medical  Care 
Program,  the  Policy  Committee  signed  a new  one 
year  contract  effective  June,  1966.  The  final 
agreement  reflects  the  “Usual  and  Customary” 
fee  concept  as  adopted  in  Nebraska.  The  Policy 
Committee  retains  the  right  of  final  decision  on 
fees  for  any  case  presented  which  does  not  reflect 
the  “Usual  and  Customary”  fees  for  that  sersdce 
within  the  terms  of  the  agreement.  It  is  planned 
to  reopen  contract  talks  with  ODMC  at  least 
every  two  years.  The  Dependents  Medical  Care 
Program  was  expanded  on  July  1,  1966,  to  include 
out-patient  care  for  dependents  of  active  service 
members,  in-patient  care  to  retired  personnel  and 
their  dependents,  and  care  for  mentally  retarded 
and  physically  handicapped  children  of  active  duty 
service  members.  The  expanded  contract  to  provide 
physician  remuneration  for  charges  made  in  these 
areas  were  signed  in  November,  1966,  after  consid- 
erable review  and  deliberation  by  the  Policy  Com- 
mittee. In  this  regard,  the  Committee  adjudicated 
59  cases  during  the  year. 

REGIONAL  MEDICAL  PROGRAM:  A special 

article  pertaining  to  the  Study  and  Advisorj"  Group 
in  Nebraska  for  Public  Law  89-239  (Heart,  Cancer 
and  Cerebral  Vascular  Disease  Control  Planning) 
appeared  in  the  December,  1966,  issue  of  the  Ne- 
braska State  Medical  Journal.  The  initial  meeting 
of  the  Study  and  Advisory  Group  of  Nebraska  was 
called  by  the  Policy  Committee  in  December,  1965. 
Since  that  time  Nebraska  and  South  Dakota  medical 
organizations  have  completed  a joint  two  year  plan- 
ning study  on  Heart,  Cancer  and  Stroke  in  the  two 
state  area.  The  Planning  Grant  Application  was 
submitted  to  the  National  Institute  of  Health  Re- 
gional Medical  Program  and  accepted  for  fund- 
ing. It  embodies  plans  for  a study  of  current  ac- 
tivities and  needs  in  education,  research,  training 
and  treatment  of  the  above  diseases.  This  program 
was  developed  in  cooperation  with  medical  schools, 
medical  association,  dental,  hospital  and  public 
health  groups  in  the  two  state  area. 
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The  Policy  Committee  serves  in  an  advisory  ca- 
pacity to  the  Planning  Group  and  it  also  is  repre- 
sented on  the  Executive  Committee.  The  Nebraska 
State  Medical  Association  has  been  selected  Fiscal 
Administrator  of  the  Program  and  consequently 
a close  working  relationship  will  exist.  A separate 
and  more  detailed  report  will  be  presented  by  the 
Heart,  Cancer  and  Stroke  Executive  Committee. 

JOINT  SUB-COMMITTEE  ON  EDUCATION 
TELEVISION:  The  Policy  Committee  discussed 

and  decided  to  form  a Sub-Committee  on  Education- 
al Television  with  joint  membership  from  the 
Health  Education  in  Schools  and  Colleges  Commit- 
tee and  the  Medical  Education  Committee.  Select- 
ed from  the  Health  Education  in  Schools  and  Col- 
leges Committee  were  Doctors  S.  I.  Fuenning, 
Harold  Smith  and  Horace  Shreck.  Those  selected 
from  the  Medical  Education  Committee  were  Doc- 
tors John  Yost,  Cecil  Wittson  and  Joseph  Holthaus. 
Doctor  Sam  Fuenning  was  appointed  to  serve  as 
chairman  of  the  Sub-Committee. 

NEBRASKA  MEDICAL  SERVICE:  During 

the  past  year,  Nebraska  Blue  Shield  presented  sev- 
eral proposed  changes  in  existing  policies  now  be- 
ing offered.  The  Policy  Committee  endorsed  these 
proposed  changes  and  herewith  submits  its  actions 
to  the  House  of  Delegates  for  endorsement. 

1.  It  was  pointed  out  by  Nebraska  Blue  Shield 
that  in  carrying  out  negotiations  with  the 
United  Auto  Workers  for  purposes  of  cover- 
age of  General  Motors,  Chrysler  and  Ford 
Motor  Company  employees  various  changes 
needed  to  be  made  for  a service  benefit  pro- 
gram in  the  areas  of  obstetrical  care,  neuro- 
psychiatric care  and  nursing  home  medical 
services.  The  Policy  Committee  accepted  the 
proposed  changes  and  w'e  recommend  their 
acceptance. 

2.  The  second  item  of  proposed  change  con- 
cerned the  Nebraska  State  Medical  Association 
Group  Master  contract  for  Blue  Cross  - Blue 
Shield  coverage  available  to  participating 
physicians  and  their  employees.  It  was 
pointed  out  that  various  changes  needed  to 
be  made  in  the  group  program  specifically 
in  the  areas  of  pathology,  out-patient  care, 
changing  the  waiting  periods,  coordination 
of  benefits,  and  elimination  of  the  exclusion 
for  alcoholism  and  drug  addiction.  The  age 
limit  for  coverage  of  physicians  was  reduced 
to  64  years  of  age  and  also  a $30.00  room 
allowance  be  offered  and  that  there  be  a 
reopening  period  for  physicians  to  consider 
participation.  The  Policy  Committee  en- 
dorsed these  changes  and  we  recommend  their 
acceptance. 

3.  A new  Nebraska  Physician  Service  Benefit 
Agreement  relating  to  changes  in  the  areas 
provided  was  proposed  for  change  by  Ne- 
braska Medical  Service.  The  proposed  policy 
is  based  on  the  usual  and  customary  physi- 
cian’s fee  with  the  1965  Relative  Value  Study 
carrying  a conversion  factor  of  5 represent- 
ing maximum  allowance.  It  was  pointed  out 
that  this  policy  will  be  offered  to  groups  of 
25  or  more  persons.  This  proposal  was  en- 
dorsed by  the  Policy  Committee  and  we  rec- 
ommend its  acceptance. 


4.  The  Nebraska  Medical  Service  presented  a 
plan  for  expansion  of  the  coverage  under  the 
Medicare  Extended  Policy  concerning  out  of 
hospital  seiwices.  This  proposal  was  ac- 
cepted by  the  Policy  Committee  and  we  rec- 
ommend its  acceptance. 

UTILIZATION  REVIEW  COMMITTEES:  As 

endorsed  by  the  House  of  Delegates  and  Board  of 
Councilors  at  their  last  session,  the  Board  of  Coun- 
cilors has  accepted  the  responsibility  of  assisting 
in  the  formation  of  Utilization  Review  Committees 
in  each  Councilor’s  respective  district.  With  minor 
problems,  this  has  been  carried  out  in  a most  bene- 
ficial fashion.  It  must  be  pointed  out  that  if  medi- 
cine does  not  take  the  lead  in  establishing  such 
utilization  review  committees  this  phase  of  respon- 
sibility under  the  Medicare  Program  will  be  as- 
sumed by  other  individuals  or  quite  possibly  state 
or  local  government.  As  of  January  1,  1967,  Ex- 
tended Care  Facilities  must  have  Utilization  Re- 
view Committees  as  are  now  serving  hospitals. 
The  Policy  Committee  gave  careful  consideration 
to  this  proposal  and  recommended  that  Component 
County  Medical  Societies  involved  should  be  in- 
formed and  urged  to  give  approval  of  Utilization 
Review  Committees  for  extended  care  facilities  in 
their  area  when  requested  to  do  so.  The  law  pro- 
vides that  if  such  local  approval  is  not  given  by 
the  medical  society,  the  Secretary  may  make  such 
appointments  as  he  deems  necessary.  Such  a pro- 
vision makes  it  mandatory  on  every  society  to 
endorse  Utilization  Review  Committees  in  the  Ex- 
tended Care  Facility  in  order  to  maintain  com- 
plete physician  control  in  such  activity. 

MEDICARE:  Prior  to  the  beginning  of  the 

Medicare  Program  on  July  1,  1966,  the  Policy 
Committee  held  numerous  meetings  with  repre- 
sentatives of  Mutual  of  Omaha  who  was  given  the 
job  of  fiscal  intermediary  for  Title  18,  Part  B of 
this  program  affecting  the  majority  of  the  popu- 
lation over  65  in  Nebraska.  The  mass  of  material 
and  wording  of  the  regulations  necessitated  long 
hours  of  discussion  between  our  two  committees  in 
order  to  insure  that  each  party  understood  the 
working  details  of  this  program. 

All  through  the  discussions  the  Policy  Commit- 
tee reiterated  the  need  for  payment  of  “Usual 
and  Customary”  fees  for  all  physicians  in  the  state 
providing  care  under  this  program.  The  Mutual 
representatives  were  in  agreement  with  the  desires 
of  the  Policy  Committee  and  utilized  all  of  the  in- 
formation and  statistics  that  were  provided  by  the 
Policy  Committee  when  they  met  with  H.E.W. 
officials.  There  have  been  regular  meetings  with 
Mutual  representatives  to  discuss  problems  as  they 
arise.  In  general  the  mechanical  aspects  of  the 
program  have  been  worked  out  and  appear  to  be 
functioning  smoothly  and  claims  are  being  paid 
within  acceptable  time  limitations.  The  committee 
will  continue  to  meet  with  Mutual  representatives 
as  needs  demand  to  insure  that  this  program  oper- 
ates as  smoothly  and  efficiently  as  possible  under 
existing  regulations.  There  are  still  many  points 
under  this  program  which  are  of  great  concern  to 
the  physician.  However,  these  areas  must  be  rec- 
tified by  changes  in  the  existing  law  and  efforts 
are  under  way  at  the  National  level  to  have  such 
changes  introduced  into  the  Congress  this  year. 

The  State  Department  of  Public  Welfare  also 
entered  into  both  the  Title  18  and  19  portions  of 
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Medicare  on  July  1,  1966,  which  necessitated  a 
number  of  changes  in  the  existing  program.  In  its 
discussion  with  this  department  the  Policy  Com- 
mittee was  able  to  obtain  verbal  acceptance  of 
“Usual  and  Customary”  fees  for  the  care  of  per- 
sons under  the  welfare  program.  This  program  has 
not  operated  smoothly  from  the  beginning  for  sev- 
eral reasons.  The  welfare  department  felt  that  it 
should  administer  its  own  program  and  consequent- 
ly became  the  only  such  department  in  the  countiy 
to  do  so.  The  establishment  of  this  new  category 
plus  other  changes  resulted  in  considerable  delay 
in  the  payment  of  physician’s  fees  for  care  to  wel- 
fare recipients.  In  some  instances  delays  amount- 
ed to  90  days.  These  delays  have  caused  consid- 
erable concern  among  the  membership  and  con- 
tinual discussion  with  a representative  of  the  de- 
partment is  being  carried  on  in  an  effort  to  speed 
up  payments.  As  you  are  aware  a new  welfare 
director  for  the  state  has  been  appointed  by  the 
Governor  and  the  Association  was  asked  to  assist 
in  this  selection.  We  know  that  such  coopera- 
tion will  result  in  a greatly  improved  relationship 
with  the  welfare  department.  There  also  has  been 
a bill  introduced  in  the  legislature  to  remove 
the  fiscal  administration  of  the  Title  18  and  19 
program  from  the  welfare  department  and  put  it 
into  the  hands  of  a private  enterprise  intermediary. 
This  has  the  support  of  the  new  welfare  director 
and  should  result  in  much  more  efficient  handling 
of  care  in  this  area. 

With  the  advent  of  the  major  policy  changes  in 
the  Department  of  Public  Welfare  the  Policy  Com- 
mittee is  confident  that  a more  compatible  situa- 
tion will  exist  and  better  medical  service  provided 
to  the  persons  receiving  care  under  this  program. 

ADDENDUM  TO  NEBRASKA  MEDICAL 
SERVICE  SECTION:  The  Policy  Committee  has 

reviewed  the  current  practice  of  Nebraska  Blue 
Shield  not  paying  a member’s  medical  bills  when 
he  is  provided  care  in  the  University  of  Nebraska 
Hospital. 

With  the  advent  of  Medicare  (TITLES  XVIII 
and  XIX)  and  the  consequently  inevitable  shortage 
of  indigent  patients,  the  Policy  Committee  feels, 
and  asks  the  endorsement  of  the  House  of  Dele- 
gates, that  Nebraska  Blue  Shield  be  asked  to 
alter  its  method  of  operations  and  provide  physician 
remuneration  when  the  particular  physician  ren- 
ders ser\dce  to  a patient  in  the  above  mentioned 
hospital. 

It  might  also  be  pointed  out  that  “good  teaching 
cases”  only  will  not  produce  sufficient  clinical 
practice  for  the  existing  number  of  medical  stu- 
dents. In  addition,  the  University  Hospital  is  the 
only  such  teaching  institution  in  the  United  States 
in  which  a Blue  Shield  Plan  does  not  provide  such 
physician  payment.  Consequently,  with  this  back- 
ground, the  Policy  Committee  asks  the  House  of 
Delegates  to  favorably  endorse  the  motion  ap- 
proved by  the  Policy  Committee  on  January  20, 
1967.  The  motion  is  as  follows: 

“It  was  moved,  seconded  and  carried  that  the 
Policy  Committee  recommend  to  the  Board  of  Di- 
rectors of  Nebraska  Blue  Shield  that  physicians 
payment  be  made  from  Nebraska  Blue  Shield  for 


persons  receiving  care  in  the  University  Hospital 
and  holding  a Blue  Shield  policy.” 

Respectfully  submitted, 

DAN  A.  NYE,  M.D., 
Chairman. 

ADDENDUM  TO  THE  POLICY  COMxMITTEE 
REPORT  — MID-WINTER  MEETING,  1967 
State  Legislation 

The  Policy  Committee  has  held  discussion  con- 
cerning L.B.  318,  which  provides  that  the  fiscal 
administrator  of  the  Welfare  program  under  Title 
19,  be  removed  from  that  department  and  placed 
in  the  hands  of  a private  carrier.  In  order  to 
provide  a broader  selection  of  potential  agencies 
from  which  the  Welfare  Director  can  make  his  se- 
lection, the  Policy  Committee  recommends  that  the 
following  amendment  be  made  to  the  proposed 
legislation: 

“Or  with  any  other  domestic  agency  or  cor- 
poration licensed  by  the  State  Department  of 
Insurance  to  engage  in  the  insurance  business 
in  the  State  of  Nebraska.” 

This  bill  is  to  be  heard  on  Tuesday,  23rd  of  Feb- 
ruary and  the  Policy  Committee  would  recommend 
support  of  this  legislation  with  this  amendment. 


Treatment  of  Idiopathic  Secondary  Amenor- 
rhea With  Single  Injections  of  Follicle- 
stimulating  Hormone  and  Chorionic  Gon- 
adotropin — A.  C.  Crooke,  W.  R.  Butt, 
and  P.  V.  Bertrand  (Birmingham  and 
Midland  Hosp  for  Women,  Birmingham, 
England).  Lancet  2:514-516  (Sept.  3) 
1966. 

Nine  infertile  women  with  secondary  idio- 
pathic amenorrhea  were  given  single  injec- 
tions of  human  pituitary  folicle-stimulating 
hormone  (FSH)  mixed  with  human  chori- 
onic gonadotropin  (HCG)  and  followed  sev- 
en to  nine  days  later  by  a second  injection  of 
HCG.  Treatment  was  repeated  about  every 
three  weeks  with  increasing  dosages  of  FSH 
until  there  was  a positive  response  as  meas- 
ured by  increases  in  the  excretion  of  estriol 
and  pregnanediol.  This  dose  is  called  the  ef- 
fective test  dose  and  it  varied  from  570  to 
4,290  international  units  between  patients. 
The  response  of  the  nine  patients  to  their 
effective  test  doses  is  recorded.  Two  became 
pregnant,  three  others  ovulated,  and  four 
showed  an  increase  in  excretion  of  estrogen 
only. 
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Nebraska  State  Medical  Association 

Ninety-Ninth  Annual  Session 
Sheraton-Fontenelle  Hotel,  Omaha 
May  1,  2,  3,  4,  1967 


THINGS  YOU  SHOULD  KNOW 

osoosooooooooccccoocoecooocccoooooco 
This  program  is  acceptable  for  credit 
hours  by  the  American  Academy  of  General 
Practice. 

SOOOGOCCOSOOCOOOQCOOOCOOSOSCOOOOOCOO 

REGISTRATION  — Mezzanine,  Sheraton-Fonten- 
elle Hotel,  8:30  a.m.,  Tuesday,  Wednesday,  and 
Thursday,  May  2,  3,  4,  1967. 

GENERAL  SESSIONS  — Ballroom  and  Sheraton 
North. 

POSTGRADUATE  COURSES  — Two  Courses  will 
be  conducted  each  morning  at  8:00  a.m.  These 
Courses  are  an  hour  in  length  and  should  be 
very  informative.  The  Registration  fee  is 
$1.00  and  a Continental  Breakfast  will  be 
served.  Attendance  is  limited  to  25,  so  if  you 
plan  to  attend  register  at  the  Registration  Desk. 

OF  SPECIAL  INTEREST 

PAST  PRESIDENT’S  BREAKFAST  — Thursday, 
7:00  a.m..  May  4th,  Colonial  Room. 

SOCIAL  HOUR  — Honoring  the  President  and  the 
President  of  the  Woman’s  Auxiliary,  Sheraton 
North,  Sheraton-Fontenelle  Hotel,  6:00  p.m., 
Wednesday,  May  3rd,  1967. 

BANQUET  — Ballroom,  Sheraton-Fontenelle  Hotel, 
7:00  p.m.,  Wednesday,  May  3rd,  1967.  Presen- 
tation of  50-Year  Pins.  Max  Morath,  “Rag- 
time Revisited.’’ 

MEDICAL-LEGAL  SYMPOSIUM  — The  Nebraska 
State  Medical  Association  and  the  Nebraska 
State  Bar  Association  are  pleased  to  sponsor 
a Symposium  on  Medical-Legal  Problems  and 
a Trial  Demonstration  on  Thursday,  May  4th. 
A joint  luncheon  will  also  be  held  with  Edwin 
J.  Holman,  L.L.B.,  Director,  Department  of 
Medical  Ethics,  American  Medical  Association, 
as  guest  speaker. 


FUN  NIGHT  — An  enjoyable  trip  on  the  Missouri 
aboard  the  River  Belle.  There  will  be  a Cock- 
tail Ci-uise  from  5:00  to  7:00  p.m.,  and  a Dinner 
Cruise  from  7:00  to  9:00  p.m.  Tickets  and  in- 
formation will  be  available  at  the  Registration 
Desk.  The  cost  will  be  $4.00  per  ticket  for  the 
Cocktail  Cruise  and  $7.00  per  ticket  for  the 
Dinner  Cruise.  Make  plans  to  attend  this  activ- 
ity, May  2nd,  1967. 

GOLF  TOURNAMENT  — Omaha  Country  Club, 
Monday,  May  1st,  1:00  p.m.;  $15.00,  which  in- 
cludes Sportsman’s  Dinner;  Sherwood  P.  Pear- 
tree,  M.D.,  Chairman. 

TRAP  SHOOT  — Omaha  Country  Club,  Monday, 
May  1st,  1:00  p.m.;  $10.00,  which  includes 
Sportsman’s  Dinner;  Edward  Langdon,  M.D., 
Chairman. 

BOWLING  — Rose  Bowl,  Monday,  May  1st,  1:00 
p.m.;  Maurice  Steinberg,  M.D.,  Chairman. 

SPORTSMAN’S  DINNER  — Omaha  Country  Club, 
Monday,  May  1st,  7 :00  p.m.  Dinner,  $7.50  per 
person;  Richai’d  Q.  Crotty,  M.D.,  General  Chair- 
man, Sportsman’s  Day. 


ANCILLARY  MEETINGS 

ANNUAL  BUSINESS  MEETING  — Nebraska 
Chapter,  American  College  of  Surgeons,  Sun- 
day, April  30,  5:00  p.m..  Town  Room,  Shera- 
ton-Fontenelle Hotel. 

FIRESIDE  CONFERENCES  — Nebraska  Chapter, 
American  College  of  Chest  Physicians,  Sunday, 
April  30th,  8:00  - 9:30  p.m..  Forum  Room,  Shera- 
ton-Fontenelle Hotel. 

REUNION  LUNCHEON  — People-to-People  Tour 
Group,  and  interested  non-tour  members  invit- 
ed. Monday,  May  1st,  12:15  p.m..  Town  Room, 
Sheraton-Fontenelle  Hotel. 

BREAKFAST  MEETING  — Nebraska  State  Ob- 
stetric and  Gynecological  Society,  Tuesday,  May 
2nd,  7:30  a.m..  Forum  Room,  Sheraton-Fon- 
tenelle Hotel. 

ALUMNI  MEETING  AND  SOCIAL  HOUR  — Uni- 
versity of  Nebraska  College  of  Medicine, 
Tuesday,  May  2nd,  5:00-6:30  p.m..  Colonial 
Room,  Sheraton-Fontenelle  Hotel. 

UNIVERSITY  OF  NEBRASKA  PRECEPTOR 
BREAKFAST  — Wednesday,  May  3rd,  7:30 
a.m..  Forum  Room,  Sheraton-Fontenelle  Hotel. 


April,  1967 
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Officers 


DAN  A.  NYE,  M.D. 
President  1966-1967 


ROBERT  J.  MORGAN,  M.D. 
President  1967-1968 


President 

Robert  J.  Morgan,  M.D.  Alliance 

Vice  President 

C.  B.  Dorwart,  M.D. Sidney 

Secretary-Treasurer 

Horace  V.  Munger,  M.D.  Lincoln 


Executive  Secretary 

Kenneth  Neff  Lincoln 

Board  of  Councilors 

District  Term  Expires 

1.  Leroy  W.  Lee,  M.D.,  Omaha 1969 

2.  John  T.  McGreer,  Jr.,  M.D.,  Lincoln 1969 

3.  William  Glenn,  M.D.,  Falls  City 1969 

4.  J.  T.  Keo^\m,  M.D.,  Pender 1969 

5.  H.  D.  Kuper,  M.D.,  Columbus 1967 

6.  C.  L.  Anderson,  M.D.,  Stromsburg 1967 

7.  C.  F.  Ashby,  M.D.,  Geneva  1967 

8.  Rex  Wilson,  M.D.,  O’Neill 1967 

9.  H.  V.  Smith,  M.D.,  Keamey 1968 

10.  L.  S.  McNeill,  M.D.,  Hastings 1968 

11.  Max  M.  Raines,  M.D.,  North  Platte 1968 

12.  C.  J.  Cornelius,  M.D.,  Sidney 1968 


Chairman,  Board  of  Councilors 
L.  S.  McNeill,  M.D.,  Hastings  1968 


Speaker,  House  of  Delegates 
Wm.  E.  Nutzman,  M.D.,  Kearney  1968 


Vice  Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1968 

Delegates  to  A.M.A. 

Earl  F.  Leininger,  M.D.,  McCook 1967 

John  R.  Schenken,  M.D.,  Omaha 1968 

Alternate  Delegates  to  A.M.A. 

W.  C.  Kenner,  M.D.,  Nebraska  City 1967 

Harold  S.  Morgan,  M.D.,  Lincoln 1968 

Board  of  Trustees 

C.  N.  Sorensen,  M.D.,  Scottsbluff,  Chairman  — 1967 

R.  Russell  Best,  M.D.,  Omaha 1969 

H.  V.  Nuss,  M.D.,  Sutton  1968 

George  Salter,  M.D.,  Norfolk  1970 

Horace  V.  Munger,  M.D.,  Lincoln 
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GUEST  SPEAKERS 


William  J.  Baird,  Esq. 

Omaha,  Nebraska 

Mr.  Baird  was  born  in 
Omaha,  Nebraska,  in  1912.  His 
primary  and  secondary  educa- 
tion was  obtained  in  Omaha 
Public  Schools.  Received  his 
A.B.  Degree  from  Dartmouth 
College  in  1934,  and  L.L.B. 
Degree  from  the  University  of 
Michigan  in  1937.  He  has 
been  engaged  in  general  prac- 
tice in  Omaha,  Nebraska,  since 
1937,  and  is  a partner  in  the 
law  firm  of  Lane,  Baird,  Ped- 
ersen & Haggart.  Is  a mem- 
ber of  American,  Nebraska 
State  and  Omaha  Bar  Asso- 
ciations, and  a Fellow  in  the 
American  College  of  Probate 
Counsel. 


Robert  Baker,  M.D. 

Chicago.  Illinois 

Doctor  Baker  graduated  from 
the  University  of  Illinois  Col- 
lege of  Medicine  in  1950.  He 
is  currently  serving  as  Asso- 
ciate Professor,  Department  of 
Surgery,  University  of  Illinois 
College  of  Medicine ; Associate 
Director,  Division  of  Surgery, 
Cook  County  Hospital ; and 
Chief,  Trauma  Unit,  Cook 
County  Hospital.  Doctor  Baker 
has  authored  over  45  articles 
on  surgical  problems  and  pro- 
cedures. 


William  J.  Cameron,  3I.D. 

Kansas  City,  Kansas 

Born  in  Lansing,  Michigan, 
Doctor  Cameron  lived  in  East 
Lansing  until  he  was  gradu- 
ated from  Michigan  State  Uni- 
versity in  1950  with  a B.S.  De- 
gree in  Physics  and  Mathe- 
matics. Received  his  M.D. 
from  the  University  of  Michigan 
in  1954.  Interned  in  Denver 
and  spent  two  years  in  general 
practice  in  Petoskey,  Michi- 
gan. Entered  United  States 
Air  Force  and  served  as  a 
General  Medical  Officer  for 
two  years,  then  commenced  a 
residency  in  Ob-Gyn  at  the  Uni- 
versity of  Kansas  Medical  Cen- 
ter in  October,  1958.  He  was 
appointed  Instx*uctor  in  that  de- 
partment in  1962  and  promoted 
to  Assistant  Professor  in  1964. 
His  time  is  currently  divided 
between  teaching  and  an  active 
private  practice  in  Obstetrics 
and  Gynecology. 


Bruce  J.  Brewer,  M.D. 

Milwaukee,  Wisconsin 

Doctor  Brewer  graduated 
from  Marquette  University 
Medical  School  in  1940.  Is 
presently  Associate  Professor  of 
Orthopedic  Surgery,  Marquette 
University,  School  of  Medicine, 
and  on  the  attending  staffs  of 
Milwaukee  Children’s  Hospital, 
Lutheran  Hospital  of  Milwau- 
kee, Columbia  Hospital,  and 
County  General  Hospital.  He 
has  authored  numerous  articles 
on  orthopedic  problems. 


Charles  A.  Berry,  M.D. 

Houston,  Texas 

Doctor  Berry  received  his  B.A. 
Degree  from  the  University  of 
California  in  1945 ; M.D.  De- 
gree from  the  University  of 
California  Medical  School  in 
1947  : and  Master  of  Public 

Health  (Cum  Laude),  Harvard 
School  of  Public  Health  in 
1956.  He  is  currently  serving 
as  Director.  Medical  Research 
and  Operations.  NASA  Manned 
Spacecraft  Center.  Doctor  Ber- 
ry has  authored  more  than  40 
aerospace  medical  papers  in  ad- 
dition to  several  chapters  of 
booklength  work,  and  received 
numerous  awards  for  his  work 
regarding  the  space  program. 
He  is  also  Medical  Director  for 
the  Gemini  and  Apollo  Pro- 
grams. 


Brigadier  General 
Jack  Bollerud,  USAF,  MC 

Washington,  D.C. 

Brigadier  General  Bollerud 
has  been  a career  medical  of- 
ficer of  Air  Force  since  gradu- 
ation from  medical  school,  1939. 
Early  assignments  were  clini- 
cal in  nature,  followed  by  oper- 
ational duties  with  overseas 
units  during  World  War  II. 
Post  war  assignments  have  been 
exclusively  in  Research  and  De- 
velopment area  serving  as  chief 
of  several  Air  Force  Labora- 
tories and  as  Director  of  Life 
Sciences  research  at  Command 
and  Air  Force  Headquarters. 
Present  assignment  is  with 
NASA  as  Acting  Director  of 
Space  Medicine  where  he  serves 
as  advisor  to  Associate  Admin- 
istrator for  Manned  Space 
Flight  and  Program  Officer  Di- 
rectors for  all  medical  matters 
dealing  with  flight  operations, 
medical  research  and  develop- 
ment and  flight  medical  experi- 
ments. Holds  numerous  decor- 
ations including  Legion  of 
Merit  for  contributions  to  spe- 
cialty of  Aviation  Medicine. 
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GUEST  SPEAKERS 


Colonel  Timothy  N. 

Caris,  USAF,  MC. 

Brooks  AFB,  Texas 

Colonel  Caris  received  his 
M.D.  Degree  from  the  Ohio  State 
University  College  of  Medi- 
cine in  1947.  He  entered  mili- 
taiy  service  with  USAF  after 
three  years  of  general  practice, 
and  has  continued  as  a career 
officer.  He  completed  resi- 
dencies in  Internal  Medicine 
(1952-1955)  and  Cardiology 
(1958-1959)  at  Brooks  Army 
Hospital,  Fort  Sam  Houston, 
Texas.  He  received  a Master 
of  Science  in  Internal  Medi- 
cine Degree  from  Baylor  Uni- 
versity in  1955.  Colonel  Caris 
is  currently  serving  as  Chief, 
Aerospace  Medicine  Sciences 
Division,  USAF  School  of 
Aerospace  Medicine. 


Lee  Forrest  Hill,  M.D. 

Des  Moines,  Iowa 

Doctor  Hill  graduated  from 
Dartmouth  College  in  1917  and 
Harvard  Medical  School  in 
1919.  Post  graduate  training. 
Boston  City  Hospital  and  In- 
fants Hospital,  Boston.  Has 
been  in  the  private  practice  of 
pediatrics  at  Des  Moines,  Iowa, 
since  1921.  He  is  Director 
of  Pediatric  Education  at  Ray- 
mond Blank  Memorial  Hos- 
pital for  Children  and  Broad- 
lawn’s  Hospital,  and  Clinical 
Professor  of  Pediatrics,  Uni- 
versity of  Iowa.  Served  as 
President,  American  Academy 
of  Pediatrics  in  1947,  and  was 
a member,  American  Board  of 
Pediatrics  1945-1960.  Is  cur- 
rently member,  Residency  Re- 
view Committee  for  Pediatrics 
of  A.M.A.  Council  on  Educa- 
tion. 


Patrick  L.  Cooney,  Esq. 

Omaha.  Nebraska 

Mr.  Cooney  was  born  in 
Greeley,  Nebraska,  in  1931.  He 
was  a University  of  Nebraska 
Regents  Scholar  in  1948  and 
obtain  a B.A.  Degree  from 
Omaha  University  in  1953.  He 
is  a member  of  the  American 
Bar  Association,  Nebraska  Bar 
Association.  Omaha  Bar  Asso- 
ciation. and  American  Trial 
Lawyers  Association.  He 
served  as  Chairman  of  the 
Special  Committee  on  the  Fed- 
eral Criminal  Justice  Act.  He 
is  present  Chairman  of  the 
Public  Service  Committee, 
Omaha  Bar  Association,  and  a 
partner  in  the  firm  of  Boland. 
Mullin.  Walsh  & Cooney. 


Thomas  M.  Holder,  M.D. 

Kansas  City,  Kansas 

Doctor  Holder  received  his 
premedical  education  at  the 
University  of  Mississippi,  and 
medical  education  at  Bowman 
Gray  School  of  Medicine  of 
Wake  Forest  College.  Is  cur- 
rently Associate  Professor  of 
Surgery  and  Head,  Section  of 
Pediatric  Surgery,  University 
of  Kansas  School  of  Medicine 
and  Medical  Center.  He  wa.s 
formerly  a Teaching  Fellow  in 
Surgeiy.  Harvard.  His  clinical 
interest  is  pediatric  surgerj' 
and  research  interest  is  fetal 
pathophysiology. 


Charles  A.  Doan,  M.D. 

Columbus.  Ohio 

Doctor  Doan  graduated  from 
Hiram  College  of  Ohio  in  1918. 
and  Johns  Hopkins  Medical 
School  in  1923.  Served  as  In- 
structor at  Harvard  Medical 
School  and  Associate  Professor 
at  Thorndike  Memorial  Re- 
search Laboratoiy.  Boston, 
1924-1925  ; and  Associate  Pro- 
fessor at  Rockefeller  Institute 
for  Medical  Research,  New  York 
City,  1925-1930.  Doctor  Doan 
also  served  as  Professor  and 
Director  of  the  Department  of 
Medicine  and  Surgery  Research 
Ohio  State  University,  1930- 
1936 ; and  as  Chairman  of  the 
Department  of  Medicine  and 
Director  of  Medical  Research, 
1936-1944.  Following  military 
service,  he  became  Dean.  Col- 
lege of  Medicine  : Director,  Uni- 
versity Hospital,  and  Director. 
Medical  Research.  He  was 
named  Dean  Emeritus  in  1961. 
Doctor  Doan  was  presented  the 
A.M.A.  Distinguished  Service 
Award  and  Gold  Medal  in  1960. 


Edwin  J.  Holman,  Esq. 

Chicago,  Illinois 

Mr.  Holman  is  a graduate  of 
the  University  of  Notre  Dame 
and  the  University  of  Kansas 
School  of  Law.  He  was  en- 
gaged in  the  general  practice 
of  law  in  Leavenworth.  Kansas. 
During  this  period  he  served 
two  terms  in  the  Kansas  Legis- 
lature. Although  elected  to  a 
third  term,  he  was  called  to 
active  duty  with  the  Navy  in 
World  War  II.  In  1947  he 
joined  the  staff  of  the  American 
Medical  Association.  During 
the  years  he  has  been  with  the 
A.M.A..  he  has  served  as  Sec- 
retary of  its  Judicial  Council 
and  its  Council  on  Medical 
Service.  He  has  staffed  other 
A.M.A.  Committees  but  has 
been  most  interested  in  the 
field  of  interprofessional  rela- 
tions between  lawyers  and 
doctors.  He  is  the  author  of 
a number  of  medicolegal  artic- 
les and  an  active  member  of 
the  staff  of  the  A.M.A.  Law 
Department. 
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Charles  L.  Hudson,  M.D. 

Cleveland,  Ohio 

Doctor  Hudson  was  born  in 
Merrill.  Michigan.  He  present- 
ly resides  with  his  family  at 
Cleveland.  Ohio.  Educated  in 
Michigan,  he  received  his  A.B. 
Degree  magna  cum  laude  from 
Alma  College  and  his  M.D.  De- 
gree cum  laude  from  the  Uni- 
versity of  Michigan.  During 
World  War  II  he  was  a lieu- 
tenant colonel  in  Army  hos- 
pital service  overseas.  Cur- 
rently he  is  a member  of  the 
Department  of  Internal  Medi- 
cine at  Cleveland  Clinic  and 
an  Associate  Clinical  Professor 
of  Medicine  at  Western  Reserve 
University.  Before  being  chosen 
president-elect  in  1965,  and 
121st  President  of  the  A.M.A. 
the  following  year.  Doctor  Hud- 
son had  served  on  the  A.M.A. 
Board  of  Trustees  since  1961. 
He  is  a past  president  of 
both  the  Academy  of  Medicine 
of  Cleveland  and  the  Ohio 
State  Medical  Association. 


Richard  M.  Moore,  M.D. 

Des  Moines.  Iowa 

Doctor  Moore  graduated  from 
the  University  of  Iowa  College 
of  Medicine  in  1946.  He  took 
his  specialty  training  at  St. 
Louis  University  and  received  a 
Master’s  Degree  in  Obstetrics 
and  Gynecology  in  1952.  Since 
1953  he  has  been  in  full  time 
private  practice  in  Des  Moines, 
Iowa.  He  has  been  a partici- 
pant in  the  scientific  program 
of  both  regional  and  national 
meetings  of  the  American  Col- 
lege of  Obstetrics  and  Gynecol- 
ogy for  the  past  ten  years.  He 
recently  contributed  a chapter 
on  the  Diagnosis  of  Trophoblas- 
tic Disease  in  a textbook  on 
gynecologic  oncology  edited  by 
Lewis  and  Wentz. 


David  M.  Hume,  M.D. 

Richmond.  Virginia 

Doctor  Hume  received  his 
B.S.  Degree  from  Harvard  Uni- 
versity in  1940  and  M.D.,  De- 
gree from  the  University  of 
•Chicago  School  of  Medicine  in 
,1943.  He  had  previously  served 
[as  Associate  in  Surgery,  Peter 
Bent  Brigham  Hospital,  Assist- 
|ant  Professor  in  Surgei*y  and 
Director,  Laboratory  for  Sur- 
gical Research,  Harvard  Medi- 
cal School,  and  Associate  in 
Surgery,  Harvard  Medical 
School.  He  serves  on  the 
Atomic  Energy  Commission 
Advisoiy  Board,  and  is  current- 
ly the  Stuart  McGuire  Profes- 
sor of  Surgery.  Chairman,  De- 
partment of  Surgery.  Medical 
College  of  Virginia  Hospitals. 
He  received  the  Francis  Armory 
Prize  — American  Academy  of 
Alts  and  Sciences  in  Novemebr, 
1962.  Doctor  Hume  has  au- 
thored numerous  articles  on 
surgical  pi*oblems  and  tech- 
niques. 


M ax  Morath 

New  York,  New  York 

Mr.  Morath’s  syncopated 
itinerary  has  led  him  from  the 
honky-tonks  of  the  Rockies’ 
storied  ghost  towns  to  the  so- 
phisticated nightclubs  of  New 
York  and  Las  Vegas,  and"  to 
college  campuses  from  Stanford 
to  Columbia.  A frequent  per- 
fonner  on  Arthur  Godfrey’s 
popular  show  on  CBS,  Mr. 
Morath  first  gained  national  at- 
tention with  his  two  award- 
winning series  written  and  per- 
formed for  NET,  The  Ragtime 
Era  and  Turn-of-the-Century. 
Subsequent  television  appear- 
ances have  included  such  shows 
as  the  Bell  Telephone  Hour,  the 
Mike  Douglas  Show,  Today,  and 
many  others.  A native  of  Colo- 
rado, the  38-year-old  Morath 
now  lives  with  his  wife  and 
three  children  in  the  New  York 
area. 


Hon.  Roman  L.  Hruska 

Washington,  D.C. 

Senator  Hruska  is  a veteran 
of  13  years  in  Congress,  inclu- 
ding one  term  in  the  House  of 
Representatives  and  three  in  the 
Senate.  Prior  t o going  t o 

Washington,  he  served  eight 
years  as  a member  of  the  Doug- 
las County  Board  of  Commis- 
sioners. Characterized  by  the 

Chicago  Tribune  as  “a  Senator’s 
Senator”  and  as  a “workhorse, 
not  a showhorse,”  Senator  Hrus- 
ka has  earned  a reputation  a- 
mong  his  colleagues  as  a man 
who  does  his  homework.  He  is 
one  of  the  most  sought-after 
speakers  in  Congress.  He  ser- 
ves on  both  the  Appropriations 
and  Judiciary  Committees  where 
he  is  the  ranking  Republican  on 
several  subcommittees.  By  pro- 
fession a lawyer,  he  is  one  of 
the  most  respected  members  of 
the  Judiciary  Committee  which 
considers  more  than  half  the 
bills  introduced  in  Congress. 
He  and  his  wife.  Vicki,  have  a 
daughter,  two  sons,  and  one 
grandchild. 


Robert  D.  Mullin,  Esq. 

Omaha,  Nebraska 

Mr.  Mullin  graduated  from 
the  Creighton  University  College 
of  Law  in  1942  with  Ph.B.  and 
L.L.B.  Degrees.  He  was  Pres- 
ident, Omaha  Bar  Association 
in  1961  and  President,  Omaha 
Barristers  Club  in  1949.  He  is 
presently  serving  as  Chairman. 
House  of  Delegates.  Nebraska 
State  Bar  Association.  He  is  a 
former  State  Committeeman  for 
Nebraska.  American  Trial  Law- 
yers Association,  and  former 
Chairman  of  the  Tort  Law  Sec- 
tion, Nebraska  State  Bar  Asso- 
ciation. Is  presently  a member 
of  Trial  Techniques  Committee 
of  the  American  Bar  Asso- 
ciation. 
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Eddy  D.  Palmec,  M.D. 

Montclair,  New  Jersey 

Doctor  Palmer  graduated 
from  the  University  of  Roches- 
ter School  of  Medicine  in  1943. 
He  is  currently  serving  as 
Clinical  Professor  of  Medicine 
and  Acting  Director  of  the 
Division  of  Gastroenterology, 
New  Jei'sey  College  of  Medicine, 
and  Chief  of  Gastroenterolog>% 
V.A.  Hospital.  East  Orange, 
New  Jersey.  Doctor  Palmer  is 
a past  president  of  the  Ameri- 
can Society  for  Gastrointestinal 
Endoscopy.  His  interests  have 
been  primarily  in  the  clinical 
problems  of  the  esophagus  and 
stomach. 


Lloyd  V.  Shields,  M.D. 

Denver,  Colorado 

Doctor  Shields  was  born  in 
Ohio  and  received  his  Medical 
Degree  from  the  Ohio  State 
University  Medical  College.  He 
served  in  the  Medical  Corps 
during  World  War  II.  He  has 
been  engaged  in  the  private 
pmctice  of  Obstetrics  and  Gyne- 
cology with  an  active  interest 
in  medical  school  teaching  and 
clinical  training,  and  is  Presi- 
dent-elect of  the  Denver  Obstet- 
rical and  Gynecological  Society. 
He  currently  serves  as  Assistant 
Clinical  Professor  of  Obstetrics 
and  Gynecolog>’  at  the  Univer- 
sity of  Colorado. 


Major  General 
K.  E.  Fletcher 
I’SAF,  MC 

Offutt  Air  Force  Base, 

Nebraska 

General  Pletcher  is  a native 
of  Missouri  and  graduated  cum 
laude  from  the  Washington 
University  School  of  Medicine 
in  St.  Louis.  He  received  his 
intern  and  residency  training 
in  St.  Louis  hospitals.  During 
his  service  career  which  started 
in  1940.  General  Pletcher  has 
served  in  teaching  and  research 
activities  as  well  as  tactical  and 
Air  Attache  assignments.  He 
served  as  Deputy  Surgeon  Gen- 
eral of  the  Air  Force  prior  to 
his  assignment  as  Surgeon, 
Strategic  Air  Command. 


Jack  J.  Spevak,  M.D. 

Des  Moines,  Iowa 

! 

Doctor  Spevak  graduate! 
from  the  State  University  o 
Iowa  College  of  Medicine  ii) 
1945.  He  formerly  served  a 
Associate  Professor  of  Pediatric;| 
and  Director  of  the  Pediatri*; 
Hematology  Division  at  th«’ 
University  of  Indiana  Medica 
School.  His  major  interest* 
have  been  in  leukemia  and  ir 
the  management  of  childhood, 
neoplasms.  Doctor  Spevak  is| 
presently  engaged  in  the  pri*; 
vate  practice  of  pediatric  hema- 
tology in  Des  Moines,  Iowa,  and 
is  associated  with  the  Raymond] 
Blank  Memorial  Hospital  for 
Children. 


Albert  G.  Schatz,  Esq. 

Omaha,  Nebraska 

Mr.  Schatz  graduated  from 
Creighton  University  Law 
School  in  1948.  He  served  as 
Law  Clerk  for  Judge  Wood- 
rough,  United  States  Circuit 
Court  of  Appeals.  1948-1950.  and 
is  a partner  in  the  Gross,  Welch, 
Vinardi.  Kauffman  & Schatz 
Law  Firm.  He  is  a member  of 
the  Omaha,  Nebraska  State, 
and  American  Bar  Associations. 
Mr.  Schatz  is  also  a member  of 
the  International  Association  of 
Delegates,  Nebraska  State  Bar 
Association.  He  ajso  ser\-es  as 
ChaiiTnan.  District  Court  Com- 
mittee. Omaha  Bar  Association. 


Daniel  B.  Stone,  JI.D. 

Iowa  City,  Iowa 

Doctor  Stone  was  bom  and 
educated  in  England,  graduat- 
ing w’ith  honors  at  the  Univer- 
sity of  London  in  1948.  He 
and  his  family  immigrated  from 
England  in  1957  and  he  has 
subsequently  been  at  the  Uni- 
vei*sity  of  Iowa.  Currently  he 
is  Associate  Professor  and  Chief 
of  the  Endocrine  Section  in  the 
Department  of  Internal  Medi- 
cine at  the  University  of  Iowa 
College  of  Medicine.  He  be- 
came an  American  Citizen  in 
1963.  His  main  interests  are  in 
teaching,  in  medical  education, 
and  in  basic  and  clinical  re- 
search. He  has  published  47 
scientific  papei-s,  mainly  in  the 
fields  of  Endocrinology,  Dia- 
betes Mellitus,  and  of  the  geo- 
graphic patholog>*  of  diabetes. 
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Arch  W.  Templeton,  M.D. 

Columbia.  Missouri 

Doctx)r  Templeton  graduated 
from  the  University  of  Nebras- 
ka College  of  Medicine  in  1957. 
He  is  currently  serving  as 
Associate  Professor  of  Radiolog>’ 
and  Head.  Section  of  Diagnostic 
Radiology  at  the  University  of 
Missouri  Medical  Center.  His 
special  interests  are  computer 
applications  in  Radiology ; and 
vascular  and  special  procediu’e 
in  radiolog>’. 


G.  V'aii  Leeuwen,  ^I.D. 

Columbia.  Missouri 

Doctor  Van  Leeuwen  grad- 
uated from  the  University  of 
Iowa  College  of  Medicine  in 
1954.  He  is  currently  Assistant 
Professor  of  Pediatrics  at  the 
University  of  Missouri  Medical 
School.  He  also  serves  as 
Director  of  newborn  and  pre- 
mature nurseries,  and  is  a 
Director  of  the  National  Found- 
ation Birth  Defects  Center. 
Primarily  interested  in  neonatal 
respiratorj'  disorders  and  con- 
genital malformations. 


Hon.  Rudolph  Tesar 

Omaha.  Nebraska 

Judge  Tesar  graduated  from 
Creighton  University  School  of 
Law  in  1930.  He  served  as  a 
member  of  the  Nebraska  State 
Legislature  from  1931  to  1935. 
He  has  been  District  Judge 
since  July.  1964,  and  presently 
is  Chairman  of  the  Legislative 
Committee  of  the  Nebraska 
District  Judge’s  Association. 
He  is  also  program  chairman 
for  the  Association. 


Eugene  P.  Welch,  Esq. 

Omaha.  Nebraska 

Mr.  Welch  is  a 1916  graduate 
of  the  University  of  Nebraska 
and  a 1962  graduate  of  the 
Creighton  University  School  of 
Law.  He  has  been  engaged  in 
trial  practice  with  Gross,  Welch. 
Vinardi.  Kauffman  & Schatz 
since  that  time. 


E.  F.  Van  Epps,  M.D. 

Iowa  City,  Iowa 

Doctor  Van  Epps  graduated 
from  the  University  of  Iowa 
College  of  Medicine  in  1935. 
He  is  currently  Professor  and 
Head  of  the  Department  of 
Radiology  at  University  Hos- 
pitals. Doctor  Van  Epps  served 
as  President  of  the  Iowa  Medi- 
cal Society  in  1961-1962.  and 
is  a member  of  the  American 
Board  of  Radiology.  He  is  also 
a Charter  Member  of  the  So- 
ciety for  Pediatric  Radiology. 


Laurens  Williams,  Esq. 

Washington,  D.C. 

Graduated  from  Cornell  Law 
School  in  1931.  Is  a partner  in 
Washington.  D.C.,  Law  Firm 
of  Sutherland,  Asbill  and  Bren- 
nan. Has  sei'ved  as  Assistant 
to  the  Secretary  of  the  Treasury 
and  Head.  Legal  Advisory  Staff, 
for  which  he  earned  the  Alex- 
ander Hamilton  Award  for 
distinguished  leadership.  Mr. 
Williams  has  also  serv’ed  as 
President  of  the  Nebraska  Bar 
Association  and  as  Chairman 
of  various  Section  Committees 
of  the  American  Bar  Associa- 
tion. He  has  also  authored 
various  legal  articles  on  tax- 
ation and  served  as  a member 
on  various  Advisoiy  Groups  to 
the  Committee  on  Ways  and 
Means. 


April,  1967 


209 


GUEST  SPEAKERS 


Technical  Exhibitors 


Hyman  J.  Zimmerman, 
M.D. 

Washingrton,  D.C. 

Doctor  Zimmerman  received 
his  medical  training  at  Stan- 
ford University,  and  his  resi- 
dency at  the  George  Washington 
University  Medical  Division  of 
Gallinger  Municipal  Hospital. 
He  has  served  as  Chief  of  the 
Medical  Service  at  Veterans’ 
Hospitals  in  Omaha  and  Chi- 
cago. has  been  on  the  Medical 
Faculties  of  the  Univei*sities  of 
Nebraska,  Creighton,  and  Illi- 
nois. Formerly,  Professor  and 
Chainnan.  Department  of  Medi- 
cine, Chicago  Medical  School, 
he  is  now  Chief.  Liver  and 
Metabolic  Research  Laboratory, 
Veterans  Administration  Hospi- 
tal. Washington.  D.C.,  and  Pro- 
fessor o f Medicine.  George 
Washington  University  School 
of  Medicine. 


Flavel  Wright,  Esq. 

Lincoln,  Nebraska 

Mr.  Wright  received  his  A.B. 
and  L.L.B.  Degrees  from  the 
University  of  Nebraska  in  1936. 
He  is  engaged  in  general  prac- 
tice in  Lincoln.  Nebraska.  He 
is  a member  of  the  firm  Cline. 
Williams.  Wright,  Johnson,  Old- 
father  & Thompson,  a Fellow 
in  the  American  College  of 
Trial  Lawyers,  and  a Fellow  in 
the  Amencan  College  of  Pro- 
bate Council.  He  is  a past 
president  of  the  Nebraska  State 
Bar  Association.  President  of 
the  Nebraska  State  Bar  Found- 
ation. a member  of  the  Judicial 
Council  of  the  State  of  Nebras- 
ka. and  a member  of  the  Execu- 
tive Committee  of  the  Tax 
Section  of  the  Nebraska  State 
Bar  Association. 
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Abbott  Laboratories,  North  Chicago,  Illinois 

Blue  Cross  - Blue  Shield,  Omaha,  Nebraska 

Ciba  Pharmaceutical  Company,  Summit,  New  Jersey  | 

I 

Coca-Cola  Company,  Atlanta,  Georgia 

I 

1 

Crosby  Surgical  Company,  Inc.,  Omaha,  Nebraska  I 
Dictaphone  Corporation,  New  York,  New  York 
Donley  Medical  Supply  Company,  Lincoln,  Nebraska 
Encyclopaedia  Britannica,  Chicago,  Illinois 
Hugo-Heyn  Company,  Omaha,  Nebraska 
Medical  Protective  Company,  Fort  Wayne,  Indiana 

Merck  Sharp  & Dohme,  West  Point,  Pennsylvania  i 

1 

I 

Mutual  of  Omaha,  Omaha,  Nebraska 

Physicians  and  Hospitals  Supply  Co.,  and  the 

Ulmer  Pharmacal  Company,  Minneapolis,  Min-  i 
nesota  j 

I 

Professional  Credit  Control,  Inc.,  Lincoln,  Nebraska  | 

A.  H.  Robins  Company,  Inc.,  Richmond,  Virginia  j 

I 

Roche  Laboratories,  Nutley,  New  Jersey  I 


Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania 

Schering  Corporation,  Union,  New  Jersey 
G.  D.  Searle  & Company,  Chicago,  Illinois 
E.  R.  Squibb  & Sons,  Inc.,  New  York,  New  York 
Warren-Teed  Pharmaceuticals,  Inc.,  Columbus,  Ohio 
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Harold  N.  Neu,  M.D.,  Chairman Omaha 

Charles  Ashby,  M.D. Geneva 

C.  E.  Brott,  M.D. Beatrice 

Bnice  F.  Claussen,  M.D. North  Platte 

R.  O.  Garlinghouse,  M.D. Lincoln 

Russell  L.  Gorthey,  M.D.  Lincoln 

Paul  J.  Maxwell,  M.D.  Lincoln 

M.  M.  Musselman,  M.D.  Omaha 

H.  V.  Munger,  M.D. Lincoln 


OPENING  CERE.MONIES  — Ballroom 

Willis  D.  Wright,  M.D.,  Omaha 
Presiding 


10:00  Welcome 

— Dan  A.  Nye,  M.D.,  President,  Kearney 
10:05  Invocation 

— Henry  W.  Linn,  S.J.,  Ph.D.,  President  of 
the  Creighton  University 

10:10  Presidential  Address 

— Dan  A.  Nye,  M.D.,  Kearney 


Announcements 


10:20  Installation  of  Incoming  President 
— Robert  J.  Morgan,  M.D.,  Alliance 


House  of  Delegates 

1st  Session:  Monday,  May  1,  1967,  9:00  a.m.,  Sher- 

aton South 

2nd  Session:  Wednesday,  May  3,  1967,  8:00  a.m., 

Sheraton  South 

3rd  Session:  Thursday,  May  4,  1967,  8:00  a.m., 
Sheraton  South 


Board  of  Councilors 


10:30  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 


10:40  VISIT  THE  EXHIBITS 


11:00  Keynote  .Yddress 

“The  Changing  Climate  of  America” 

— Charles  L.  Hudson,  M.D.,  Cleveland,  Ohio 
President,  American  Medical  Association 


1st  Session:  Tuesday,  May  2,  1967,  4:00  p.m., 

Sheraton  South 

2nd  Session:  Wednesday,  May  3,  1967,  9:00  a.m., 

Sheraton  South 

3rd  Session:  Thursday,  May  4,  1967,  9:00  a.m., 
Sheraton  South 


12:00  Noon  Luncheon,  Ballroom 

— Robert  J.  Morgan,  M.D.,  President 
Presiding 

“Big  Medicine  in  Washington” 

— The  Honorable  Roman  Himska,  United 
States  Senate 


Board  of  Trustees 

Wednesday,  May  3,  1967,  3:45  p.m.,  Sheraton  South  VISIT  THE  EXHIBITS 
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PROGRAM 


TUESDAY  AFTERNOON,  MAY  2,  1967 
LECTURES  — SECTION  A 
Ballroom 

SURGERY  LECTURES 

Merle  M.  Musselman,  M.D.,  Omaha,  Mod- 
erator 

2:30  “Detection  of  Surgically  Correctable  Hyper- 
tension” 

—David  M.  Hume,  M.D.,  Richmond,  Virginia 

2:50  “Prevention  and  Treatment  of  Acute  Renal 
Failure” 

— Robert  Baker,  M.D.,  Chicago,  Illinois 

3:10  “Management  of  Esophageal  Atresia” 

— Thomas  M.  Holder,  M.D.,  Kansas  City, 
Kansas 

3:30  Surgery  Seminar  — Questions  and  Answers 

3:45  VISIT  THE  EXHIBITS 

OBSTETRICS  and  GYNECOLOGY  LECTURES 

—Robert  H.  Messer,  M.D.,  Omaha,  Moderator 

4:15  “The  Rh  Immunized  OB  Patient” 

—William  J.  Cameron,  M.D.,  Kansas  City, 
Kansas 

4:35  “Diabetes  in  Pregnancy” 

— Lloyd  V.  Shields,  M.D.,  Denver,  Colorado 

4:55  “Extr-Pelvic  Malignancies  Associated  with 
Pregnancy” 

—Richard  M.  Moore,  M.D.,  Des  Moines,  Iowa 

5:15  Obstetrics  and  Gynecology  Seminar  — Ques- 
tions and  Answers 


— FUN  NIGHT  — 


TUESDAY  AFTERNOON,  MAY  2,  1967 

LECTURES  — SECTION  B 

Sheraton  North 

PEDIATRICS  LECTURES 

— John  R.  Mitchell,  M.D.,  Omaha,  Moderator 

2:30  “Radiologic  Findings  in  the  Respiratory  Dis- 
tress Syndrome” 

— Eugene  Van  Epps,  M.D.,  Iowa  City,  Iowa 

2:50  “Jaundice  in  the  Young  Infant” 

— Lee  Forrest  Hill,  M.D.,  Des  Moines,  Iowa 

3:10  “Transfusions  in  Pediatric  Practice” 

— Jack  J.  Spevak,  M.D.,  Des  Moines,  Iowa 

3:30  Pediatrics  Seminar  — Questions  and  An- 
swers 

3:45  VISIT  THE  EXHIBITS 

MEDICINE  LECTURES 

— Paul  J.  Maxwell,  M.D.,  Lincoln,  ^loderator 

4:15  “Causes  of  the  Current  Epidemic  of  Coro- 
nary Heart  Disease” 

— Daniel  B.  Stone,  M.D.,  Iowa  City,  Iowa 

4:35  “Diagnostic  Methods  in  Liver  Disease” 

— Hyman  J.  Zimmerman,  M.D.,  Washington, 
D.C. 

4:55  “Sources  of  Upper  Gastrointestinal  Bleed- 
ing” 

— Eddy  D.  Palmer,  M.D.,  Montclair,  New 
Jersey 

5:15  Medicine  Seminar  — Questions  and  Answers 
— FUN  NIGHT  — 
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WEDNESDAY  MORNING,  MAY  3,  1967 

8:00  Course  in  Medicine,  Regal  Room 

— Harold  N.  Neu,  M.D.,  Omaha,  Moderator 
(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“Toxic  Hepatic  Disease” 

— Hyman  J.  Zimmerman,  M.D.,  Washington, 
D.C. 


GENERAL  SESSION 
Ballroom 

9:30  SY.MPOSIUM  ON  AEROSPACE  MEDICINE 

— Major  General  K.  E.  Pletcher,  USAF,  MC, 
Offutt  Air  Force  Base,  Moderator 

“Cardiac  Evaluation  of  the  Forty- Yeai’-Old 
Pilot” 

— Colonel  Timothy  N.  Caris,  USAF,  MC, 
Brooks  Air  Force  Base,  Texas 

“Life  Support  Systems  in  Space  Flight” 

— Charles  A.  Berry,  M.D.,  Houston,  Texas 

“Future  Plans  in  Space  Medicine” 

— Brigadier  General  Jack  Bollerud,  USAF, 
MC,  Washington,  D.C. 

10:30  VISIT  THE  EXHIBITS 

11:00  ANNUAL  DISTINGUISHED  NEBRASKA 
LECTURE,  Ballroom 

Sponsored  by  the  Nebraska  Medical  Foundation 

— Dan  A.  Nye,  M.D.,  Kearney,  Moderator 
Guest  Lecturer 

“The  Rise  of  Twentieth  Century  Medicine  in 
America” 

— Charles  A.  Doan,  M.D.,  Dean  Emeritus, 
Ohio  State  University  College  of  Medicine, 
Columbus,  Ohio 

12:00  VISIT  THE  EXHIBITS 


WEDNESDAY  .MORNING,  .MAY  3,  1967 

8:C0  Course  in  Obstetrics  and  Gynecology,  Shera- 
ton North 

— Joseph  C.  Scott,  M.D.,  Omaha,  Moderator 
(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“Management  of  the  Infertile  Couple” 

— William  J.  Cameron,  M.D.,  Kansas  City, 
Kansas 


SY.MPOSIU.M  ON  .\EROSP.\CE 
MEDICINE 

(See  Opposite  Page) 


10:30  VISIT  THE  EXHIBITS 


11:00  ANNUAL  DISTINGUISHED  NEBRASKA 
LECTURE,  Ballroom 

Sponsored  by  the  Nebraska  Medical  Foundation 

— Dan  A.  Nye,  M.D.,  Kearney,  Moderator 
Guest  Lecturer 

“The  Rise  of  Twentieth  Century  Medicine  in 
America” 

— Charles  A.  Doan,  M.D.,  Dean  Emeritus, 
Ohio  State  University  College  of  Medicine, 
Columbus,  Ohio 

12:00  VISIT  THE  EXHIBITS 


12:30  Noon  Luncheon  “Your  .Association  Reports,” 
Ballroom 

— Dan  .A.  Nye,  M.D.,  Kearney,  Presiding 


12:30  Noon  Luncheon  “A’our  .Association  Reports,” 
Ballroom 

— Dan  .A.  Nye,  M.D.,  Kearney,  Presiding 
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WEDNESDAY  AFTERNOON,  MAY  3,  1967 
LECTURES  — SECTION  A 
Ballroom 

SURGERY  LECTURES 

— Clyde  L.  Kleager,  M.D.,  Hastings,  Mod- 
erator 

2:00  “Results  of  Direct  Surgical  Attack  on  Oc- 
clusive Arterial  Disease  of  the  Legs” 

- — David  M.  Hume,  M.D.,  Richmond,  Virginia 

2:20  “Management  of  Shock” 

— Robert  Baker,  M.D.,  Chicago,  Illinois 

2:40  “Management  of  Solid  Tumors  in  Children” 
— Thomas  M.  Holder,  M.D.,  Kansas  City, 
Kansas 

3:00  Surgery  Seminar  — Questions  and  Answers 
3:15  VISIT  THE  EXHIBITS 

OBSTETRICS  and  GYNECOLOGY  LECTURES 

— Russell  L.  Gorthey,  M.D.,  Lincoln,  Mod- 
erator 

3:45  “Hormone  Therapy  in  the  Menopause” 

— William  J.  Cameron,  M.D.,  Kansas  City, 
Kansas 

4:05  “Ultra-Sound  in  Obstetrics  and  Gynecology” 
— Lloyd  V.  Shields,  M.D.,  Denver,  Colorado 

4:25  “Diagnosis  of  Trophoblastic  Disease” 

— Richai'd  M.  Moore,  M.D.,  Des  Moines,  Iowa 

4:45  Obstetrics  and  Gynecology  Seminar  — Ques- 
tions and  Answers 

6:00  Social  Hour,  Sheraton  North 

7:00  Annual  Banquet,  Ballroom 

— Ralph  C.  Moore,  M.D.,  President,  Omaha- 
Douglas  County  Medical  Society,  Presiding 

Presentation  of  50-Year  Pins 

“RAGTIME  REVISITED” 

— Max  Morath,  New  York,  New  York 


WEDNESDAY  AFTERNOON,  MAY  3,  1967 
LECTURES  — SECTION  B 
Sheraton  North 

PEDIATRICS  LECTURES 

— Robert  Sorensen,  M.D.,  Fremont,  Moder- 
ator 

2:00  “Urinary  Tract  Problems  of  Children” 

— Eugene  Van  Epps,  M.D.,  Iowa  City,  Iowa 

2:20  “The  Febrile  Convulsion” 

- — Lee  Forrest  Hill,  M.D.,  Des  Moines,  Iowa 

2:40  “Blood  Dyscrasia  Related  to  Drugs” 

— Jack  J.  Spevak,  M.D.,  Des  Moines,  Iowa 

3:00  Pediatrics  Seminar  — Questions  and  An- 
swers 

3:15  VISIT  THE  EXHIBITS 

4 

MEDICINE  LECTURES 

— Robert  L.  Grissom,  M.D.,  Omaha,  Mod- 
erator 

3:45  “Treatment  of  the  Present  Epidemic  of  Coro- 
nary Heart  Disease” 

— Daniel  B.  Stone,  M.D.,  Iowa  City,  Iowa 

4:05  “Differential  Diagnosis  of  Jaundice” 

— Hyman  J.  Zimmerman,  M.D.,  Washington, 
D.C. 

4:25  “The  Current  Clinical  Status  of  Gastritis” 
— Eddy  D.  Palmer,  M.D.,  Montclair,  New 
Jersey 

4:45  Medicine  Seminar  — Questions  and  Answers 

6:00  Social  Hour,  Sheraton  North 

7 :()0  Annual  Banquet,  Ballroom 

— Ralph  C.  Moore,  M.D.,  President,  Omaha- 
Douglas  County  Medical  Society,  Presiding 

Presentation  of  50-Year  Pins 

“RAGTIME  REVISITED” 

— Max  Morath,  New  York,  New  York 
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8:00 


8:00 


9:00 

9:30 


10:30 


12:30 

2:00 


4:00 


PROGRAM 

THURSDAY,  MAY  4,  1967 

Course  in  Pediatrics,  Regal  Room 
— Dale  W.  Ebers,  M.D.,  Lincoln,  Moderator 
(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“Locked  Bowels  and  Babies” 

— G.  Van  Leeuwen,  M.D.,  Columbia,  Mis- 
souri 

— Archibald  W.  Templeton,  M.D.,  Columbia, 
Missouri 

Course  in  Surgery,  Forum  Room 
— Bruce  Claussen,  M.D.,  North  Platte,  Mod- 
erator 

(Continental  Breakfast  — $1.00  per  par- 
ticipant, limit  of  25) 

“Problem  Fracture  Clinic’” 

— Bruce  J.  Brewer,  M.D.,  Milwaukee,  Wis- 
consin 

VISIT  THE  EXHIBITS 

CLINICAL  PATHOLOGIC  CONFERENCE 
“An  Orthopedic  Problem  in  Childhood,” 
Ballroom 

— John  R.  Schenken,  M.D.,  Omaha,  Moderator 
— Bruce  J.  Brewer,  M.D.,  Milwaukee,  Wis- 
consin 

— Archibald  W.  Templeton,  M.D.,  Columbia, 
Missouri 

— G.  Van  Leeuwen,  M.D.,  Columbia,  Mis- 
souri 

SYMPOSIUM  ON  LIFETIME  AND  TESTA- 
MENTARY ESTATE  PLANNING,  Ball- 
room 

— Flavel  A.  Wright,  Esq.,  Lincoln,  Moderator 
“Lifetime  Planning:  Tax  Savings  Tech- 

niques” 

— Laurens  Williams,  Esq.,  Washington,  D.C. 
“Testamentary  Planning  — Wills  and  Plan- 
ning to  Meet  the  Impact  of  Estate  Taxes” 
— William  J.  Baird,  Esq.,  Omaha,  Nebraska 
“Miscellaneous  Problems  in  Estate  Planning 
and  Administration” 

— Flavel  A.  Wright,  Esq.,  Lincoln,  Nebraska 

Noon  Luncheon,  Ballroom 
— Willis  D.  Wright,  M.D.,  Omaha,  Presiding 
“Doctors,  Lawyers  and  the  Community” 

— Edwin  J.  Holman,  Esq.,  Chicago,  Illinois 

TRIAL  DEMONSTRATION,  Ballroom 
— Harry  L.  Welch,  Esq.,  Omaha,  Moderator 
VIGNETTE  — “Trial  Demonstration  on 
Flexion-Extension  Injury  of  the  Cervical 
Spine  (Whiplash)” 

Judge — Hon.  Rudolph  Tesar,  Omaha,  Ne- 
braska 

Witness — Bruce  J.  Brewer,  M.D.,  Milwau- 
kee, Wisconsin 

Attorney — Robert  D.  Mullin,  Esq.,  Omaha, 
Nebraska 

Attorney — Patrick  L.  Cooney,  Esq.,  Oma- 
ha, Nebraska 

Attorney — Albert  G.  Schatz,  Esq.,  Omaha, 
Nebraska 

Attorney — Eugene  P.  Welch,  Esq.,  Omaha, 
Nebraska 

Meeting  Adjourned 


Scientific  Film  Program 

Charles  Ashby,  M.D.,  Coordinator 
Regal  Room 

TUESDAY,  MAY  2,  1967 
Morning  Program 

9:00  “Roentgen  Anatomy  of  the  Normal  Heart” 
9:30  “Neurosurgical  Thalamotomy  for  the  Treat- 
ment of  Parkinson’s  Disease  and  Related 
Disorders” 

10:00  “Physical  Diagnosis  — Abdomen,  Back  and 
Perineum” 

10:30  “Abortion  and  the  Law” 

Afternoon  Program 

1:00  “Cancer  Detection:  Proctosigmoidoscopy  in 
Office  Practice” 

1:30  “Parkinson’s  Syndrome  and  Its  Treatment” 
2:00  “The  Inflammatory  Reaction” 

2:30  “Modern  Management  of  Multiple  Births” 
3:00  “Essentials  of  the  Neurological  Examina- 
tion” 

3:30  “Alcoholism:  The  Revolving  Door” 

4:00  “Clinical  Tonometry” 

WEDNESDAY,  MAY  3,  1967 
Morning  Program 

9:00  “Resuscitation  of  the  Newborn” 

9:30  “The  Mental  Status  Examination” 

10:00  “Congenital  Malformations  of  the  Heait: 
Part  III  Cyanotic  Congenital  Heart  Dis- 
ease” 

10:30  “Clinical  Malaria” 

11:00  “Technique  of  Proctoscopy” 

11:30  “Reading  and  Interpretation  of  Chest  Ra- 
diographs” 

Afternoon  Program 

1:00  “Office  Diagnosis  of  Uterine  Malignancy — 
Colposcopy,  Cytology  and  Biopsy” 

1:30  “Symposium  on  Heparin” 

2:00  “Early  Detection  and  Medical  Management 
of  Ulcerative  Colitis” 

2:30  “Technique  for  Repair  of  a Direct  Inguinal 
Hernia” 

3:00  “Normal  Heart  Sounds  and  Innocent  Heart 
Murmurs,  A Stethoscopic  Study:  Parts 
I and  II” 

4:00  “Acquired  Lesions  of  the  Epiglottis:  Lai’yn- 
goscopic  Observations” 

THURSDAY,  MAY  4,  1967 
^lorning  Program 
9:00  “Varicose  Veins” 

9:30  “Migraine”  — Its  Diagnosis  and  Treatment” 
10:00  “Surgical  Procedures:  Cholecystectomy  and 
Common  Duct  Exploration,  Technic  for” 
10:30  “Blood  Flow  — Newer  Techniques  for  Mea- 
surement in  Various  Vascular  Beds” 
11:00  “Pudendal  Block” 

11:30  “Ligation  of  the  Internal  Iliac  Arteries:  A 
Lifesaving  Procedure  for  Uncontrollable 
Gynecologic  and  Obstetric  Hemorrhage” 
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Woman's  Auxiliary 


MRS.  ARTHUR  L. 
SMITH,  SR. 

Lincoliit  Nebraska 

President,  1967-1968 


MRS.  FAY 
SMITH 

Omaha,  Nebraska 

President,  1966-1967 


Woman's  Auxiliary 

42nd  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  on  the  Mezza- 
nine of  the  Sheraton-Fontenelle  Hotel  on  Tuesday, 
May  2,  and  on  Wednesday,  May  3,  until  12  p.m. 

CONVENTION  COMMITTEES 

General  Chairman — 

Mrs.  Richard  N.  Johnson 

Social  Chairmen — 

Mrs.  Gilbert  Schreiner 
Mis.  Heniy  Kammandel 

Program  Chairman  (Style  Show)  — 

Mrs.  George  N.  Johnson 

Registration  and  Tickets — 

Mrs.  James  F.  Kelly,  Jr. 


Finance — 

Mrs.  John  F.  Hession 

Transportation — ^ 

Mrs.  John  L.  Grier 

Reservations — 

Mrs.  Edward  T.  Beitenman 

Publicity — 

Mrs.  Richard  A.  Pirotte 
Hostess  Auxiliary — 

Omaha-Douglas  County  Medical  Auxiliary 

A cordial  invitation  is  extended  to  all  doctors’ 
wives  of  Nebraska  whether  or  not  you  are  an 
Auxiliary  member. 


MRS.  KARL  F. 
RITTER 

Lima,  Ohio 

Honored  Guest  Speaker 
Woman’s  Auxiliary 


President-Elect 
Woman’s  Auxiliary 
to  the 

American  Medical 
Association 


AUXILIARY  PLEDGE 

I pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  I 
will  support  its  activities,  protect  its  reputation, 
and  ever  sustain  its  high  ideals. 

WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 


New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  benefit  from  attending  the 
sessions. 
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Woman's  Auxiliary 
PROGRAM 

42nd  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  on  the  Mezza- 
nine of  the  Sheraton-Fontenelle  Hotel  on  Tuesday, 
May  2,  and  on  Wednesday,  May  3,  until  12  p.m. 

TUESDAY,  MAY  2,  1967 

8:00  Registration,  Mezzanine,  Sheraton-Fontenelle 
Hotel 

8:15  Pre-Convention  Executive  Board  Meeting, 
Sheraton  North 
No-Host  Breakfast 
Mrs.  Fay  Smith,  Presiding 
Reports  of  Officers  and  State  Chairmen 

11:00  Keynote  Address,  Ballroom 

Charles  L.  Hudson,  M.D.,  President,  Ameri- 
can Medical  Association 

12:00  Combined  Auxiliary  and  Association  Lunch- 
eon, Ballroom 

Guest  Speaker:  The  Honorable  Roman 

Hruska 

Presentation  of  AMA-ERF  Checks 
(Tickets  available  at  Ballroom) 

2:30  Annual  Business  Meeting,  Forum  Room 
Mrs.  Fay  Smith,  Presiding 
Reports  of  County  Presidents 
Memorial  Service 
Election  of  Officers 
Installation  of  New  Officers 
FUN  NIGHT  (Omaha-Douglas  County  Med- 
ical Society) 

WEDNESDAY,  MAY  3,  1967 
12:30  Luncheon,  Omaha  Country  Club,  69th  and 
Country  Club  Road 

Tickets  and  transportation  information  to 
the  Country  Club  available  at  the  Regis- 
tration Desk  at  the  Hotel 
Mrs.  Karl  L.  Ritter,  President-Elect,  Wom- 
an’s Auxiliary  to  the  American  Medical 
Association 
Fashion  Show 

6:00  Social  Hour,  Sheraton  North 

(To  honor  the  Presidents  of  the  Nebraska 
State  Medical  Association  and  the  Wom- 
an’s Auxiliary) 

7:00  Annual  Banquet,  Ballroom 

Presentation  of  Fifty  Year  Pins 
“RAGTIME  REVISITED” 

— Max  Morath,  New  York,  New  York 

THURSDAY,  MAY  4,  1967 

8:15  Post-Convention  Executive  Board  Meeting, 
Sheraton  North 

Mrs.  Arthur  L.  Smith,  Sr.,  Presiding 
No-Host  Breakfast 


Dominant  Hemispherectomy : Preliminary  »i 

Report  on  Neuropsychological  Sequelae — 

A.  Smith  (602  So.  44th  Ave.,  Omaha),  and 
C.  W.  Burklund.  Science  153:1280-1282 
(Sept.  9)  1966. 

A 47-year-old  man  who  was  right-handed 
and  right-eyed  and  who  is  continuing  to  im- 
prove in  many  functions  more  than  seven 
months  after  the  removal  of  the  entire  left 
cerebral  hemisphere  because  of  glioma  is  de- 
scribed. Different  degrees  of  initial  impair- 
ment and  in  subsequent  recovery  of  propo- 
sitional speech,  verbal  comprehension,  read- 
ing, writing,  and  other  functions  indicate 
quantitative  rather  than  qualitative  differ- 
ences in  adult  left-  and  right-hemispheric 
functions.  The  ability  to  discriminate  color,  I 
solve  abstract  and  concrete  mathematical  ' 
problems,  engage  in  purposeful  movements 
with  the  left  hand,  and  to  perform  at  a near-  | 
ly  normal  level  in  nonlanguage  tests  of  high-  j 
er  mental  functions  indicates  either  that  i 
these  functions  are  not  exclusively  or  pre-  ! 
dominantly  localized  in  the  adult  dominant  j 
hemisphere,  or  that,  following  the  removal 
of  this  hemisphere,  the  right  hemisphere  has 
the  capacity  to  amplify  previously  smaller 
contributions. 

I 

Nephrotoxicity  Associated  With  Methoxy- 
flurane  Anesthesia  — W.  B.  Crandell,  S. 

G.  Pappas,  and  A.  Macdonald  (VA  Hosp, 
White  River  Junction,  Vt.)  Anesthesiol- 
ogy 27:591-607  (Sept-Oct)  1966. 

Among  94  cases  in  which  methoxyflurane 
was  used,  16  developed  a toxic  nephropathy 
characterized  by  diuresis.  Another  case 
which  occurred  two  years  previously  is  also 
reported.  V ariations  in  t h e severity  and 
duration  of  water  loss  modified  the  clinical 
features  which,  in  well-defined  cases,  con- 
sisted of:  urine  volume  of  2.5  to  4 liters 
per  day  with  a negative  fluid  balance  and 
pronounced  weight  loss  for  six  to  ten  days; 
elevation  of  serum  sodium,  chloride,  osmo- 
lality, and  blood  urea  nitrogen;  a relatively 
fixed  urine  specific  gravity ; urine  osmolality 
in  a range  close  to  that  of  the  serum  and 
poorly  responsive  to  a challenge  test  of  fluid 
deprivation,  rapid  infusion,  and  vasopres- 
sion.  In  most  cases  renal  functional  impair- 
ment was  transient  (10  to  20  days). 
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ORGANIZATIONS.  STATE  = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbui-y,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  .Amei'can  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngoloev 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  M.D.,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
ICOl  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Oi'son  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  Pi'esident 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  IMedical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CEN’TER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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WE  SALUTE  DOCTOR  COVEY 

A Festschrift  is  a collection  of  learned 
papers  or  books  or  theses,  issued  by  col- 
leagues or  admirers  to  honor  a scholar  or 
scientist.  The  scientific  articles  in  this  issue 
of  the  Journal  were  submitted  and  are  be- 
ing published  as  a tribute  to  Doctor  George 
Covey.  It  is  what  Nebraska  physicians  have 
done  as  a measure  of  their  appreciation  of 
what  Doctor  Covey  has  done.  We  have  de- 
liberately requested,  and  have  graciously 
received  scientific  articles.  That  would 
surely  have  pleased  him. 

Si  monumentum  requiris,  circumspice. 

— F.C. 


WHAT  DO  YOU  MEAN,  YOU’RE 
MEDICALLY  INDIGENT? 

Well,  when  I get  through  paying  for  my 
groceries,  and  rent,  and  the  car,  and 
clothes,  and  vacations,  there’s  not  enough 
left  for  the  doctor,  so  that  makes  me  med- 
ically indigent,  doesn’t  it?  The  government 
says  now,  I don’t  even  have  to  go  through 
all  that  figuring.  If  my  income  is  below 
whatever  they  think  is  average.  I’m  medical- 
ly indigent.  We  just  thought  of  a stunning 
retort  to  this  kind  of  what  is  laughingly 
called  thinking.  If  you  paid  your  doctor 
first,  you  might  be  clothingly  indigent,  or 
vacationly  indigent,  or  grocerally  indigent. 
But  you  can’t  be  automobilely  indigent;  you 
have  to  pay  for  your  automobile.  The  phil- 
osophy of  assuming  that  you  pay  your  doc- 
tor last,  and  that  below  a certain  income 
level  you  can’t  pay  him  at  all  is  one  we  can 
neither  understand  nor  embrace.  But  if 
there  were  ever  any  incentive  for  getting 
on,  for  saving,  for  preserving  one’s  dignity, 
in  short,  for  working,  it  has  been  stifled  by 
the  command  that  such  thoughts  are  to  be 
put  away;  that  you  do  not  need  to  work 
or  save,  that  the  government  will  take  care 
of  you  if  you  are  indigent;  and  that  if  you 
are  indigent,  stay  indigent.  Especially  med- 
ically indigent. 

—F.C. 


IT’S  SPRING 

It’s  spring  as  we  write  this,  but  what  with 
deadlines  and  backlogs,  it  may  well  be  sum- 
mer or  worse  when  others  read  it.  We 
were  thinking  how  American  is  the  sound 
of  baseball  and  how  inspiring  the  sight  of 
buds,  and  so  we  took  typewriter  in  lap  (it 
used  to  be  pen  in  hand)  to  say  something 
more  important,  how  useful  is  the  gadfly. 
We  were  reminded  of  Lincoln’s  story  about 
the  gadfly:  that  was  all  that  was  making 
the  horse  go.  Stories  about  Lincoln  sell, 
and  those  about  doctors,  and  books  on  dogs. 
So  someone  suggested  the  plot  most  like- 
ly to  succeed : the  story  of  Lincoln’s  doctor’s 
dog. 

What  with  spring  and  our  dog,  our 
thoughts  came  back  to  what  Shaw  called 
the  doctor’s  dilemma.  We  could  not  but  think 
that  we  have  been  singled  out,  and  that  those 
who  write  the  laws  are  usually  lawyers.  So 
we  have  this  wonderful  idea:  why  not 
lawyercare.  Because  lawyers  write  the 
laws,  that’s  why.  There  could  be  a food- 
care,  a clothingcare,  and  a sheltercare; 
there  could,  but  we  don’t  think  so;  the 
food,  shelter,  and  clothing  people  wouldn’t 
allow  it.  But  a lawyercare?  The  lawyers 
write  the  laws,  don’t  they? 

Well,  Tennyson  was  right.  In  the  spring 
a young  man’s  fancy  lightly  turns  to  what, 
a post  - Tennyson  critic  added,  the  girls 
have  been  thinking  about  all  winter.  What- 
ever happened  to  sulphur  and  molasses? 
It’s  spring. 

—F.C. 


THE  DOCTORS’  LOUNGE 

When  I retire,  I shall  do  so  not  only 
from  the  practice  of  medicine,  and  even 
with  Medicare  I can  think  of  no  better  way 
to  spend  my  life,  but  also  from  the  wonder- 
ful fraternity  of  doctors.  I mean  those  who 
have  earned  the  right  to  put  M.D.  after  their 
names.  Members  of  this  select  group  have 
the  strange  customs  of  getting  up  and  go- 
ing to  work  in  the  middle  of  the  night  after 
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having  worked  all  day,  of  working  without 
charge  when  they  please,  of  exposing  them- 
selves to  communicable  disease  that  no  one 
else  may  get  near  (there  is  a wonderful 
story  about  the  boy  who  was  told  that  doc- 
tors are  immune  to  such  things,  but  he 
knew  better),  of  writing  articles  without 
getting  paid  for  it  (although  it  has  been 
said  that  anyone  who  writes  and  not  for 
money  is  a fool),  and  of  doing  research 
and  holding  meetings  with  the  single  pur- 
pose of  helping  mankind  by  eliminating  or 
treating  disease,  and  thereby  diminishing 
their  livelihood.  But  I shall  always  remem- 
ber the  things  that  were  so  nice,  and  others 
that  seem  more  pleasant  as  time  goes  by. 
Forsan  et  haec  olim  meminisse  iuvabit.  The 
night  calls  seem  almost  pleasurable  long 
after  we  have  made  them.  The  doing  some- 
thing for  nothing  which  pervades  our  en- 
tire professional  lives,  becomes  a privilege. 
The  holding  of  a human  being’s  life  in  one’s 
hands  is  something  not  easily  forgotten. 
And  the  dignity  and  the  respect  that  goes 
with  being  a doctor  is  something  wonderful 
to  live  with.  A doctor,  it  has  been  said,  is 
a man  for  whom  ladies  open  doors.  Well, 
when  I retire,  I may  still  come  to  the  meet- 
ings. They  are  held  irregularly,  but  just 
about  every  day  in  the  week,  in  the  doctors’ 
lounge.  There  are  no  dues.  There  is  al- 
ways coffee,  camaraderie,  and  consultation. 
And  an  absolutely  perfect  snobbishness.  No 
women,  and  no  nondoctors.  Just  the  mem- 
bers of  the  club.  I may  also  buiy  the  tele- 
phone. 

— F.C. 


GET  THE  BULLET  OUT 

We  watched  an  adult  western  on  TV 
t’other  day  and  there  was  this  fellow  that 
got  shot,  and  kindly  old  Doc  said  the  bullet 
had  to  come  out,  and  the  sooner  the  better. 
They  finally  got  it,  and  you  never  saw 
such  a change,  for  the  better,  we  mean. 
Did  they  really  say  that,  we  wonder?  They 
used  bullets  to  bite  on,  too,  but  that’s  the 
anesthesia  story. 

—F.C. 


HOW  TO  MAKE  A MEETING  DULL 

1.  With  slides.  Slides  can,  as  tables  and 
figures  in  a journal,  consist  of  figures  or 
pictures.  It  is  better,  we  think,  to  eliminate 
both.  The  figures  can  be  condensed,  in  a 
lecture,  to  their  simple  conclusion,  and  that 
given  verbally,  and  the  pictures  to  a mere 
description,  or  to  a statement  of  what  micro- 
scopic examination  showed.  Tables  of  fig- 
ures may  be  all  right  on  a printed  page, 
where  one  can  pore  over  them  and  repeat 
the  author’s  analysis,  but  we  think  they 
have  no  place  in  a lecture.  If  you  really 
want  to  make  a meeting  dull,  the  very  best 
way  is  to  put  a slide,  or  better  yet,  a long 
series  of  slides  on  a screen  where  every- 
body can  read  the  words  and  the  figures, 
and  then  proceed  to  read  every  word  and 
number.  This  can  also  be  accomplished  by 
distributing  printed  pages  to  everybody  in 
the  audience,  and  then  reading  your  own 
copy  out  loud.  The  one  sure  result  of  show- 
ing slides  is  that  after  you  turn  the  lights 
on  again,  the  number  of  listeners  will  have 
diminished  by  something  like  25%.  Turn- 
ing the  lights  off  does  two  things;  it  gives 
those  who  are  just  a little  bored  a chance 
to  escape,  and  it  converts  the  nearlj^-bored 
to  the  fully-bored  and  to  head-nodders. 

2.  With  notes.  Everything  we  want  to 
say  here  can  be  summed  up  in  the  remarks 
of  the  lady  listening  to  the  preacher,  who 
read  from  his  notes  and  turned  pages  end- 
lessly and  obviously.  “If  he  can’t  remember 
it,  how  does  he  expect  us  to?” 

—F.C. 


Enigmatic  Fever  and  Pelvic  Thrombophle- 
bitis — L.  J.  Dunn,  and  L.  W.  Van  Voorhis 
(University  Hospital,  Iowa  City,  Iowa). 
New  Eng  J Med  276:265-267  (Feb  2)  1967. 

Five  recent  cases  of  septic  pelvic  thrombo- 
phlebitis in  obstetrical  patients  are  report- 
ed. The  diagnosis  was  delayed  in  each  case 
because  of  the  lack  of  suggestive  physical 
findings.  Consideration  of  this  diagnosis 
was  evoked  when  an  enigmatic  fever  failed 
to  respond  to  antibiotic  therapy.  Prompt 
response  to  anticoagulation  was  a striking 
finding  in  these  cases. 
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ORIGINAL  ARTICLES 


The  Diagnosis  of  Multiple  Myeloma 


Synonyms 

Plasmacytoma,  Kahler’s  disease,  plasma 
cell  myeloma. 

Definition 

The  basic  mechanism  of  the  disease  is  the 
uncontrolled  growth  of  abnormal  plasma 
cells,  primarily  in  the  bone  marrow  but  also 
in  other  tissues.  These  cells  synthesize  a 
protein  or  proteins  which  are  related  to  7s 
y globulins  but  not  identical  with  them. 
These  proteins  may  be  responsible  for  com- 
plications and  sequelae  such  as  anemia, 
amyloidosis  of  the  primary  type,  immuno- 
logic defects,  and  uremia.  The  growth  of 
myeloma  cells  in  the  bone  marrow  is  asso- 
ciated with  bone  resorption  and  leads  to 
pathologic  fractures  of  vertebral  bodies  and 
long  bones.  The  incidence  in  males  is  twice 
that  of  females. 

Signs  and  Symptoms 

In  most  patients  the  disease  becomes  symp- 
tomatic between  the  ages  of  50  and  70 
years.  Occasionally,  the  disease  is  seen  at 
an  earlier  age,  and  rarely  in  the  first  part 
of  the  third  decade.  The  disease  may  be 
asymptomatic  for  years  before  the  onset  of 
complaints.  The  symptomatic  patient  may 
complain  of  backache,  bone  pain,  weight  loss, 
fatigue,  and  anorexia.  At  times,  a patho- 
logic fracture  or  paraplegia  may  be  the  pre- 
senting complaint.  Raynaud’s  phenomenon 
and  painful  petechiae  may  be  a manifesta- 
tion of  cryoglobulins.  Associated  amyloido- 
sis may  be  the  cause  for  ecchymoses,  the  ten- 
dency to  bruise  and  bleed  readily,  melena, 
malabsorption  syndrome,  polyneuropathy 
and  periarticular  thickening,  cardiomegaly 
and  congestive  heart  failure.  Uremia  with- 
out arterial  hypertension  may  be  caused  by 
“myeloma  kidneys.” 

Course 

The  course  is  invariably  fatal.  The  aver- 
age survival  time  from  the  first  symptoms 
is  between  12  and  24  months.  Occasionally, 
individuals  may  survive  for  five  years  or 
longer.  Recurrent  episodes  of  bacterial 
pneumonia  and  other  bacterial  infections 


HORACE  H.  ZINNEMAN,  M.D. 
Associate  Professor,  Department  of  Medicine, 
University  of  Minnesota: 

Chief,  Infectious  Disease  Service, 
Minneapolis  Veterans  Hospital 


may  be  an  early  hallmark  of  the  disease. 
Pathologic  fractures  are  common,  and  if  they 
involve  vertebral  bodies,  they  may  lead  to 
paraplegia.  The  presence  of  Bence-Jones 
proteins  in  the  urine  leads  to  increasingly 
severe  renal  failure  and  death  in  uremia. 
Amyloidosis  occurs  in  about  five  to  ten  per 
cent  of  all  myeloma  patients,  and  may  be 
responsible  for  nephrotic  syndrome,  intest- 
inal hemorrhage,  malabsorption  syndrome, 
and  congestive  heart  failure. 

Physical  Examination 

The  patient  appears  chronically  ill  and 
usually  also  has  lost  considerable  weight. 
There  may  be  intermittent  fever.  The  skin 
frequently  shows  ecchymotic  areas. 

Head  and  Neck:  There  may  be  palpable 

tumors  of  the  skull.  Occasionally,  subcu- 
taneous tumors  of  rubbery  consistency  are 
felt  at  various  locations.  The  tongue  may  be 
enlarged  and  of  rubbery  consistency. 

Heart:  Hemic  murmurs  are  common,  and 
cardiomegaly  is  not  rare. 

Abdomen:  Hepatomegaly  is  present  in 

30  per  cent  of  all  myeloma  patients.  Spleno- 
megaly is  less  frequent. 

Extremities:  At  times,  one  may  see 

periarticular  thickening,  which  may  be  mis- 
taken for  rheumatoid  arthritis. 

Neurological:  The  deep  tendon  reflexes 
may  be  diminished  or  absent.  The  skeletal 
muscles  may  show  atrophy,  and  paresthesia 
is  not  uncommon. 

Common  Complications 

Recurrent  pneumococcal  pneumonia  is  a 
frequent  complication.  Chronic  pyelone- 
phritis is  frequently  seen.  Pathologic  frac- 
tures may  occur  early  or  at  any  stage  of 
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the  disease.  They  may  be  responsible  for 
paraplegia.  Amyloidosis  is  present  in  about 
ten  per  cent  of  all  myeloma  patients,  but 
symptomatic  in  not  more  than  two  per  cent. 
It  is  responsible  for  the  appearance  of  a 
nephrotic  syndrome,  bleeding  tendency,  mal- 
absorption syndrome,  cardiomegaly,  amyloid 
tumors  which  may  be  localized  periarticu- 
larly  or  in  most  any  part  of  the  subcutaneous 
tissues,  and  finally  an  ill-defined  polyneu- 
ropathy. The  development  of  a “myeloma 
kidney”  leads  to  renal  failure  and  uremic 
death. 

The  incidence  of  Fanconi’s  syndrome  has 
been  reported  in  association  with  multiple 
myeloma. 

Laboratory 

The  findings  are  multiple  but  are  all  re- 
lated to  the  presence  of  abnormal  proteins. 

Urinalysis : Bence-Jones  proteins  are  en- 

countered in  40  to  50  per  cent  of  all  myeloma 
patients,  if  the  test  is  performed  at  pH  5.0. 
Frequently,  the  boiling  of  acidified  urine 
fails  to  demonstrate  the  presence  of  Bence- 
Jones  proteins.  For  this  reason,  electro- 
phoresis of  the  urine  is  a more  desirable 
and  efficient  test.  Massive  proteinuria,  not 
of  the  Bence-Jones  type,  may  also  be  pres- 
ent (amyloid  kidney).  Electrophoresis  of 
the  concentrated  urine  reveals  Bence-Jones 
proteins  as  a sharp  homogenous  band,  rare- 
ly two  bands,  with  a mobility  anywhere 
from  the  region  from  y to  x globulins. 

Involvement  of  the  renal  glomeruli  with 
amyloidosis  will  permit  the  escape  of  all 
serum  proteins  from  the  glomerular  filters 
and  urine  electrophoresis  reveals  the  pres- 
ence of  all  major  serum  proteins  in  the  urine. 

Peripheral  Blood:  Venipuncture:  Cryo- 

globulins should  be  suspected  when  the  aspir- 
ation of  blood  from  a vein  encounters  diffi- 
culty, seemingly  due  to  clot  formation  in  the 
needle.  Anemia  may  not  be  severe  in  early 
cases,  but  as  the  disease  progresses,  it  be- 
comes a constant  finding.  The  anemia  is 
normochromic,  normocytic,  although  occa- 
sionally it  may  have  the  characteristics  of  an 
aplastic  anemia.  The  erythrocytes  tend  to 
sludge  in  the  test  tube,  and  on  a blood  smear 
they  form  rouleaux.  The  white  cell  count 


and  platelets  are  normal  most  of  the  time, 
but  in  about  one  third  of  the  cases  one  en- 
counters leukopenia  with  relative  lympho- 
cytosis. Occasionally  a myeloma  cell  may  be 
seen  in  the  peripheral  blood  smear.  Eosino- 
philia  is  rare.  The  eiythrocyte  sedimenta- 
tion rate  is  elevated  from  80  to  160  mm  in 
one  hour.  (In  the  presence  of  cryoglobu- 
lins the  sedimentation  rate  may  seem  to  be 
low,  even  under  10  mm  in  one  hour,  but 
when  the  test  is  performed  at  37°  C,  the 
sedimentation  will  become  rapid).  At  times 
the  heating  of  a myeloma  serum  to  56°  C 
for  30  minutes,  as  performed  for  decomple- 
mentation, will  result  in  an  irreversible  co- 
agulum.  In  such  a case,  the  myeloma  pro- 
tein has  the  characteristics  of  a pyroglobulin. 

Electrophoresis:  Only  80  to  85  per  cent 

of  all  myeloma  sera  contain  pathologic  pro- 
teins (M-proteins)  in  diagnostic  concentra- 
tion. These  proteins  present  themselves  as 
narrow-based  sharp  peaks  which  may  mi- 
grate with  the  mobility  of  gamma,  beta,  or 
alpha  globulins.  One  third  of  these  pa- 
tients have  Bence-Jones  proteins  in  the  urine, 
in  addition  to  the  abnormal  “M”  protein  of 
the  serum.  The  remaining  15  to  20  per  cent 
do  not  have  a characteristic  serum  pattern, 
and  electrophoresis  of  the  serum  alone  will 
fail  to  provide  the  correct  diagnosis.  How- 
ever, since  all  or  nearly  all  of  these  patients 
excrete  Bence-Jones  proteins  in  the  urine, 
electrophoresis  or  serum  and  urine  is  the 
single  most  effective  diagnostic  procedure 
in  the  diagnosis  of  multiple  myeloma.  A 
discrete  narrow  protein  band  in  the  electro- 
phoretic pattern  of  either  the  serum  or  the 
concentrated  urine  or  both  poses  the  differ- 
ential diagnosis  of  multiple  myeloma,  Wal- 
denstrom’s macroglobulinemia,  Franklin’s 
heavy  chain  disease,  essential  cryoglobu- 
linemia and  benign  monoclonal  gammopathy. 
Wherever  there  is  an  “M”  protein  band  in 
the  serum  and  a Bence-Jones  protein  band 
in  the  urine,  they  will  be  of  different  mobil- 
ity in  multiple  myeloma,  whereas  they  are 
of  identical  mobility  in  Franklin’s  heavy 
chain  disease. 

Ultracentrifugation:  Will  identify  my- 

eloma “M”  proteins  usually  as  7s  and  not 
more  than  13s.  Some  of  the  beta  myelomas 
present  with  several  peaks  within  this  range. 
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Macroglobulins  have  a sedimentation  co- 
efficient of  19s  or  more.  Heavy  chains  sedi- 
ment at  3.7  to  3.8s,  and  Bence-Jones  pro- 
teins at  3s.  Where  an  analytical  ultra- 
centrifuge is  not  available,  immuno-electro- 
phoresis  will  furnish  a presumptive  diag- 
nosis. With  antihuman  serum,  the  macro- 
globulins will  give  an  intensive  precipitate 
in  and  around  the  well  of  application,  where- 
as myeloma  protein  will  give  a diminished 
precipitation  at  the  location  of  IgG  or  IgA 
or  none  at  all. 

Gel  filtration  on  Sephadex-G200  may  also 
give  presumptive  diagnosis  of  macroglobu- 
linemia,  by  separating  the  macroglobulin 
clearly  from  the  rest  of  the  serum  proteins. 

Biochemical  Findings:  The  serum  of  my- 
eloma patients  may  be  anticomplementary. 
The  blood  urea  nitrogen  is  often  increased, 
sometimes  to  high  degrees  of  uremia,  par- 
ticularly so  in  patients  with  Bence-Jones 
proteinuria.  While  serum  calcium  may  be 
increased  above  normal  levels,  the  serum 
phosphorus  concentration  is  normal.  In  80 
to  85  per  cent  of  all  patients  suffering  of 
multiple  myeloma,  the  total  serum  proteins 
exceed  8.0  gm  per  100  ml,  with  a reversed 
albumin/globulin  ratio.  In  these  cases  the 
thymol  turbidity,  cephalin  cholesterol  floc- 
culation as  well  as  the  zinc  sulfate  turbidity 
are  abnormally  increased  also.  These  find- 
ings concerning  the  total  proteins  are  ab- 
sent in  those  15  to  20  per  cent  of  myeloma 
patients,  who  have  a nonnal  serum  protein 
pattern,  but  have  Bence-Jones  proteins  in 
the  urine.  About  one  third  of  the  patients 


with  characteristic  serum  protein  patterns 
and  reversed  albumin/globulin  ratio  also 
excrete  Bence-Jones  proteins  in  the  urine. 

X-ray  Findings:  Punched-out  bone  de- 

fects are  the  hallmark  of  multiple  myeloma. 
At  times,  however,  these  lesions  are  not  in 
evidence,  instead  there  is  generalized  de- 
mineralization of  the  bones.  Compression 
fractures  of  vertebral  bodies  or  pathological 
fractures  elsewhere  are  not  uncommon. 

Bone  Marrow:  Bone  marrow  aspirates 

show  a characteristic  picture,  although  occa- 
sionally repeated  aspirations  are  necessary 
to  provide  diagnostic  cells.  These  are  ab- 
normal plasma  cells,  usually  larger  than  nor- 
mal plasma  cells.  The  nucleus  has  a fine 
chromatin  structure,  and  there  are  several 
nucleoli.  Vacuoles  and  Russel  bodies  may 
also  be  seen. 

A bone  marrow  biopsy  presents  these 
cells  clustered  in  typical  aggregates  and 
spreading  into  the  surrounding  fatty  tissue. 

The  bone  marrow  aspirate  of  a patient 
with  macroglobulinemia  shows  a uniform  in- 
filtration with  lymphocytoid  cells.  The  bone 
marrow  of  patients  with  Franklin’s  heavy 
chain  disease  shows  clusters  of  reticulum 
cells  in  addition  to  increased  atypical  plasma 
cells  and  lymphocytes. 

It  has  been  the  author’s  experience  that 
observation  of  these  general  guidelines  great- 
ly expedites  the  correct  diagnosis  of  myeloma 
as  well  as  other  diseases  of  protein  metabo- 
lism. 


Nalidixic  Acid:  Microbiological  and  Clinical 
Studies  on  Urinary  Infections  in  Children 
— R.  L.  Newman,  R.  J.  Holt,  and  C.  H. 
Frankcombe  (Queen  Mary’s  Hosp  for 
Children,  Carshalton,  Surrey,  England). 
Arch  Dis  Child  41 :389-394  (Aug)  1966. 

Thirty-one  children,  aged  from  6 months 
to  14  years,  with  urinary  infections  were 
treated  with  nalidixic  acid.  Many  children 


had  congenital  abnormalities  of  the  urinary 
tract  with  long  histories  of  urinary  infec- 
tion. An  overall  success  rate  of  67%  was 
achieved;  85%  of  coliform  infections  and  six 
out  of  ten  protal  infections  were  eradicated. 
In  some  cases  resistant  strains  emerged  dur- 
ing treatment.  Microbiological  aspects  of 
the  trial  are  reported  in  detail,  and  sugges- 
tions are  made  concerning  selection  of  treat- 
ment. No  toxic  effects  were  seen. 
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A Statistical  Review  of  Local  Experiences 
In  Antibody  Detection 


Introduction 

The  discovery  of  the  Rh  factor 
and  its  relationship  to  hemolytic 
disease  of  the  newborn^'  ^ and 
certain  previously  unexplained  transfusion 
reactions  marked  the  beginning  of  most  phy- 
sician interest  in  the  detection  of  and  the 
understanding  of  the  significance  of  anti- 
bodies in  human  blood.  In  the  years  since 
that  discovery,  screening  of  pregnant  women 
who  are  Rh  negative  for  Rh  antibodies  and 
an  understanding  of  the  relationships  of  the 
Rh  system  to  erythroblastosis  and  to  possible 
transfusion  hazards  have  become  a part  of 
the  daily  practice  of  many  clinicians.  With 
the  numerical  growth  of  blood  banks  and  the 
great  increase  in  the  amounts  of  blood  and 
blood  products  employed  in  the  treatment  of 
diseases  in  all  age  groups  and  in  both  sexes 
has  come  the  knowledge  that  antibody  detec- 
tion plays  an  important  role  in  clinical  medi- 
cine. This  is  true  not  only  in  the  pregnant 
woman  who  is  Rh  negative  but  in  any  woman 
who  is  pregnant,  regardless  of  her  blood  type, 
and  in  some  degree  to  any  person  regardless 
of  age  or  sex  who  is  to  serve  as  a donor  or 
a patient  recipient  of  blood. 

In  most  blood  bank  laboratories,  requests 
for  screening  the  blood  of  pregnant  women 
for  antibodies  during  pregnancy,  whether 
this  woman  be  Rh  negative  or  Rh  positive, 
has  become  commonplace.  Similarly,  most 
blood  bank  laboratories  now  routinely  screen 
the  blood  of  both  the  prospective  donor  and 
the  patient  recipient  for  antibodies  which 
might  interfere  with  contemplated  transfu- 
sion. These  routine  studies  have  served  to 
bring  to  light  the  fact  that  antibodies,  called 
atypical  or  irregular  antibodies,  are  rather 
frequently  found,  and  include  not  only  anti- 
bodies against  the  common  antigens  of  the 
Rh-Hr  system  but  against  many  of  the  less 
common  blood  groups.  While  much  of  this 
holds  interest  only  for  the  physician  concern- 
ed with  blood  transfusion  and  laboratory 
aspects  of  medical  practice,  the  practical 
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applications  in  clinical  medicine  are  not  re- 
mote. 

Purpose  and  Methods 

It  was  our  purpose  to  review  the  irregular 
or  atypical  antibodies  detected  in  the  labora- 
tories of  the  Bryan  Memorial  Hospital, 
Lincoln  General  Hospital,  and  Physicians 
Pathology  Laboratory,  all  in  Lincoln,  Nebras- 
ka. We  wished  to  obtain  local  statistical 
information  that  might  be  used  in  our  teach- 
ing of  student  medical  technologists,  interns 
and  residents,  for  medical  staff  information 
and  to  compare  with  published  data  from 
larger  centers. 

We  first  tabulated  the  irregular  antibodies 
that  had  been  detected  in  an  18  month  period 
at  the  two  hospital  laboratories,  and  for  a six 
month  period  in  the  office  pathology  labora- 
tory listed  above.  We  then  estimated  the 
total  number  of  bloods  screened  for  anti- 
bodies by  totaling  the  number  of  patients 
transfused,  the  number  of  donor  bloods 
screened,  and  the  number  of  bloods  submitted 
primarily  for  antibody  screening  on  outpa- 
tients, during  the  time  periods  listed  above. 
From  this  basic  information,  the  statistical 
studies  reported  below  were  obtained. 

Tabulated  Results 

In  that  period  of  time,  56  atypical  or  irreg- 
ular antibodies  were  detected.  This  repre- 
sented the  gleanings  from  a total  of  about 
9,250  human  blood  serums  representing  pros- 
pective donors,  patient  recipients,  and  preg- 
nant women.  The  identification  of  the 
source  of  the  serums  tested  is  given  in  Table 
No.  1. 

The  antibodies  detected  are  listed  in  Table 
No.  2.  One  can  see  that  while  the  so-called 
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Rh  antibodies  still  constitute  the  greatest 
number  detected,  a considerable  number  of 
antibodies  against  some  of  the  minor  or  less 
common  blood  group  antigens  were  also 
found.  Of  some  interest  is  the  fact  that 
while  29  of  the  total  of  56  antibodies  were 
found  in  pregnant  women,  21  were  detected 
in  patients  in  the  hospital  who  were  either 
males  or  nonpregnant  females,  and  that  an 
additional  six  antibodies  were  detected  in 
prospective  donors,  both  male  and  female. 
Of  considerable  significance  is  the  fact  that 
of  the  total  of  56  antibodies  detected,  51  were 
found  in  females.  A previous  study  of  blood 
bank  records  in  the  Lincoln  hospitals  had 
shown  that  of  all  patients  transfused,  60% 
are  females  and  of  all  donors  screened,  and 
used,  77%  are  males. 

Table  1 

IRREGULAR  ANTIBODIES 
Source  of  Serums  Tested: 


Pregnant  women 650 

Hospital  patients 4098 

Prospective  donors 4502 


Total 9250 

Table  2 

IRREGULAR  ANTIBODIES 
Antibodies  found  Patients  and  Donors 


anti  D (RhO)  32 

anti  E (rh”)  7 

anti  c (hr’) 4 

anti  Lewis  (Le**)  4 

anti  Kell  (K)  3 

anti  Duffy  (Fya) 2 

anti  C (rh’) 2 

anti  Kell  & Lutheran  (K  + Lu»)  ? 2 

Total 56 


Table  3 

IRREGULAR  ANTIBODIES 

Prospec- 
tive Non-Pregnant  Pregnant 

Donors  Patients  Patients 


Female 4 18  29 

Male 1 3 _ 

Sex  not 

Recorded 1 _ _ 

Total 6 21  29 


Table  4 

IRREGULAR  ANTIBODIES 


Antibodies  in  patients  or  donors 

who  are  Rh  negative  (D  neg.) 39 

Antibodies  in  patients  or  donors 

who  are  Rh  positive  (D  pos.) 17 

Total 56 


Table  No.  3 lists  the  individual  antibodies 
according  to  the  source  of  the  blood  serums 
screened.  Finally,  it  was  demonstrated  that 
17  of  the  total  of  56  antibodies  were  detected 
in  persons  who  were  Rh  positive  (D  positive). 
This  tabulation  is  recorded  in  Table  No.  4. 

Discussion 

The  above  recorded  results  indicated  that 
there  was  an  overall  incidence  of  approxi- 
mately 0.6%  irregular  or  atypical  antibodies 
in  the  9,250  serums  that  were  screened.  This 
total  group  includes  a high  proportion  of 
donors  and  thus  to  some  extent  might  be 
considered  representative  of  the  general  pop- 
ulation. The  incidence  in  nonpregnant  pa- 
tients was  about  the  same.  In  patients  and 
donors  we  did  not  always  have  information 
as  to  history  of  previous  transfusions.  The 
highest  incidence  was  found  in  the  pregnant 
women  referred  by  their  physicians  and 
where  undoubtedly  the  referral  was  selective 
and  related  to  history  of  previous  Rh  incom- 
patibility, or  because  the  woman  was  known 
to  be  Rh  negative.  In  this  group  the  inci- 
dence was  4.5  % . In  a recent  report  by  Hanson 
and  Rutkowski,^  where  a screening  of  1,000 
prenatal  patients  had  been  performed,  6.1% 
of  the  women  screened  were  shown  to  possess 
irregular  antibodies. 

In  our  study,  21  irregular  antibodies  were 
detected  in  patients  who  were  being  consid- 
ered as  recipients  for  blood  transfusion,  and 
although  these  antibodies  definitely  inter- 
fered with  the  crossmatch  and  in  some  in- 
stances delayed  the  securing  of  blood  for 
transfusion,  in  no  instance  was  transfusion 
impossible.  As  soon  as  the  antibody  was 
identified,  a compatible  donor  could  be  se- 
lected which  would  furnish  blood  of  a type 
to  avoid  incompatibility  with  the  antibody 
in  the  patient’s  serum.  In  only  an  occasional 
instance  was  referral  to  a reference  labora- 
tory necessary  for  complete  identification, 
and  usually  this  was  in  a case  where  more 
than  one  antibody  was  found  in  the  serum  of 
the  prospective  patient  recipient.  This  would 
indicate  that  even  though  the  incidence  of 
irregular  antibodies  in  bloods  of  random 
patients  is  quite  high,  this  does  not  neces- 
sarily preclude  their  satisfactorily  receiving 
blood  provided  the  laboratory  is  equipped  to 
identify  the  antibody  and  to  select  blood  that 
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would  be  compatible  in  spite  of  the  presence 
of  an  antibody. 

As  recorded  in  Table  No.  2,  the  greatest 
number  of  antibodies  were  found  to  be  anti- 
bodies of  the  anti  D (Rh«),  followed  by  de- 
creasing frequency  of  antibodies  against  E 
(rh”),  c (hr’),  Lewis  (Le^),  C (rh’),  Kell 
(K),  Duffy  (Fy«),  and  C (rh’)  etc.  as  indi- 
cated. In  the  study  made  by  Hanson  and  Rut- 
kowski®  they  also  found  the  greatest  number 
of  antibodies  to  be  of  the  anti  D variety  fol- 
lowed in  their  series  by  anti  Le®.  C,  and  anti 
K. 

Finally,  it  is  of  importance  to  the  clinician 
to  recognize  that  a considerable  number  of 
irregular  antibodies  wdll  be  found  in  patients 
who  are  generally  considered  to  be  Rh  posi- 
tive (D  positive).  In  the  series  from  Hanson 
and  Rutkowski^  about  23%  or  nearly  one 
fourth  of  the  antibodies  were  found  in  pa- 
tients who  were  Rh  positive.  In  our  series, 
which  included  not  only  prenatal  serums  but 
those  from  donors  and  nonpregnant  hospita- 
lized patients,  nearly  30%  of  the  antibodies 
were  in  patients  who  would  ordinarily  be 
considered  to  be  Rh  positive  (D  positive). 
This  would  confirm  the  need  for  antibody 
screenings  in  patients  of  all  blood  groups  and 
not  limiting  such  screenings  to  Rh  negative 
women.  From  the  standpoint  of  those  con- 
cerned with  laboratory  studies,  it  means  that 
the  antibody  screening  should  not  be  limited 
to  those  antigens  found  in  the  Rh-Hr  system 


but  must  include  a panel  of  cells  in  which  all 
or  at  least  as  many  as  possible  of  the  so- 
called  minor  blood  group  antigens  are  in- 
cluded in  order  to  pick  up  the  less  common 
antibodies  as  well. 

Summary 

A statistical  tabulation  of  antibodies  found 
in  the  screening  of  donors,  nonpregnant 
hospitalized  patients,  and  pregnant  women 
has  been  presented.  The  study  shows  that 
although  antibodies  are  rather  frequently 
encountered,  usually  these  can  be  identified 
in  the  clinical  laboratory,  and  usually  the 
patient  wKo  needs  blood  can  be  satisfactorily 
transfused  in  spite  of  the  presence  of  anti- 
bodies. 

About  30%  of  the  antibodies  detected  in 
this  group  were  in  patients  who  would  ordi- 
narily be  considered  to  be  Rh  positive  (D  posi- 
tive), thus  confirming  the  need  for  screening 
of  prenatal  patients,  prospective  donor,  and 
prospective  patient  recipients  regardless  of 
their  blood  group. 
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Beck  Operation  in  Tieatment  of  Angina  Pec- 
toris — G.  Sandler,  B.  V.  Slesser,  and  C. 
W.  Lawson  (Groby  Rd  Hosp,  Leicester, 
England).  Thorax  22:34-37  (Jan)  1967. 

The  value  of  the  Beck  operation,  which 
consists  of  partial  ligation  of  the  coronary 
sinus  and  production  of  a chemically  induced 
pericarditis,  has  been  investigated  in  25  men 
suffering  from  angina  pectoris.  Assess- 
ment was  made  subjectively  by  changes  in 
trinitin  consumption  and  objectively  by  ex- 
ercise tolerance  tests  with  electrocardio- 
graphic control.  The  follow-up  period  ranged 
from  4 to  28  months.  There  was  no  imme- 


diate postoperative  mortality,  but  four  men 
died  at  intervals  from  4 to  18  months  after 
operation,  three  of  them  with  myocardial 
infarction.  Although  there  was  a signifi- 
cant reduction  in  frequency  of  anginal  at- 
tacks postoperatively,  there  was  no  concur- 
rent improvement  in  myocardial  ischemia 
on  the  electrocardiogram  after  exercise.  The 
results  suggest  that  the  Beck  operation  has 
a favorable  effect  on  the  mortality  from 
angina  pectoris  probably  by  producing  a 
more  even  distribution  of  coronary  blood 
supply  through  the  myocardium.  There  is 
no  evidence,  however,  of  improvement  in 
myocardial  ischemia  following  exercise. 
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Unusual  Thyroid  Disorders:  Localized 
Myxedema;  Iodide  Goiter;  Secondary 
Myxedema;  Neoplastic  Metastatis 
to  the  Thyroid* 


The  inter-relationship  of  the  thy- 
roid gland  with  other  endocrine 
glands  and  organ  systems  is 
well  known.  Most  of  the  mutual  effects  can 
be  anticipated  with  establishment  of  a diag- 
nosis, and  appropriate  treatment  can  be  in- 
situted.  The  cardiovascular  effects  of  thy- 
roid disease  are  manifest  by  the  tachycardia 
and  atrial  fibrillation  seen  in  hyperthyroid- 
ism. The  bradycardia,  varying  degrees  of 
cardiac  decompensation  and  circulatory  in- 
sufficiency that  accompany  myxedema  are 
fairly  typical  manifestations.  The  symp- 
toms of  diabetes  mellitus,  primarily  a dis- 
order of  the  pancreas,  are  intensified  by 
hyperthyroidism.  The  fine,  warm  skin  of 
the  patient  with  hyperthyroidism  is  as 
characteristic  a clinical  finding  as  the 
coarse,  dry,  scaling  skin  of  the  patient  with 
thyroid  deficiency.  The  nervous  excita- 
bility of  the  hyperthyroid  contrasts  with  the 
sluggishness  of  the  hypothyroid. 

The  pituitary-thyroid  axis  once  thought  to 
be  a relationship  largely  between  the  thyroid 
stimulating  hormone  (TSH)  and  thyroxin 
continues  to  be  a source  of  rapidly  accumu- 
lating reciprocities  which  will  be  touched 
upon  later  in  this  paper.  The  treatment  of 
female  infertility  and  menstrual  irregularity 
has  for  many  years  included  the  administra- 
tion of  thyroidal  substances.  Additional  re- 
lationships of  the  thyroid  gland  to  other  sys- 
tems are  demonstrated  by  the  exophthalmos 
of  Graves’  disease  as  well  as  the  myopathy 
which  sometimes  accompanies  hyperthy- 
roidism resulting  in  a marked  reduction  in 
muscle  mass,  loss  of  striations,  and  degen- 
eration of  skeletal  muscle.  The  myopathy 
tends  to  disappear  with  remission  of  thy- 
rotoxicosis. Easy  muscular  fatigue  occurs 
in  myxedema.  The  muscle  fibers  appear 
swollen  on  microscopic  examination  within 
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distinct  striations.  Individual  cases  vary  con- 
siderably in  their  manifestations  of  these 
different  relationships. 

Localized  Myxedema 

The  skin  in  exophthalmic  goiter  is  warm, 
moist,  and  fine,  with  delicate  hair  and  nails. 
These  typical  changes  are  the  result  of  in- 
creased peripheral  circulation,  and  are  char- 
acteristic enough  to  be  diagnostic.  Localized 
myxedema  is  a rare  cutaneous  complication 
of  Graves’  disease.  It  is  not  rarely  called 
pretibial  myxedema  because  of  its  frequent 
occurrence  in  the  skin  overlying  the  antero- 
lateral portion  of  the  tibia.  It  has  a viola- 
ceous, brown,  brawny,  indurated  appear- 
ance. Cytological  changes  include  edema  of 
the  cutis  with  large  deposits  of  mucin  stain- 
ing material  between  the  collagen  bundles. 
This  closely  resem.bles  the  microscopic  find- 
ings in  the  skin  of  generalized  myxedema 
as  well  as  those  of  the  orbital  tissues  and 
extraocular  muscles  in  Graves’  disease.  Lo- 
calized myxedema  occurs  only  in  exoph- 
thalmic goiter.  The  eye  findings  are  some- 
times designated  pituitarigenic  oculopathy. 
The  cause  is  uncertain,  probably  associated 
with  localized  thyroxin  deficiency  because 
of  the  poor  circulation  in  that  portion  of  the 
extremity.  It  is  known  to  improve  with 
management  of  the  thyrotoxicosis  and  to 
respond  temporarily  to  local  injection  of  tri- 
iodothyronine and  to  topical  application  of 
or  systemic  administration  of  corticosteroids. 
The  use  of  occlusive  dressings  (Saran  wrap) 

♦Presented  at  the  fiftieth  anniversary  of  the  Lincoln  Clinic, 
Lincoln,  Nebraska  on  September  23,  1966. 
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She  appeared  to  be  a well  nourished,  ' 
emotionally  stable  woman  of  42.  Height 
61  inches,  weight  136,  temperature  99, 
pulse  96  and  regular.  Blood  pressure  | 
was  128/64.  The  skin  was  warm,  but 
not  sweaty.  There  was  grade  II  bi-  | 
lateral  equal  exophthalmos.  The  eye  ! 
grounds  were  not  remarkable.  The  | 
extraocular  movements  were  normal. 

The  thyroid  was  enlarged  to  4.5  by  2.5 
cm  symmetrically.  The  isthmus  was  i 
thickened.  There  was  grade  II  edema  ; 
of  the  feet  and  ankles  and  there  was  ; 
nontender,  erythematous  induration  of 
the  lateral  aspect  of  both  calves.  The  s 
overlying  skin  in  those  areas  was 
shiny,  dry,  thickened,  and  reddened.  A | 


with  fluocinalone  ointment  has  been  found 
successful. 

Figure  1 demonstrates  the  typical  cyto- 
logical  changes  of  localized  myxedema  de- 
scribed above. 

The  following  is  the  case  history  of  the 
patient  concerned; 

A 42  year  old  ranchwife  was  seen  De- 
cember 8,  1965  with  a history  of  35 
pound  weight  loss  in  the  previous  year, 
polyuria,  polydipsia,  but  no  nervousness 
or  loss  of  muscular  strength.  At  the 
onset  of  symptoms,  she  felt  more  ir- 
ritability of  the  conjunctivae  and  sus- 
pected prominence  of  the  eyes  which 
caused  her  to  seek  medical  aid  first 
from  an  optometrist. 


Figure  1.  Photomicrograph  of  localized  myxedema.  Note  edema  of  the 
cutis  and  large  deposits  of  material  between  the  collagen  bundles  as  described 
in  the  text. 
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biopsy  of  the  skin  lesion  was  made  and 
confirmed  the  diagnosis  (figure  1). 

Significant  laboratory  work  included 
a protein  bound  iodine  of  14.8.  The 
radioactive  iodine  pick-up  was  75.1%. 
The  scintiscan  showed  a diffuse  enlarge- 
ment of  both  thyroid  lobes,  the  esti- 
mated weight  of  which  was  50  grams. 
The  T3  uptake  was  elevated  to  45.2 
(normal  23  to  3.5).  The  total  serum 
protein  was  5.8  with  albumin  of  3.6 
grams  and  an  electrophoretic  pattern 
essentially  normal.  The  creatinine 
phosphokinase,  SGO-T  and  SGP-T  were 
normal.  Blood  cholesterol  was  204. 
Routine  urinalysis  and  complete  blood 
count  were  normal.  Electrocardiogram 
and  chest  X ray  were  normal.  Skull 
film  was  normal,  showing  no  pituitary 
changes. 

Treatment  was  initiated  with  5 milli- 
curies  of  radioactive  iodine  on  Decem- 
ber 15,  1965.  In  addition  she  was  giv- 
en Prednisone  20  mg  daily,  desiccated 
thyroid  120  mg  daily.  She  received  no 
antithyroid  drug,  but  was  given  pheno- 
barbital  30  mg  four  times  a day. 

Her  clinical  course  was  one  of  im- 
provement and  almost  complete  dis- 
appearance of  pretibial  myxedema  fol- 
lowing therapy,  but  as  soon  as  Predni- 
sone was  reduced,  it  returned  and  she 
has  continued  on  maintenance  for  one 
year.  The  exophthalmos  has  remained 
essentially  the  same  by  periodic  meas- 
urement using  an  exophthalmometer. 

She  required  additional  doses  of  radio- 
active iodine  of  3 millicuries  on  March 
9,  and  3.5  millicuries  on  August  22,  1966. 
This  is  total  dose  of  11.5  millicuries. 
She  is  still  under  observation.  The 
goiter  has  receded  to  normal  size.  Her 
blood  pressure  is  134/84,  weight  144, 
and  the  area  of  pretibial  myxedema  in 
each  ankle  has  decreased  materially  in 
circumference. 

The  long  acting  thyroid  stimulator  (DATS) 
plays  an  important  role  in  the  syndrome  de- 
scribed above.  It  is  a gamma  globulin  which 
is  present  in  the  serum  of  patients  with 
exophthalmic  goiter  and  occuring  in  a titre 


roughly  parallel  to  the  severity  of  the  dis- 
ease. It  has  not  been  isolated  from  the 
serum  of  normal  people.  It  acts  on  the  thy- 
roid in  a manner  similar  to  the  thyroid 
stimulating  hormone  of  the  pituitary  gland 
(TSH)  and  may  be  bioassayed  by  the  same 
means.  Its  effect  is  slower  in  onset  and  of 
longer  duration  than  that  of  TSH  (thus  its 
name).  It  has  been  detected  in  the  skin 
lesions  of  pretibial  myxedema.  The  level 
in  the  skin  as  well  as  in  the  serum  of  the 
patient  is  reduced  by  systemic  or  local  cor- 
ticosteroid therapy. 

TSH  is  usually  found  elevated  in  exoph- 
thalmic goiter  as  is  EPS  (exophthalmos 
producing  substance).  Both  are  secreted  by 
the  anterior  pituitary  gland.  Neither  are  as 
consistently  elevated  in  the  serum  in  Graves’ 
disease  as  DATS.  Since  the  latter  is  a gam- 
ma globulin  and  its  serum  level  can  be  re- 
duced by  corticosteroid  therapy,  its  recent 
discovery  by  Doctors  Adams  and  Purvis  of 
New  Zealand  has  reinstated  the  hypothesis, 
(although  it  has  not  been  generally  ac- 
cepted) that  Graves’  disease  is  an  auto-im- 
mune  disorder. 

One  other  significant  substance  of  anterio- 
or  pituitary  origin  has  recently  been  discov- 
ered. It  is  TRF  (thyrotropin  releasing  fac- 
tor). It  causes  the  hypersecretion  of  TSH 
that  is  well  known  to  follow  thyroidectomy 
and  is  apparently  the  result  of  diminished 
circulating  thyroxin.  The  level  of  TRF  is 
reduced  by  the  administration  of  thyroxin 
or  triiodothyronine. 

Graves’  disease  can  occur  and  has  been  re- 
ported in  hypophysectomized  human  patients 
and  laboratory  animals.  It  can  occur  there- 
fore in  the  absence  of  EPS  (exophthalmos 
producing  substance)  or  TSH  (thyroid  stim- 
ulating hormone)  and  apparently  does  so  as 
a result  of  the  presence  of  DATS  (long  act- 
ing thyroid  stimulator). 

Two  types  of  exophthalmos  occur  in 
Graves’  disease.  The  milder  form  is  due  to 
elevated  level  of  thyroxin  in  the  blood  and 
it  more  or  less  parallels  the  degree  of  thyro- 
toxicosis and  is  never  a major  clinical  prob- 
lem. It  clears  along  with  other  manifesta- 
tions of  thyrotoxicosis  as  the  condition  im- 
proves. It  is  sometimes  designated  “benign” 
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exophthalmos.  “Malignant”  exophthalmos 
occurs  in  hyperthyroidism,  euthyi'oidism,  or 
hjTJothyroidism,  and  may  be  intensified  as 
the  thyrotoxicosis  improves  and  the  basal 
metabolic  rate  declines.  It  is  sometimes  des- 
ignated pituitarigenic  oculopathy  since  it  is 
usually  associated  with  excessive  production 
of  TSH  and  EPS,  although  not  always. 
LATS  is  always  present  in  the  serum  of  such 
cases,  and  even,  as  mentioned  above  in  hypo- 
physectomized  subjects  in  which  TSH  and 
EPS  are  not  demonstrable.  “Malignant” 
exophthalmos  has  never  occurred  in  myx- 
edema in  which  there  may  be  a high  level  of 
circulating  THS,  but  no  degree  of  LATS. 
“Malignant”  exophthalmos  is  characterized 
by  and  differentiated  from  the  “benign” 
form  in  its  severity  and  is  more  sympto- 
matic, producing  lacrimation  and  a sensa- 
tion of  foreign  body  in  the  eye  and  diplopia. 
It  may  be  unequal  and  associated  with  strik- 
ing conjunctival  congestion  and  edema  of  the 
conjunctivae  and  palpebrae.  There  may  be 
impairment  of  the  extraocular  muscles. 
Pressure  on  the  bulb  gives  the  impression  of 
resistance  to  posterior  displacement  as  a 
result  of  retro-orbital  edema  and  infiltra- 
tion. It  may  intensify  as  hyperthyroidism 
decreases  when  “benign”  exophthalmos  al- 
ways improves. 

In  the  light  of  the  pathophysiological 
data  just  enumerated,  it  is  apparent  that 
since  administration  of  adrenocortical  ex- 
tract decreases  circulating  LATS  it  is 
through  this  mechanism  that  cortisone  and 
related  drugs  are  used  successfully  in  the 
management  of  “malignant”  exophthalmos 
as  well  as  in  localized  myxedema.  The  con- 
comitant use  of  desiccated  thyroid,  thyrox- 
in, or  triiodothyronine  is  helpful  in  the  sup- 
presion  of  thyrotropic  hormone.  Triiodo- 
thyronine is  several  times  more  suppressive 
of  TSH  than  thyroxin,  although  it  makes 
minimal  rise  in  the  protein  bound  iodine. 

Induced  Goiter 

Induced  goiter  includes  that  due  to  admin- 
istration of  iodides,  which  are  most  com- 
monly employed  in  treatment  of  respiratory 
diseases,  largely  bronchitis  and  asthma,  and 
may  be  administered  over  a long  period  of 
time.  Cyanates,  as  they  were  once  employed 
in  treatment  of  hypertension,  produced  goiter 


with  hypothyroidism.  Certain  foods,  such  as 
cabbage,  turnips,  rutabagas,  and  soy  beans 
have  a similar  effect.  There  have  been  re- 
ports of  induced  hypothyroidism  in  infants 
being  fed  on  soy  bean  formulas.  Cyanates 
produce  goiter  and  hypothyroidism  by  inter- 
ference with  enzymes  involved  in  trapping 
iodine,  making  the  thyroid  unable  to  con- 
centrate iodine.  Treatment  consists  of  with- 
holding cyanates  and  administering  thyroid. 
Treatment  with  iodine  alone  is  less  desir- 
able because  its  use  interferes  with  the  ac- 
curacy of  iodine  metabolism  studies  (FBI, 
radioactive  iodine  pick  up)  used  in  estimat- 
ing the  progress  of  the  case. 

Iodide-induced  goiter  is  the  consequence 
of  blocking  of  the  synthesis  of  thyroxin  in 
the  thyroid  gland.  Excess  iodide  traps  ele- 
mental iodine,  and  inhibits  the  iodination  of 
tyrosine.  The  resultant  goiter  is  due  to  the 
subsequent  excess  of  TSH  which  is  unop- 
posed by  thyroxin.  The  cytological  change 
within  the  goiter  is  that  of  papillary  hyper- 
plasia with  almost  complete  absence  of  col- 
loid. It  is  easily  reversable  by  withholding 
iodide.  Although  successful  recovery  has 
been  reported  without  thyi-oid  administra- 
tion, most  authors  include  thyroid  replace- 
ment in  the  treatment.  Iodide  goiter  is  not 
common.  Many  patients  take  long  term 
iodide  therapy  without  developing  goiter  or 
hypothyroidism.  I suspect  that  a high  per- 
centage of  the  cases  who  do  so  are  those 
who  are  subclinical  hypothyroids  who  re- 
quire comparatively  little  iodine  to  induce 
hypothyroidism. 

The  following  case  report  is  an  example 
of  induced  iodide  goiter.  Special  reference 
is  urged  to  the  electrocardiographic  changes 
demonstrated  in  figure  2. 

A 49  year  old  married  housewife  was 
seen  first  in  1958  for  the  complaint  of 
occasional  skipping  of  the  heart.  She 
had  at  one  time  been  seen  elsewhere  20 
years  previously,  and  for  a short  time 
took  iodine  for  a suspected  goiter. 

The  general  physical  examination  was 
essentially  negative.  The  pulse  was  92 
and  regular.  Blood  pressure  was  150/90. 
There  was  no  goiter.  Electrocardio- 
gram was  normal.  The  chest  X ray  was 
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noimal.  The  radioactive  iodine  uptake 
and  protein  bound  iodine  were  normal. 
A diagnosis  of  nervous  palpitation  was 
made,  and  she  was  given  Meprobamate 
and  was  reassured. 

She  was  seen  again  in  1962.  She  com- 
plained of  some  palpitation  and  vague 
precordial  distress.  The  blood  pressure 
was  144/82.  The  pulse  was  at  times 
rapid  with  regular  sinus  rhythm  at  130. 
The  protein  bound  iodine  was  noraml  at 
5.6.  The  chest  X ray  was  normal.  The 
resting  electrocardiogram  showed  slight 
ST  segment  changes  suggesting  ische- 
mia and  a Master’s  two  step  exercise 
tolerance  step  increased  the  ST  seg- 
ment depressions  to  a degree  compatible 
with  a diagnosis  of  ischemic  heart  dis- 
ease. She  was  given  trolnitrate  phos- 
phate (Metamine). 


The  next  visit  in  1963  was  recorded  as 
showing  her  free  of  anginal  distress, 
and  resting  electrocardiogram  showed 
less  ST  segment  changes  than  the  year 
previously  and  was  considered  essential- 
ly normal. 

In  1965  she  returned,  still  taking  trol- 
nitrate phosphate,  and  fairly  free  of 
symptoms  except  for  a feeling  of 
phlegm  in  the  throat.  There  was  con- 
siderable hypertrophied  lymphoid  tissue 
present  and  she  was  given  iodide  ther- 
apy in  the  form  of  syrup  hyriodic  acid. 
She  took  this  continuously  until  April, 
1966  (ten  months).  Her  weight  had 
ascended  from  147  to  157.  She  had  de- 
veloped a goiter  which  was  enlarged  to 
about  twice  normal  of  a rather  soft  con- 
sistency suggesting  colloid. 

Syrup  hydriodic  was  discontinued,  and 


Figure  2.  Electrocardiogram  in  induced  goiter  with  myxedema.  Note  im- 
provement in  ST  segment  changes  as  hypothyroidism  improves. 
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desiccated  thyroid  60  mg.  daily  was  in- 
stituted. She  improved  rapidly.  The 
goiter  disappeared,  her  weight  reduced 
to  141,  and  her  electrocardiogram  be- 
came normal.  The  serum  cholesterol 
w'hich  reached  its  peak  of  370  reduced 
to  301.  Her  PBI  was  taken  some  three 
months  following  institution  of  ther- 
apy, and  found  to  be  normal  at  6.1.  She 
was  asymptomatic  in  September,  1966, 
five  months  after  the  beginning  of  treat- 
ment. 

This  patient  apparently  had  goiter  in  her 
youth  which  may  reflect  some  abnormality 
of  the  thyroid  function,  probably  allowing 
her  to  be  more  susceptible  to  the  hypothy- 
roid effects  of  iodides.  The  electrocardio- 
graphic changes  (figure  2)  are  as  much 
those  of  myocardial  ischemia  as  uncompli- 
cated myxedema,  but  it  is  significant  that 
they  are  intensified  by  the  metabolic  state 
of  induced  myxedema. 

Secondary  Myxedema 

Secondary  myxedema  is  a manifestation 
of  panhypopituitarism  and  need  not  be  dif- 
ficult to  differentiate  from  primary  myx- 
edema if  the  examiner  recognized  the  fine 
skin  rather  than  the  thickened  coarse  skin 
of  hypothyroidism.  There  is  loss  of  secon- 
dary sexual  characteristics,  with  testicular 
atrophy  in  the  male.  There  is  muscle  weak- 
ness. Hypercholesterolemia  is  less  marked 
in  secondary  myxedema  and  less  common. 
Urinary  excretion  of  adrenosteroids  and 
gonadotropins  is  reduced  much  more  in  sec- 
ondary rather  than  primary  myxedema.  In 
primary  myxedema  there  is  elevation  of  the 
TSH  and  its  administration  will  not  raise 
the  radioactive  iodine  uptake.  In  secondary 
myxedema  there  is  a deficiency  of  TSH  and 
its  administration  raises  the  radioactive 
iodine  pick  up  by  the  thyroid  gland.  Thy- 
roidal deficiency  is  just  one  of  several  en- 
docrine deficiencies  that  occur  secondary  to 
hypopituitarism.  The  hypopituitarism  may 
be  due  to  tumor  and  usually  is  due  to  chro- 
mophobe adenoma  as  was  the  patient  in  the 
case  report  which  follows. 

A 46  year  old  rancher  was  seen  in 
1959,  stating  that  he  had  been  diagnosed 
hypothyroid  and  was  taking  6 grains  of 


U.S.P.  thyroid  for  the  past  four  years, 
but  was  unable  to  work  because  he  was 
sleepy,  muscularly  weak,  although  pro- 
gressively gaining  weight.  There  had 
been  loss  of  libido,  but  no  loss  of  appe- 
tite for  food.  His  skin  was  dry.  He 
had  lost  his  beard  and  his  eyelids  were 
puffy. 

His  height  was  70V2  inches,  weight 
175,  blood  pressure  124/80,  pulse  80  and 
regular.  The  skin  was  fine  and  dry. 
There  was  a very  sparse  beard.  The  ex- 
ternal genitalia  were  unusually  small. 
The  eye  grounds  and  visual  fields  were 
not  remarkable. 

The  blood  cholesterol  was  217.  The 
17-ketosteroid  excretion  was  6.0  mg/24 
hours  (noraial  8 to  10). 

The  17-hydroxysteroid  excretion  was 
1.2  mg/24  hours  (normal  2 to  11).  Pro- 
tein bound  iodine  was  3.5,  and  radio- 
active iodine  pick  up  was  5%  in  24 
hours.  The  skull  X rays  showed  marked 
destruction  of  sella  with  erosion  of  the 
floor  and  of  the  posterior  clinoids.  It 
was  estimated  that  there  was  an  ex- 
panding tumor  of  the  pituitary  gland  of 
3 to  4 cm  in  diameter. 

His  medical  management  consisted  of 
administration  of  U.S.P.  thyroid  180  mg 
daily,  cortisone  12.5  mg  b.i.d.,  and  intra- 
muscular testosterone  (Cyclopentyl  pro- 
prionate)  200  mg  at  monthly  intervals. 
His  beard  flourished,  the  muscular 
strength  improved  to  normal,  blood  pres- 
sure remained  normal,  the  external  gen- 
italia increased  in  size  and  his  libido  re- 
turned. At  no  time  did  he  develop  any 
pressure  symptoms  from  the  enlarged 
pituitary  gland.  He  received  a course 
of  X ray  therapy  to  it.  He  was  last 
seen  in  December,  1964.  At  that  time 
the  protein  bound  iodine  was  4.4,  the 
cholesterol  256.  Two  years  after  the 
institution  of  treatment  17-ketosteroids 
in  the  urine  were  4.9  mg/24  hours  (nor- 
mal 2 to  11)  and  17-hydroxysteroids 
were  10.3  mg/24  hours  (normal  5 to  15). 

The  above  case  report  emphasizes  that 
pituitary  or  secondary  myxedema  is  a facet 
of  a syndrome  in  which  there  are  multiple 
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endocrine  deficiencies  as  evidenced  by  the 
change  in  secondary  sexual  characteristics 
and  the  low  urniary  steroid  excretion.  There 
is  some  danger  in  administration  of  thyroid 
to  such  patients  in  that  increased  metabolism 
results  in  additional  adrenal  insufficiency 
and  can  precipitate  adrenal  crises  and  subse- 
quent death.  In  this  case  he  not  only  re- 
ceived thyroid,  but  cortisone  and  testoster- 
one. It  is  remarkable  that  he  endured 
large  doses  of  thyroid  for  more  than  three 
years  without  any  adrenal  replacement. 

Neoplastic  Metastasis  to  Thyroid 

Goiter  is  not  rarely  the  result  of  primary 
carcinoma  of  the  thyroid.  Statistical  data 
from  various  centers  show  incidence  of  can- 
cer as  high  as  around  twenty  per  cent  of 
all  goiters.  Metastatic  involvement  of  the 
thyroid  is  much  rarer.  The  following  brief 
case  resume  represents  the  unusual  compli- 
cation of  metastasis  to  the  thyroid  gland 
from  a primary  carcinoma  of  the  kidney. 

An  83  year  old  woman  was  seen  for 
the  last  time  in  July,  1966,  because  of 
the  presence  of  goiter  of  some  three 
months  duration. 


Figure  3.  Radioactive  iodine  scintiscan  of  thyroid  con- 
taining “cold”  metastatic  nodules  arising  from  carcinoma 
of  the  kidney. 


She  had  been  seen  nine  years  previ- 
ously with  painless  hematuria  which  was 
determined  to  be  on  the  basis  of  hyper- 
nephroma of  the  right  kidney.  It  is  an 
interesting  sidelight  that  the  tumor 
was  associated  with  polycythemia  which 
completely  cleared  after  nephrectomy. 

In  the  nine  year  interval  she  had  been 
perfectly  well,  and  returned  only  because 
of  the  urging  of  her  family  to  have  in- 
vestigation of  the  goiter.  The  thyroid 
gland  measured  7 cm  in  diameter,  and 
was  firm  and  nodular,  but  not  stony 
hard  in  consistency.  The  only  other  re- 
markable physical  finding  was  a non- 
pulsatile  mass  about  3.5  cm  in  diameter 
in  the  subcutaneous  tissues  of  the  mid 
epigastrium. 

A chest  film  was  normal.  A radio- 
active iodine  pick  up  and  scan  showed 
multiple  “cold”  nodules  (figure  3). 

A thyroidectomy  was  performed. 
Firm  yellowish  nodules  of  various  sizes 


Figure  4.  Photomicrograph  of  thyroid  containing  meta- 
stasis from  carcinoma  of  the  kidney. 
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were  seen  invading  the  thyroid  gland 
and  surrounding  tissues. 

The  microscopic  examination  of  the 
material  removed  showed  metastatic 
carcinoma  from  the  kidney  (figure  4), 
as  did  the  lesion  in  the  abdominal  wall. 

The  unusual  manifestation  of  metastatic 
recurrence  of  hypernephroma  almost  ten 
years  after  its  initial  discovery  and  surgical 
treatment  made  this  syndrome  worthy  of  in- 
clusion in  this  group  of  somewhat  unusual 
types  of  thyroid  disorders. 

Bibliography 

Williams,  R.  H.:  Endocrinology,  W.  B.  Saun- 

ders Co.,  Philadelphia,  1962;  96-275. 


Gold,  E.:  Iodide  induced  goiter.  Surgery  45:424- 

431,  March,  1959. 

Paris,  J.;  McConahay,  W.  M.;  Owen,  C.  A.;  Wool- 
ner,  L.  B.,  and  Bohn,  R.  C.:  Iodide  goiter.  J Clin 
Endocr  20:57-67,  January,  1960. 

Schreiber,  B.:  Regulation  of  anterior  hypophysi- 

cal  thyrotropic  hormone.  Ann  Endocr  25:385-400, 
July-August,  1964. 

Kriss,  J.  P.;  Pleshakov,  V.,  and  Chien,  J.  R.: 
Isolation  of  long  acting  thyroid  stimulator  in  hyper- 
thyroidism and  pretibial  myxedema.  J Clin  Endocr 
24:1005-1028,  October,  1964. 

Adams,  D.  D.,  and  Kennedy,  T.  H.:  Evidence  of 

pituitai-y  thyroid  stimulating  hormone  in  patients 
with  high  blood  levels  of  long  acting  thyroid  stimu- 
lation. J Clin  Endocr  25:571-576,  May,  1965. 

Pinchera,  A.;  Pinchera,  M.,  and  Stanbury,  J.  B.: 
Thyroid  stimulating  hormone  and  long  acting  thy- 
roid stimulator  in  thyroid  disease.  J Clin  Endocr 
25:189-208,  February,  1965. 


Wilms’  Tumors  (Nephroblastomas) : Report 
of  57  Histologically  Proved  Cases  — L. 
Baert,  H.  Verduyn,  and  R.  Vereecken  (St 
Raphael’s  Hosp,  Louvain,  Belgium).  J 
Urology  96:871-874  (Dec)  1966. 

A review  of  57  histologically  proved  cases 
of  Wilms’  tumors  seen  within  a 15-year 
period  is  reported.  A case  of  embryoma  of 
the  kidney  in  a newborn  fetus  of  eight 
months,  successfully  operated  on  and  treat- 
ed with  postoperative  radiotherapy,  is  pre- 
sented. A case  of  unilateral  and  of  bilateral 
symmetrical  Wilms’  tumor  in  a neonatus  is 
also  noted.  The  incidence  of  bilateral  tu- 
mors in  the  series  was  12%.  It  seems  im- 


perative to  keep  in  mind  the  possibility  of 
involvement  of  both  kidneys  particularly 
during  the  operation  in  order  to  detect  the 
lesion  as  early  as  possible.  The  overall  3- 
year  survival  rate  was  20%.  No  recur- 
rence or  metastases  were  found  in  the  series 
for  three  years  after  operation.  The  best 
results  were  obtained  with  immediate  ne- 
phrectomy and  postoperative  radiotherapy 
(a  3-year  survival  rate  of  67%  was  ob- 
tained). Children  in  whom  tumors  were 
discovered  before  the  age  of  one  year 
showed  an  85%  3-year  survival  rate.  The 
age  of  the  patient  at  the  time  of  nephrec- 
tomy seemed  to  be  the  most  important  sin- 
gle factor  in  determining  prognosis. 
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Triaminic:  Objective  Study  of  Duration  of 
Effect  of  Multiple  Antihistamine 
Timed-Release  Tablets 


ONE  of  the  difficult  problems  in 
the  standardization  of  sus- 
tained or  timed-release  medi- 
cation is  that  of  obtaining  a correlation  be- 
tween in  vitro  tests  of  the  drug  release 
characteristics  and  in  vivo  release.  Tria- 
minic®* is  a multiple  compressed  tablet  hav- 
ing the  formula : 

Outer 

Layer  Core 

Phenylpropanolamine  HCl  25.0  mg  25.0  mg 

Pheniramine  maleate  12.5  mg  12.5  mg 

Pyrilamine  maleate 12.5  mg  12.5  mg 

The  outer  layer  disintegrates  rapidly  to 
provide  the  initial  dose  of  medication.  The 
core  is  “time  coated”  with  enteric  coating 
materials  to  the  extent  that  it  remains  intact 
for  one  hour  in  simulated  gastric  fluid,  but 
disintegrates  in  approximately  two  and  one 
half  hours  when  subsequently  immersed  in 
simulated  intestinal  fluid.  This  in  vitro  test 
is  made  using  the  standard  U.S.P.  XV  tab- 
let disintegration  tester  and  the  procedure 
for  testing  disintegration  time  of  enteric 
coated  tablets. 

The  performance  of  a timed-release  dosage 
form  must  necessarily  be  based  on  theory 
in  the  initial  development  of  such  a product, 
but  the  best  theoretical  basis  is  no  guaran- 
tee that  the  release  mechanism  will  be  effec- 
tive in  vivo.  Objective  evidence  is  difficult 
to  obtain,  since  blood  level  studies  are  not 
feasible  for  phenylpropanolamine,  and  would 
be  misleading  in  the  case  of  the  antihista- 
mines, since  the  latter  have  the  tendency  of 
attaching  to  various  tissues. 

The  present  study  was  an  adaptation  of 
the  method  of  Love  joy  and  coworkers.i  The 
partial  inhibition  of  the  reaction  of  human 
skin  to  the  local  application  of  histamine 
served  as  an  index  to  the  duration  of  effect 
of  the  antihistamines  in  the  Triaminic  tablet. 

•Triaminic®,  a product  of  Dorsey  Laboratories,  a division 
of  The  Wander  Company,  Lincoln,  Nebraska, 
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and 

YVONNE  WEINZIERL,  R.N. 

Since  a duration  of  only  eight  hours  was 
anticipated,  the  study  was  designed  to  cover 
only  the  eight  hour  period  following  oral 
administration  of  the  test  tablet  (placebo  or 
Triaminic). 

Materials  and  Methods 

Histamine  phosphate  solution:  A 1 :8000 
(histamine  base  content)  solution  was  made 
by  dissolving  34.54  mg  of  histamine  phos- 
phate U.S.P.  in  12.5  ml  of  water  for  in- 
jection. 50  ml  of  glycerin  U.S.P.  were 
added  and  mixed  well.  The  solution  was 
then  adjusted  to  pH  6.0  with  phosphate 
buffer,  and  water  for  injection  was  added 
to  make  100  ml.  The  solution  was  filtered 
through  a sterile  Selas  015  candle  and 
was  transferred  aseptically  to  1/2  fl-  oz. 
dropper  bottles  which  had  been  previous- 
ly sterilized.  The  bottles  were  tightly 
capped  and  stored  in  a refrigerator.  Since 
bacterial  contamination  appears  to  be  one 
of  the  chief  causes  of  histamine  deteriora- 
tion,^ all  reasonable  precautions  to  prevent 
contamination  should  be  employed.  Solu- 
tions prepared  as  described  above  and  kept 
under  refrigeration  appear  to  retain  their 
potency  over  several  months,  since  analysis 
showed  95.2%  of  the  theoretical  amount 
of  histamine  base  to  be  present  seven 
months  after  preparation. 

Scarificators:  Standard  round  wood  ap- 
plicators. 

Triaminic  tablets  and  placebo  tablets 

The  test  site  used  was  the  volar  surface 
of  the  forearm.  In  making  several  tests 
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on  the  same  subject  during  the  day,  tests 
were  alternated  between  the  right  and  left 
arms.  The  subjects  were  noimal,  healthy 
adults  of  both  sexes,  but  predominantly  fe- 
males. About  ten  per  cent  of  the  subjects 
did  not  react  sufficiently  to  histamine  to 
produce  a readily  measurable  size,  and  were 
excluded  from  the  study. 

The  subjects  in  groups  of  seven  or  less 
were  seated  at  a table  on  which  they  could 
rest  their  forearms  comfortably  with  the 
volar  surface  up.  Thvo  drops  of  the  hista- 
mine phosphate  solution  were  placed  on  the 
skin,  care  being  taken  to  avoid  placing  it 
directly  over  or  close  to  visible  veins.  The 
end  of  the  wood  applicator  was  placed  in 
approximately  the  center  of  the  liquid  and 
sufficient  pressure  applied  to  ident  the  skin 
about  6 to  8 mm.  The  applicator  was  then 
twirled  one  full  revolution.  This  method 
of  application,  although  fraught  with  pos- 
sible variables,  is  simple  and  gave  remark- 
ably uniform  results.  The  subjects  were 
kept  immobilized,  to  prevent  the  solution 
from  flowing  off  the  test  site. 

Twenty  minutes  were  allowed  for  the 
flare  to  develop.  From  preliminary  tests, 
this  appeared  to  permit  the  flare  to  develop 
to  maximal  size.  The  test  site  was  then 


wiped  dry,  and  the  flare  area  was  care-  I 
fully  outlined  ^vith  a ball  point  pen.  The 
wheal  produced  is  not  necessarily  a reliable  i 
index,  since  the  size  varies  considerably 
from  time  to  time  in  the  same  subject.  More- 
over, the  area  of  most  wheals  produced  un- 
der the  conditions  of  this  test  is  too  small  ' 
to  measure  with  reasonable  accuracy.  The 
flare  or  total  area  of  redness  is  the  area 
to  be  measured.  It  was  noted  that  the 
flare  is  quite  often  very  irregular  in  shape, 
but  in  spite  of  this,  results  were  quite  con- 
sistent, much  more  so  than  had  the  wheal 
been  used  as  an  index  of  reaction. 

Strips  of  scotch  tape  were  placed  over 
the  outlined  area,  the  strips  slightly  over- 
lapping to  form  a continuous  patch.  The 
patch  of  tape  was  lifted  quickly  and  trans- 
ferred to  the  proper  position  (time  desig- 
nated) on  the  subject’s  reaction  record 
sheet.  The  areas  were  measured  by  means 
of  a transparent  plastic  grid  with  the  lines 
0.5  cm  apart.  The  readings  were  convert- 
ed to  square  centimeters  (cm^). 

Each  subject  was  given  a control  test 
on  the  fii’st  day,  that  is,  the  histamine  flare 
was  allowed  to  develop  to  the  maximum  after 
application  of  histamine  at  A,  A4-2,  A-t-4, 
A+6,  and  A+8  hours.  A period  of  at  least 


Table  1 

GROUP  A GIVEN  TRIAMINIC  ON  BOTH  MEDICATION 
DAYS  (23  SUBJECTS) 


hours 

A 

A + 2 

A + 4 

A-l-6 

A+8 

Control  Day  _ 

cm2 

8.3 

9.5 

9.6 

10.2 

10.4 

1st  Day  of  Medication 

cm2 

10.5 

5.4 

4.7 

4.9 

6.1 

2nd  Day  of  Medication 

cm2 

10.0 

6.2 

5.2 

5.8 

7.1 

Table  2 

GROUP  B GIVEN  TRIAMINIC  ON  THE  FIRST  MEDICATION 
DAY  AND  PLACEBO  ON  THE  SECOND 
MEDICATION  DAY  (9  SUBJECTS) 


hours 

A 

A+2 

A + 4 

A+6 

A+8 

Control  Day 

. _ cm2 

10.3 

10.8 

10.7 

8.8 

11.3 

1st  Day  of  Medication 

cm2 

9.7 

7.1 

7.4 

7.4 

8.4 

2nd  Day  of  Medication 

cm2 

9.4 

10.1 

7.9 

7.7 

9.3 

Table  3 

GROUP  C GIVEN  PLACEBO  ON  BOTH  MEDICATION 


DAYS  (5  SUBJECTS) 


hours 

A 

A + 2 

A + 4 

A+6 

A+8 

Control  Dav 

cm2 

4.0 

4.2 

3.4 

5.4 

3.4 

1st  Day  of  Medication  __ 

cm2 

6.1 

4.7 

3.4 

4.1 

4.5 

2nd  Day  of  Medication  — 

cm2 

4.1 

3.7 

3.0 

3.6 

3.0 
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one  week  elapsed  between  the  control  test 
and  the  medication  tests  (placebo  or  Tria- 
minic).  Group  A (23  subjects)  received 
Triaminic  on  both  medication  days,  Group 
B (9  subjects)  received  Triaminic  on  the 
first  medication  day  and  placebo  on  the  sec- 
ond, and  Group  C (5  subjects)  received 
placebo  on  both  medication  days.  Medication 
was  given  20  minutes  after  the  first  applica- 
tion of  histamine  at  A hour. 

Results 

The  areas  (cm^)  were  tabulated  for  each 
group.  A simple  analysis  of  variance  util- 
izing the  Fisher  “t”  test  was  made  on  each 
set  of  data.  The  averages  of  flare  areas  of 
each  group  are  shown  in  the  preceding 
tables. 

The  above  results  are  shown  graphically 
in  Figures  1,  2,  and  3 respectively. 

Discussion 

Variance  analysis  of  the  data  from  Group 
A showed  a statistically  significant  differ- 
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ence  between  the  control  tests  and  the  medi- 
cation tests  on  both  days  at  a confidence 
level  of  1%  (P=0.01).  While  there  is  a 
significant  difference  between  the  control 
tests  and  the  Triaminic  tests  of  Group  B, 
there  is  no  significant  difference  between 
the  data  of  the  Triaminic  test,  and  the 
placebo  test.  There  is  no  sound  explanation 
for  this  anomaly.  There  is  no  significant 
difference  between  the  control  data  and  the 
placebo  data  for  Group  C. 

It  must  be  conceded  that  this  test  meas- 
ures the  duration  of  action  of  the  antihista- 
mines only,  and  offers  no  proof  for  the 
duration  of  action  of  the  phenylpropanola- 
mine. However,  the  rate  of  release  of  medi- 
cation from  the  tablet  core  can  safely  be 
assumed  to  be  similar  for  all  three  com- 


ponents, since  they  are  all  freely  soluble  in 
water. 

Conclusion 

A modified  histamine  flare  test  adapted 
from  the  method  of  Love  joy  et  aT  shows 
that  the  antihistamines  of  Triaminic  tablets 
have  a significant  therapeutic  effect  over 
a period  of  at  least  eight  hours. 
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Ten  Musts  of  a Skilled  and  Ready  Ambu- 
lance Service  — H.  Freilich  (City  Hos- 
pital Center  at  Elmhurst,  New  York, 
NY).  Hospitals  40:53-57  (Dec)  1966. 

Ten  elements  of  a skilled  and  ready  am- 
bulance service  designed  to  provide  a com- 
munity with  the  highest  quality  of  emer- 
gency service  are  discussed.  These  ele- 
ments include  (1)  a central,  coordinated 
dispatch  service  such  as  police  or  fire  de- 
partments, (2)  strategically  dispersed  am- 
bulances, giving  consideration  to  geographic 
barriers,  population  density,  type  of  roads 
and  traffic  patterns,  (3)  effective  communi- 


cations, using  direct  telephone  truck  line 
and  tw'o-way  radio  communication,  (4) 
emergency  vehicles  in  excellent  repair,  (5) 
service  personnel  consisting  of  carefully  se- 
lected drivers  and  attendants,  (6)  ambulance 
bag  contents  recommended  by  a committee 
of  physicians  to  meet  the  skills  and  limita- 
tions of  the  attendants,  (7)  clear  and  con- 
cise patient  records,  (8)  established  am- 
bulance rules  and  regulations  to  guide  at- 
tendants, (9)  liaison  with  a receiving  hos- 
pital, and  (10)  public  relation  aspects  cover- 
ing an  educational  program  designed  and 
conducted  to  inform  the  public  of  the  func- 
tions and  purposes  of  the  ambulance  service. 
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Experience  with  Screening  for 
Phenylketonuria  by  the  Guthrie  Method 


The  development  of  a simple 
screening  test  for  phenylke- 
tonuria (PKU)  has  made  it 
possible  for  the  first  time  to  screen  a large 
number  of  infants  for  this  diseased  With 
the  indication  that  much  of  the  mental  dam- 
age could  be  avoided  by  placing  infants  with 
phenylketonuria  on  a low  phenylalanine 
diet, 2 it  has  become  more  important  to  dis- 
cover these  infants  at  an  early  age  in  order 
that  treatment  can  be  begun.  Beginning  in 
February,  1964,  we  have  been  running  rou- 
tine blood  and  urine  tests  for  abnormal  levels 
of  phenylalanine  on  all  babies  delivered  at 
an  increasing  number  of  hospitals  through- 
out Nebraska.  We  have  already  found 
more  cases  of  phenylketonuria  than  one 
would  expect  on  a statistical  basis.  In  ad- 
dition, we  are  becoming  increasingly  aware 
of  the  false  positive  results,  and  of  some 
of  the  difficulties  of  diagnosis  in  the  atypical 
cases.  Therefore,  it  seemed  worthwhile  to 
review  our  results  for  the  first  several 
months. 

Materials  and  Methods 

Beginning  in  February,  1964,  we  began 
the  routine  screening  of  all  newborn  infants 
at  Lincoln  General  Hospital  and  Bryan  Me- 
morial Hospital.  Before  that  time,  routine 
examinations  had  been  performed  at  both 
of  these  hospitals  during  the  course  of  a 
nationwide  research  study  conducted  by  Dr. 
Guthrie.i  Since  that  time,  we  have  begun 
routine  screening  on  newborn  infants  at  15 
other  hospitals.  The  studies  reported  below 
are  the  results  of  these  determinations  at 
all  of  these  hospitals  done  over  varying  pe- 
riods of  time  from  February,  1964,  to  June 
30,  1966. 

Blood  spots  were  collected  by  heel  puncture 
from  newborn  infants  prior  to  their  dis- 
charge from  the  hospital.  Numbered  slips 
of  filter  paper  were  given  to  the  infant’s 
mother  at  the  time  of  discharge,  with  in- 
structions to  collect  urine  by  placing  the 
filter  paper  within  the  diaper,  dry  the  paper 


ROBERT  A.  BROOKS,  M.D. 

Lincoln  General  Hospital 
Lincoln,  Nebraska 

With  the  technical  assistance  of  Mrs.  Doris  Johnson,  MT, 
(ASCP)  and  Miss  Ruth  Amen. 


and  return  it  to  the  hospital.  Abnormal  re- 
sults were  reported  immediately  with  a re- 
quest for  a repeat  determination.  If  no  urine 
specimen  was  received  by  approximately  six 
weeks,  the  report  was  issued  on  the  basis  of 
the  blood  only.  All  determinations  for  phe- 
nylalanine were  done  by  the  Guthrie  meth- 
od.^ The  values  were  reported  by  visual  com- 
parison with  the  standards  which  must  be 
run  with  each  preparation. 

Results 

Table  1 shows  the  total  number  of  deter- 
minations done  on  blood  and  urine  at  all  of 
the  hospitals  included  in  this  study.  Ap- 
proximately 81%  of  the  infants’  mothers 
returned  the  urine  specimen  for  confirma- 
tory examination. 

Tables  2 and  3 list  the  number  of  false 


Table  1 


DISTRIBUTION 

OF 

PKU  TESTS  DONE 

(February, 

1964 

to  June,  1966) 

Hospital 

Blood 

Urine 

Lincoln  General 

- _ 1,927 

1,501 

Bryan 

3,758 

2,980 

York  -- 

374 

252 

Mennonite  (Beatrice) 

- 326 

287 

Lutheran  (Beatrice) 

303 

270 

Falls  City 

229 

185 

Seward 

234 

213 

O’Neill 

162 

161 

Geneva  _ 

127 

119 

Columbus  (Lutheran) 

111 

104 

Hebron  _ 

. __  98 

92 

Syracuse 

81 

73 

Friend 

67 

61 

Fairbury 

71 

69 

Crete 

31 

25 

Humboldt  

16 

16 

Neligh  --  __ 

40 

28 

7,955 

6,436 
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positive  determinations  at  each  of  the  hos- 
pitals. In  addition,  there  were  seven  cases 
of  persistent  abnormal  levels  and  these  are 
discussed  below.  Only  17  of  the  45  patients 
with  abnormal  urine  determinations  were 
checked  in  our  laboratory.  Since  many  of 
these  were  undoubtedly  checked  by  other 
methods  in  the  physicians’  offices,  these 
have  all  been  considered  false  positives.  All 
of  the  elevated  blood  levels  were  repeated. 
It  is  not  possible  to  exclude  phneylketonuria 
on  the  sole  basis  of  normal  urine  levels  of 
phenylalanine,  as  noted  in  Case  2 below. 
There  were  more  abnoraial  urine  determin- 
ations than  blood  detenninations.  Some  of 
the  abnormal  urine  specimens  appear  to  be 
the  result  of  contaminating  the  filter  paper 
with  stool  while  the  urine  is  being  collected. 
Initially,  we  considered  all  blood  or  urine  de- 
terminations over  6 mg/100  ml  to  be  posi- 
tive. Later,  at  Dr.  Guthrie’s  suggestion, 
we  considered  all  determinations  above  4 
mg/100  ml  to  be  positive. 

We  have  established  a diagnosis  of  phenyl- 
ketonuria in  two  infants.  Five  other  in- 

Table  2 

FALSE  POSITIVE  BLOOD 


6 mg 

8 mg 

10  mg 

12  mg 

20  mg 

Hospital 

% 

% 

% 

% 

% Total 

Bryan  _ 

2 

0 

0 

0 

0 

2 

LGH 

2 

0 

0 

0 

0 ' 

2 

Mennonite 

2 

0 

0 

0 

1 

3 

Lutheran  (Beatrice). 

_ 1 

0 

0 

0 

0 

1 

Columbus 

0 

1 

0 

0 

0 

1 

O’Neill 

1 

0 

0 

0 

0 

1 

Total 

8 

1 

0 

0 

1 

10 

All  these  patients  had  repeat  blood  examinations  which 
were  negative. 


fants  showed  definite  and  peristent  eleva- 
tion of  phenylalanine  in  either  blood  or  urine, 
but  did  not  have  PKU.  The  number  of  “pre- 
sumptive positive”  blood  determinations  was 
17  in  7,955  or  0.23%  or  one  in  468  specimens. 
Excluding  all  of  these  17  individuals  with 
elevated  blood  levels,  the  number  of  false 
positive  urine  determinations  was  approxi- 
mately 45  in  6,436  or  0.7%  or  one  in  143 
specimens.  If  one  includes  only  the  in- 
fants with  a final  diagnosis  of  no  abnorm- 
ality, then  the  number  of  false  positive  blood 
determinations  is  10  or  0.14%  or  one  in 
800.  Both  of  the  infants  with  phenylketo- 
nuria had  blood  phenylalanine  determina- 
tions of  12  mg/100  ml  or  above,  so  that 
determinations  of  less  than  12  mg/100  ml 
turned  out  to  be  either  false  positives  or  an 
abnormality  other  than  phenylketonuria. 
However,  one  of  the  infants  with  PKU  nev- 
er showed  elevated  phenylalanine  in  the 
urine  (Case  2)  and  this  somewhat  anomalous 
situation  is  discussed  further  below.  On  the 
other  hand,  one  infant  with  a blood  level  of 
20  mg/100  ml  subsequently  had  a normal 
level,  and  some  with  abnormalities  other 
than  PKU  had  levels  of  12  mg/100  ml  or 
more.  Summaries  of  the  cases  with  persist- 
ent elevations  follow: 

Case  Reports 

Case  1 — This  infant  was  born  on 
July  25,  1964.  Prenatal  history  was 
not  remarkable.  The  infant  has  two 
older  siblings  who  are  not  mentally  re- 
tarded. The  first  blood  specimen,  test- 
ed on  August  12,  1964,  showed  a level 
of  phenylalanine  of  approximately  8 


Table  3 

POSITIVE  URINES 


6 mg 

8 mg 

10  mg 

12  mg 

20  mg 

Hospital 

% 

% 

% 

% 

% 

Total 

Bryan 

- 10  (1) 

3 (1) 

3 

3 (1) 

3 

(1) 

22 

LGH 

- 5 (1) 

3 (1) 

1 (1) 

1 (1) 

0 

10 

York 

0 

1 (1) 

0 

0 

0 

1 

Mennonite 

1 (1) 

0 

0 

0 

0 

1 

Lutheran 

1 

0 

0 

2 

2 

(2) 

5 

Seward 

- 1 (1) 

1 (1) 

0 

0 

1 

(1) 

3 

Columbus 

0 

0 

0 

0 

1 

1 

Geneva 

- 1 (1) 

0 

0 

0 

0 

1 

Neligh 

- 1 (1) 

0 

0 

0 

0 

1 

Total 

20 

8 

4 

6 

7 

45 

First  Number : 

Total  number 

of  positive 

urines. 

(Number)  : Number  of  positives  with  negative  repeat  blood  and/or  urine. 
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mg/100  ml.  The  urine  specimen  tested 
on  August  15,  1965  showed  a level  of 
12  mg/100  ml.  A repeat  blood  speci- 
men on  filter  paper  was  requested.  This 
was  tested  on  August  20th  and  showed 
a level  of  over  20  mg/100  ml.  Subse- 
quently, the  finding  of  a large  amount 
of  phenylalanine  within  the  blood  and 
urine  was  confirmed  in  Dr.  Guthrie’s 
laboratory.  The  highest  blood  level 
noted  before  treatment  was  approxi- 
mately 35  mg/100  ml.  The  child  was 
placed  on  low  phenylalanine  diet.  The 
specimen  taken  September  4 showed 
approximately  2 mg/100  ml.  Most  of 
the  subsequent  blood  specimens  have 
remained  about  2 mg/100  ml.  However, 
an  occasional  one  has  been  as  high  as 
20  mg/100  ml,  apparently  as  the  child 
has  increased  the  intake  of  normal  food. 
The  child  has  required  a fairly  high 
percentage  of  phenylalanine  deficient 
food  within  her  diet.  The  diagnosis  was 
phenylketonuria  of  the  classical  type. 

Case  2 — This  infant  was  born  on 
June  6,  1965.  Prenatal  history  was  not 
remarkable.  The  first  blood  test  was 
performed  on  June  10,  1965.  This  gave 
a value  of  over  20  mg/100  ml. 

A urine  specimen  on  June  17th  was 
negative  for  phenylalanine.  Subsequent 
blood  specimens  were  persistently  over 
the  20  mg/100  ml  level,  but  the  urine 
never  showed  any  measurable  levels  of 
phenylalanine.  Confirmation  of  in- 
creased amounts  of  phenylalanine  with- 
in the  blood  was  made  in  Dr.  Guthrie’s 
laboratory  by  chromatography.  The 
child  was  placed  on  low  phenylalanine 
diet  for  the  majority  of  her  dietary  in- 
take, and  by  August  24,  1965,  the  blood 
showed  a level  of  phenylalanine  of  2 
mg/100  ml.  The  diagnosis  was  “occult 
phenylketonuria,”  or  phenylketonuria 
without  demonstrable  elevation  of  uri- 
nary phenylalanine. 

Case  3 — This  infant  was  born  pre- 
maturely on  December  3,  1964.  The 
first  blood  specimen  was  not  examined 
until  December  30,  1964,  because  the 
instructions  to  the  hospital  had  been  to 


obtain  a blood  sample  just  before  the 
child  is  discharged.  The  first  sample 
showed  a blood  level  of  12  mg/100  ml. 
A urine  specimen  also  showed  12 
mg/100  ml.  A subsequent  specimen  was 
tested  on  January  7,  1965,  and  this 
showed  both  blood  and  urine  phenylala- 
nine levels  of  8 mg/100  ml.  Because 
of  this  seemingly  unusual  decrease  in 
levels  of  phenylalanine  while  on  a full 
milk  diet,  subsequent  specimens  were 
examined.  A total  of  five  separate  blood 
specimens  were  tested  from  January  21 
until  March  18,  1965,  and  all  of  these 
showed  normal  phenylalanine  levels. 
Dr.  Guthrie  also  examined  the  speci- 
mens of  December  30,  1964  and  January 
7,  1965.  In  addition  to  the  moderate 
elevations  of  phenylalanine,  chromatog- 
raphy showed  a generalized  amino- 
aciduria with  particularly  large  amounts 
of  L-proline  in  both  urine  and  blood. 
Later  blood  specimens  showed  that 
levels  of  other  amino  acids  had  returned 
to  normal  along  with  the  phenylalanine. 
The  diagnosis  was  transient,  immaturity 
of  liver  enzyme  systems  involving 
metabolism  of  several  amino  acids. 

Case  U — This  child  was  born  on 
March  1,  1965.  Prenatal  history  was 
not  remarkable.  A blood  specimen  ob- 
tained on  March  9,  1965  was  negative 
for  phenylalanine.  A subsequent  urine 
specimen  obtained  on  March  27th 
showed  a level  of  approximately  12 
mg/100  ml.  A repeat  urine  sample  on 
April  8,  1965  showed  a phenylalanine 
level  of  over  20  mg/100  ml.  Subse- 
quently, on  June  17,  1965,  six  samples 
were  obtained  on  the  same  day.  Four 
of  these  showed  normal  levels  of  phenyl- 
alanine; one  showed  a level  of  approxi- 
mately 12  mg/100  ml;  and  the  other 
showed  approximately  20  mg/100  ml. 
Examination  of  the  blood  and  urine 
by  chromatography  showed  generalized 
increase  in  amino  acids  in  the  urine  in- 
cluding elevated  phenylalanine.  There 
was  no  elevation  of  phenylalanine  or 
other  amino  acids  within  the  blood  spe- 
cimens. The  child  then  moved  away 
from  this  area.  The  diagnosis  was  con- 
genital aminoaciduria. 
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Case  5 — This  child  was  born  on  July 
20,  1965,  by  Caesarean  section.  A blood 
specimen  tested  on  July  29,  1965  was 
negative  for  phenylalanine,  but  a urine 
specimen  subsequently  tested  on  August 
23,  1965  showed  over  6 mg/100  ml.  A 
subsequent  blood  specimen  done  August 
27th,  showed  a concentration  of  20  mg/ 
100  ml.  Specimens  taken  prior  to  thera- 
py on  September  3,  1965  showed  a phe- 
nylalanine concentration  of  over  20 
mg/ 100  ml  in  both  blood  and  urine.  Dr. 
Guthrie  confirmed  the  elevation  of  phe- 
nylalanine in  the  blood.  He  also  noted 
an  elevation  of  blood  tyrosine  which  was 
greater  than  that  of  phenylalanine,  and 
a slight  elevation  of  other  amino  acids. 
Because  of  the  elevation  of  phenylala- 
nine, the  patient  was  placed  on  a partial 
low  phenylalanine  diet.  By  September 
27,  1965  the  determinations  for  blood 
phenylalaline  w ere  negative.  Subse- 
quent determinations  remained  at  a 
level  of  about  2 mg/100  ml.  Because  of 
the  danger  of  phenylalanine  deficiency, 
an  increasing  proportion  of  the  diet  was 
replaced  with  normal  food.  In  Febru- 
ary, 1966,  it  was  decided  to  try  the  child 
on  a full  normal  diet.  Following  a week 
of  such  diet,  a blood  level  of  phenyl- 
alanine was  approximately  4 mg/100 
ml.  The  child  was  continued  on  a full 
diet.  These  specimens  taken  following 
a full  diet  were  also  examined  by  Dr. 
Guthrie,  who  found  no  abnormal  levels 
of  amino  acids.  The  diagnosis  was  pro- 
longed immaturity  of  liver  enzyme  sys- 
tems, including  phenylalanine  hydroxy- 
lase. 

Case  6 — This  female  infant  was  born 
on  June  20,  1965.  The  first  specimen 
examined  on  June  29,  1965  showed  a 
blood  level  of  phenylalanine  of  approxi- 
mately 8 mg/ 100  ml.  Urine  tests  were 
all  negative  for  phenylalanine.  A sub- 
sequent specimen  tested  on  July  7, 
1965  showed  a blood  level  of  approxi- 
mately 12  mg/100  ml.  The  child  was 
placed  on  a low  phenylalanine  diet. 
However,  negative  phenylalanine  de- 
terminations on  the  blood  were  soon  ob- 
tained, and  it  was  necessary  to  give  the 
infant  approximately  half  noiTnal  food 


in  order  to  maintain  a phenylalanine 
level  of  at  least  2 mg/100  ml.  The  child 
was  tried  on  a full  diet  in  October,  1965, 
and  a specimen  obtained  following  this 
showed  a phenylalanine  blood  level  of 
12  mg/100  ml.  The  abnormal  speci- 
mens were  also  examined  by  Dr.  Guth- 
rie who  found  a blood  tyrosine  of  ap- 
proximately 2 to  4 mg/100  ml,  with 
slight  elevation  of  many  amino  acids 
in  the  blood  and  urine.  Subsequently, 
this  child  moved  from  this  area  and 
could  not  be  followed  further.  The  di- 
agnosis was  presumed  to  be  delayed 
maturation  of  enzymes  as  in  case  5. 

Case  7 — This  child  was  born  on 
March  22,  1966.  Prenatal  history  was 
not  remarkable.  A routine  blood  speci- 
men examined  on  April  1 contained  ap- 
proximately 10  mg/100  ml  of  phenyl- 
alanine. On  April  8 it  was  6 mg/100 
ml.  This  was  considered  as  showing 
decreasing  levels,  or  at  least  no  increase 
in  levels,  so  the  infant  was  continued 
on  a full  milk  diet.  No  chromatog- 
raphy studies  were  done.  Urine  speci- 
men on  August  22  was  negative.  Blood 
specimen  done  May  2 was  also  nega- 
tive. The  diagnosis  was  transient  ele- 
vation of  phenylalanine  similar  to  case 
3. 

Discussion 

The  finding  of  one  “presumptive  positive” 
blood  determination  per  468  samples  is  com- 
parable to  the  experience  in  Massachusetts, 
where  it  has  been  estimated  that  there  would 
be  approximately  one  “presumptive  posi- 
tive” in  300  detei-minations  if  screening  was 
done  at  the  level  of  4 mg/100  ml.^  In  the 
PKU  trial  program  conducted  by  Dr.  Guth- 
rie, there  was  one  “presumptive  positive” 
for  each  275  tests.^  If  one  considers  the 
“false  positives”  to  be  only  those  infants  in 
which  neither  PKU  nor  other  abnormality 
could  be  detected,  then  our  incidence  of 
“false  positives”  would  have  been  one  per 
800  samples.  It  is  possible  that  some  of 
these  infants  which  appeared  to  be  false 
positives  actually  had  transient,  but  true, 
elevations  of  phenylalanine  which  had  re- 
turned to  nomial  by  the  time  of  a repeat 
blood  determination.  In  any  case,  it  does 
not  appear  that  false  positives  are  a prob- 
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lem  in  the  blood  determination  by  the 
Guthrie  method.  We  have  found  two  chil- 
dren with  phenylketonuria  out  of  approxi- 
mately 8,000  infants  tested.  This  is  more 
than  expected, 2 but  the  number  is  too  small 
for  an  adequate  estimation  of  the  occurrence 
of  PKU  in  the  population  of  the  area. 
Both  of  these  cases  were  found  within  the 
first  3,000  samples  and  none  have  been 
found  since. 

We  have  utilized  the  followup  urine  de- 
termination in  an  effort  to  pick  up  any 
children  who  might  have  PKU  but  who 
were  not  ingesting  sufficient  milk  to  have 
an  elevation  of  blood  phenylalanine  by  the 
time  of  discharge  from  the  hospital.  Case 
5 would  indicate  that  this  is  a valid  assump- 
tion, although  that  case  was  eventually 
shown  not  to  be  true  PKU.  False  positives 
have  been  more  troublesome  with  urine  de- 
terminations than  with  blood  determinations. 
We  have  found  that  many  of  these  false 
urine  elevations  have  been  associated  with 
apparent  contamination  of  the  filter  paper 
with  stool.  Many  of  these  can  be  recognized 
because  of  the  moderate  discoloration  which 
results  from  the  contamination.  We  have 
checked  as  many  of  these  as  possible  by  re- 
peating the  blood  phenylalanine  determina- 
tion; although  it  is  probably  adequate  to  re- 
examine these  babies  by  means  of  the  more 
simple  urine  tests  which  are  readily  avail- 
able in  the  physician’s  office.  Guthrie  rec- 
ommends a repeat  blood  determination  at 
four  weeks  of  age  as  preferable  to  the  urine 
screening.! 

The  case  reports  illustrate  that  most  cases 
of  true  elevation  of  phenylalanine  in  serum, 
urine,  or  both,  are  not  associated  with 
phenylketonuria.  The  first  case  is  the  only 
classical  example  of  the  disease  which  we 
have  uncovered.  Although  the  disease  ob- 
tained its  name  because  of  the  abnormal 
levels  of  phenylalanine  and  phenylalanine 
metabolytes  within  the  urine,  the  damage  to 
the  child  is  obviously  the  result  of  elevations 
in  the  blood.  After  a diagnosis  has  been  es- 
tablished, it  is  the  blood  levels  which  must 
be  controlled.  The  second  case  illustrates 
a peculiarity  of  some  cases  of  PKU  which 
became  evident  during  the  national  screen- 
ing program  conducted  by  Dr.  Guthrie.!- 2 


The  first  characteristics  of  a disease  which 
are  recognized  are  those  which  are  typical 
of  the  more  severe  process.  Following  this, 
one  frequently  finds  atypical  cases  and 
borderline  cases.  As  illustrated  in  the  sec- 
ond case,  the  child  apparently  never  spilled 
abnormal  amounts  of  phenylalanine  in  the 
urine.  We  might  say  then  that  the  child  has 
“phenylketonuria”  without  having  “phenyl- 
ketonuria,” although  actually  phenylalanine 
is  the  material  being  measured  in  the  Guth- 
rie method.  Although  the  name  of  phenyl- 
ketonuria may  not  technically  be  applicable 
to  this  particular  form  of  the  disease,  it  will 
obviously  persist  because  the  diagnostic  im- 
plications are  similar.  It  would  appear  that 
a considerable  number  of  infants  with 
phenylketonuria  will  fall  into  this  particular 
pattern,  if  the  experience  follows  that  noted 
in  Massachusetts.!-  2- !“  This  variant  of  PKU 
has  been  called  “occult  phenylketonuria” 
which  was  the  term  used  by  Mabry,  Nelson, 
and  Horner,®  who  noted  elevated  blood  phe- 
nylalanine associated  with  negative  urine 
ferric  chloride  test  for  phenylpyruvic  acid. 

Case  4 illustrates  a primary  defect  in  the 
resorption  of  amino  acids  in  the  kidney.  A 
case  of  this  type  causes  confusion  only  be- 
cause of  the  persistent  elevation  of  urine 
phenylalanine.  The  diagnosis  of  true  PKU 
can  be  eliminated  by  the  finding  of  a normal 
level  of  phenylalanine  in  the  blood. 

Cases  3,  5,  6,  and  7 all  represent  eleva- 
tions of  blood  phenylalanine  which  are  pre- 
sumably related  to  immaturity  of  the  phenyl- 
alanine hydroxylase  system  within  the  liver. 
It  has  been  known  for  many  years  that 
there  may  be  a transient  neonatal  elevation 
of  phenylalanine  as  well  as  of  other  amino 
acids.!’®  These  cases  suggest  that  this  im- 
maturity may  persist  for  a considerable  pe- 
riod of  time.  In  some  cases,  it  may  disap- 
pear within  a matter  of  days  and  these  would 
then  be  considered  “false  positives.”  These 
infants  generally  show  an  increase  in  other 
amino  acids,  particularly  tyrosine,  and  this 
helps  with  their  recognition.  The  blood  and 
urine  can  be  examined  by  paper  chromatog- 
raphy to  illustrate  the  generalized  amino 
acid  abnormalities.  I have  generally  advised 
the  infant’s  physician  to  place  the  child  on 
a low  phenylalanine  diet  until  the  diagnosis 


May,  1967 


245 


of  PKU  is  either  substantiated  or  the  bio- 
chemical abnormality  disappears.  This  is 
always  done  with  the  knowledge  that  the 
therapy  of  children  with  PKU  is  extremely 
difficult  and  that  there  is  an  ever  present 
danger  of  death  from  phenylalanine  defi- 
ciency, which  would  be  a particular  tragedy 
in  a child  who  is  not  suffering  from  true 
PKU.^-  ® To  do  otherwise,  would  be  to  risk 
the  damage  that  occurs  quite  soon.i®  The 
diagnosis  in  most  of  these  cases  can  be  sus- 
pected initially  because  of  the  lower  blood 
level  of  phenylalanine,  although  this  is  cer- 
tainly not  an  infallible  rule,  as  noted  in  the 
above  cases.  Several  methods  have  been  sug- 
gested by  Guthrie^  to  establish  the  fact  that 
these  infants  do  not  have  PKU.  We  have 
utilized  the  one  which  appears  to  be  the 
easiest;  namely,  trying  the  child  on  a 24  to 
48  hour  period  of  regular  milk  diet  to  see  if 
the  blood  levels  of  phenylalanine  remain  at 
a normal  level.  If  they  do,  the  infant  is  con- 
tinued on  a regular  milk  diet.  If  the  levels 
of  phenylalanine  rise,  a low  phenylalanine 
diet  is  continued  for  several  more  weeks 
and  the  test  is  then  repeated. 

W^e  have  not  observed  the  other  interest- 
ing variant  of  phenylketonuria ; namely,  ma- 
ternal phenylketonuria.^'  ® Apparently,  some 
individuals  with  PKU  are  mentally  nonnal. 
Even  though  their  children  may  not  have 
PKU,  since  this  is  a recessive  trait,  it  is 
important  to  recognize  these  women,  because 
their  infants  may  be  affected  during  preg- 
nancy if  they  are  not  placed  on  low  phenyl- 
alanine diets  during  this  time.  It  is  unfor- 
tunate that  we  have  not  been  able  to  test  the 
mothers  of  all  of  the  infants  who  have  been 
found  to  have  transient  elevations  of  blood 
phenylalanine  shortly  after  birth.  The  de- 
mands of  a screening  program  become  ex- 
ceedingly difficult  when  one  is  presented 
with  the  choice  of  having  to  decide  whether 
to  test  infants  early  in  order  to  detect  tran- 
sient elevations  of  blood  phenylalanine 
resulting  from  the  rare  cases  of  maternal 
phenylketonuria  or,  on  the  other  hand,  to 
delay  the  determination  until  the  child  has 
ingested  sufficient  milk  so  as  not  to  miss 
cases  of  true  PKU  in  the  infant.  It  appears 
that  the  latter  is  the  more  reasonable  choice. 

As  experience  has  developed  with  the  PKU 
detection  program,  it  has  become  apparent 


that  many  pitfalls  lie  in  the  path  of  accurate 
diagnosis.  An  elevation  of  either  blood  or 
urine  phenylalanine,  or  both  together,  can- 
not be  accepted  as  definite  evidence  of  PKU. 
Following  the  diagnosis  of  PKU,  one  is  pre- 
sented with  the  even  greater  problem  of 
patient  management.  Each  child  must  be 
treated  individually.  The  immediate  dan- 
ger appears  to  be  greater  from  phenylala- 
nine deficiency,  since  this  may  result  in 
death  of  the  child,  whereas  excess  phenylala- 
nine will  result  in  mental  retardation  in  most 
cases,  and  even  this  does  not  become  evi- 
dent for  several  months.  The  difficulties  of 
management  have  been  recently  discussed 
by  Umbarger,  Berry,  and  Sutherland.^ 
Some  states  have  met  these  problems  by  set- 
ting up  a team  of  trained  personnel.  Nei- 
ther can  one  assume  that  the  disease  is  en- 
tirely excluded  if  all  the  infants  are  screened 
by  routine  blood  inhibition  assays.  It  has 
been  suggested  that  perhaps  11%  would  be 
missed  even  in  such  a progi’am.'^  The  limi- 
tation of  the  ferric  chloride  urine  test  for 
screening  is  well  known.®-  ® Finally,  one 
must  realize  that  normal  development  is  not 
assured  by  the  low  phenylalanine  diet.^® 

Despite  these  many  reseiwations,  the  rou- 
tine screening  of  all  newborn  infants  is  es- 
sential, because  it  represents  the  only  pos- 
sibility of  reducing  the  mental  retardation 
which  will  almost  always  result  from  PKU. 
The  cases  of  PKU  noted  in  this  article  would 
undoubtedly  not  have  been  picked  up  at  this 
early  age  in  the  absence  of  routine  screen- 
ing. Neither  of  these  families  gave  any  posi- 
tive history  of  previous  mental  retardation. 
It  is  hoped  that  in  the  future,  a test  will  be 
developed  which  at  one  time  will  screen  for 
many  other  metabolic  diseases  in  addition 
to  PKU.2  Until  that  time,  the  Guthrie 
method  represents  a feasible  and  practical 
method  of  approach  to  this  end. 
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Current  Status  of  Thymectomy  for  Myas- 
thenia Gravis  — C.  R.  Hatcher,  Jr.,  et  al 
(Emory  Univ  School  of  Medicine,  Atlan- 
ta). Ann  Thor  Surg  3:132-135  (Feb) 
1967. 

In  the  ten-year  period  1955  to  1965,  thy- 
mectomy was  performed  in  11  patients  in 
the  treatment  of  myasthenia  gravis.  Indi- 
cations for  thymectomy  were  demonstrable 
thymic  abnormality  by  roentgenogram  ex- 
amination, or  unsatisfactory  response  to 
ideal  medical  management  or  both.  Prophy- 
lactic tracheostomy  was  performed  routine- 
ly to  aid  in  aspiration  of  secretions  and  to 
permit  assisted  or  controlled  ventilation  in 
the  postoperative  period.  Patients  in  whom 


dysphagia  had  been  a significant  symptom 
were  also  given  a feeding  gastrostomy. 
There  was  no  mortality  in  this  group.  On 
pathological  examination,  6 glands  con- 
tained thymomas,  two  glands  demonstrated 
hyperplasia,  and  three  glands  were  consid- 
ered normal  for  the  patients’  age.  Follow- 
ing thymectomy,  one  patient  obtained  an 
excellent  result  (asymptomatic,  off  all  medi- 
cations), seven  patients  obtained  a good  re- 
sult (improved  control  on  reduced  medica- 
tions), and  in  three  patients  the  clinical 
course  was  unchanged.  Although  the  results 
of  thymectomy  are  unpredictable,  it  should 
be  considered  when  thymic  abnormality  is 
demonstrated  or  medical  management  is  un- 
satisfactory. 
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Medicinews 

How  long-  do  they  stay,  and  how  much 
does  it  cost?  — 

1.  Average  stay  in  U.S.  community 


hospitals : 

Under  65:  constant  at  6.8  days 

Over  65:  1966,  July 11.2 

August  - 12.0 

September  12.5 

October  12.6 

November  12.7 

December  13.3 


That’s  an  increase  of  18.75%  in  only  five 
months. 

2.  Per  patient  day: 

payroll  total  hospital 
expense  expense 


1965  ...$30.67  $49.87 

1966  $35.28  $56.69 


New  appointments 

Arthur  E.  Hess,  Director  of  the  Bureau 
of  Health  Insurance  since  the  launching 
of  the  medicare  program,  has  been  promot- 
ed to  the  newly  created  position  of  Deputy 
Commissioner  of  Social  Security. 

Thomas  M.  Tierney  of  Denver,  Colorado, 
has  been  selected  as  the  new  Director  of 
Health  Insurance;  he  is  an  attorney  and  is 
now  President  of  Colorado  Hospital  Service 
(Blue  Cross). 

Hospital  expenses  are  going  up — 

Two  estimates  of  the  1966  to  1967  rise 
in  hospital  cost  are  18.6%  and  11%. 

It  is  anticipated  that  the  average  patient 
day  will  cost  $57.93. 

Hospital  costs  are  about  twice  what  HEW 
had  predicted  when  legislation  was  being 
written.  Does  that  mean  Medicare  will  go? 
0 no,  we  have  to  get  more  money,  like  rais- 
ing the  social  security  tax.  Like  some  of 
us  said  would  happen,  before  the  law  was 
passed. 

New  guide  available — 

“Guides  to  the  evaluation  of  permanent 
impairment  — mental  illness”  is  now  avail- 


able. It  is  the  tenth  in  the  series,  “Guides  ' 
to  the  evaluation  of  permanent  impair-  ; 
ment.  A limited  number  of  copies  of  this 
guide  may  be  obtained,  without  charge,  by  1 

writing  to  the  Committee  on  rating  of  mental  ] 

and  physical  impairment,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610.  , 

Previously  published  guides  in  the  series  i 
deal  with  the  extremities  and  back ; the 
visual  system ; the  cardiovascular  system ; 
ear,  nose,  throat,  and  related  structures;  j |< 
the  central  nervous  system ; the  digestive  I f 
system ; the  peripheral  spinal  nerves ; the  | |i 
respiratory  system ; and  the  endocrine  sys- 
tem. 


Ethical  responsibilities  in  prescribing 
drugs  and  devices — 

It  is  unethical  for  a physician  to  be  in- 
fluenced in  the  prescribing  of  drugs  or  de- 
vices by  his  direct  or  indirect  financial  in- 
terest in  a pharmaceutical  firm  or  other 
supplier.  It  is  immaterial  whether  the  firm 
manufactures  or  repackages  the  products 
involved. 

It  is  unethical  for  a physician  to  own 
stock  or  have  a direct  or  indirect  financial 
interest  in  a firm  that  uses  its  relationship 
with  physician-stockholders  as  a means  of 
inducing  or  influencing  them  to  prescribe  the 
firm’s  products.  Practicing  physicians 
should  divest  themselves  of  any  financial 
interest  in  firms  that  use  this  form  of  sales 
promotion.  Reputable  firms  rely  upon  qual- 
ity and  efficacy  to  sell  their  products  under 
competitive  circumstances,  and  not  upon 
appeal  to  physicians  with  financial  involve- 
ments which  might  influence  them  in  their 
prescribing. 

Prescribing  for  patients  involves  more 
than  the  designation  of  drugs  or  devices 
which  are  most  likely  to  prove  efficacious  in 
the  treatment  of  a patient.  The  physician 
has  an  ethical  responsibility  to  assure  that 
high  quality  products  will  be  dispensed  to 
his  patient.  Obviously,  the  benefits  of  the 
physician’s  skill  are  diminished  if  the  patient 
receives  drugs  or  devices  of  inferior  quality. 

Inasmuch  as  the  physician  should  also  be 
mindful  of  the  cost  to  his  patients  of  drugs 
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or  devices  he  prescribes,  he  may  properly 
discuss  with  patients  both  quality  and  cost. 

Adopted  by  the  Judicial  Council,  Ameri- 
can Medical  Association,  March  12,  1967. 

The  county  societies — 

The  Lancaster  County  Medical  Society 
met  with  the  Lancaster  County  Bar  Asso- 
ciation on  March  21st,  1967. 

No  business  was  transacted.  Miss  Vicki 
Hensley,  a student  at  Northeast  High 
School,  spoke  in  behalf  of  a building  fund 
drive  for  the  YMCA-YWCA.  The  main 
speaker  was  Mr.  Joseph  Adelman,  whose 
talk  was  as  humorous  as  anything  we  have 
heard  in  years.  He  did  not  try  to  tell  the 
doctors  how  to  run  their  affairs,  as  he  felt 
that  the  government  was  doing  an  excellent 
job  in  this  respect.  Mr.  Warren  Johnson, 
President  of  the  Bar  Association,  introduced 
the  new  chairman  of  the  Professional  Rela- 
tions Committee,  which  has  been  set  up  part- 
ly to  make  smoother  association  with  medi- 
cal practitioners. 

Note:  We  will  be  pleased  to  include  here 
goings-on  of  the  various  county  medical  so- 
cieties throughout  the  state. 

Blue  Shield — 

For  the  second  consecutive  year.  Blue 
Shield  third  quarter  benefit  payments  topped 
the  billion  dollar  mark. 

Code  Charlie,  cardiac  catastrophy,  and 
communication — 

This  will  astonish  some,  and  may  evoke 
only  an  I-told-you-so  reaction  in  others. 
The  response  to  a hospital  signal  meaning 
that  someone  requires  immediate  resuscitat- 
ing has,  at  least  in  one  institution,  been 
something  other  than  the  prompt  arrival  of 
a “crash  cart”  and  a cardiac  arrest  team, 
and  has  therefore  proved  disappointing. 
What  should  have  been  a step  forward  turned 
out  to  be  no  help  at  all. 

Too  many  people  came. 

U.  S.  osteopaths — 

last  year 

Number  of  DCs  12,638 

Students  1,034 

AO  A members  9,611 


Our  Medical  Schools 

Two  Creig^hton  Grants — 

Two  research  grants  totaling  $47,875  have 
been  received  by  the  Creighton  University 
School  of  Medicine  from  the  United  States 
Public  Health  Service. 

An  award  for  $25,755  will  be  used  by  Dr. 
C.  M.  Wilhelmj,  Assistant  Clinical  Profes- 
sor of  Dermatology,  for  study  of  “The  prep- 
aration of  purified  skin  antigens.” 

Dr.  Jeno  L.  Kramar,  Professor  of  Pedi- 
atrics, will  use  a grant  of  $20,551  for  re- 
search on  “Capillary  resistance  and  the 
endocrines.” 

May  events  at  U.  of  N. — 

The  three  events  on  the  May  schedule  of 
the  department  of  continuing  education  of 
the  University  of  Nebraska  Medical  Center 
will  all  be  held  on  the  Omaha  campus  in  the 
auditorium  of  the  Eppley  Institute  for  Re- 
search. 

The  annual  meeting  of  the  Nebraska 
Rheumatism  Association  will  be  Thursday, 
May  11,  1967.  Dr.  Vernon  Ward,  president 
of  the  association,  said  the  overall  subject 
of  the  meeting  is  osteoporosis.  Featured 
speaker  will  be  Dr.  Richmond  W.  Smith,  Jr., 
chairman  of  the  department  of  medicine  and 
head  of  the  division  of  endocrinology  at 
Henry  Ford  Hospital  in  Detroit,  Michigan. 
His  topic  will  be  “The  natural  history  and 
implications  of  age-associated  bone  loss.” 
Although  there  is  no  registration  fee,  ad- 
vance registrations  are  requested.  Six  hours 
of  A.A.G.P.  credit  will  be  given  for  attend- 
ance. There  will  be  a nominal  charge  for 
luncheon. 

Clinical  aspects  of  the  aging  process  will 
be  the  subject  of  the  course  Monday  and 
Tuesday,  May  15  and  16.  Dr.  Denham  Har- 
man, professor  of  biochemistry  and  assist- 
ant professor  in  internal  medicine,  is  co- 
ordinator of  the  course.  Registration  fee  of 
$40  includes  two  luncheons.  The  course 
carries  12  hours  of  A.A.G.P.  credit. 

The  final  course  of  the  academic  year  will 
be  “Surgery  and  the  twelfth  annual  Trau- 
ma Day,”  Friday  and  Saturday,  May  26  and 
27.  Dr.  S.  A.  Swenson,  Jr.,  coordinator,  said 


this  year 

12,799 

1,042 

9,794 
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that  Friday  sessions  will  be  devoted  to  the 
total  picture  of  amputations,  with  live  dem- 
onstrations by  the  team  consisting  of  physi- 
cian, social  case  worker,  representative  of 
the  artificial  limb  firm  and  nurse.  Satur- 
day morning  will  be  devoted  to  emergency 
medical  services.  The  session  will  end  at 
noon  Saturday.  Featured  speakers  will  be 
Dr.  J.  C.  Owens,  assistant  professor  of  sur- 
gery at  the  University  of  Colorado,  and  Dr. 
Claude  Lambert,  clinical  professor  of  or- 
thopedic surgery.  University  of  Illinois. 
Registration  fee  of  $30  includes  one  lunch- 
eon. Nine  hours  of  A.A.G.P.  credit  will  be 
given  for  the  course. 

U.  of  N.  seniors — 

Seniors  at  the  University  of  Nebraska 
College  of  Medicine  received  their  intern- 
ship appointments  this  month. 

The  internships  are  assigned  by  the  Na- 
tional Internship  Matching  Program,  Inc., 
the  official  cooperative  plan  for  internship 
appointments  of  the  American  Medical  As- 
sociation, the  American  Hospital  Associa- 
tion, the  American  Protestant  Hospital  As- 
sociation, the  Association  of  American  Med- 
ical Colleges,  the  Catholic  Hospital  Associa- 
tion and  the  Student  American  Medical  As- 
sociation. The  group  was  organized  in  1953 
to  insure  an  orderly  process  of  intern  place- 
ment, since  the  supply  of  interns  falls  far 
short  of  the  demand. 

Sixty-four  of  Nebraska’s  seniors  received 
appointments  to  the  first  hospital  of  their 
choice,  according  to  Dr.  Cecil  L.  Wittson, 
dean  of  the  College.  Four  received  appoint- 
ments to  the  hospital  of  their  second  choice 
and  four  to  the  third  choice  hospital. 

Award  to  Dr.  Faulkner — 

A University  of  Nebraska  Medical  Center 
researcher  is  the  recipient  of  a coveted 
Career  Development  Award  from  the  Sur- 
geon General  of  the  United  States. 

He  is  Dr.  Robert  Faulkner,  37,  Assistant 
Professor  of  Biochemistry. 

The  award  was  made  upon  the  recommen- 
dation of  the  National  Advisory  General 
Medical  Sciences  Council.  Made  for  the  first 


time  at  Nebraska,  it  includes  full  salary, 
benefits,  and  other  indirect  costs  to  support 
Dr.  Faulkner’s  research  and  teaching  work 
for  five  years,  beginning  July  1,  1967. 

A limited  number  of  Career  Awards  are 
made  to  “increase  the  number  of  stable, 
full-time  career  opportunities  for  scientists 
of  superior  potential  and  capability  in  the 
sciences  related  to  health,”  according  to  the 
Department  of  Health,  Education  and  Wel- 
fare. 

Dr.  Faulkner  has  been  conducting  research 
in  the  biochemistry  of  nucleic  acids,  with 
special  emphasis  on  sequential  analysis  of 
soluble  RNA  (ribonucleic  acid). 

He  teaches  several  graduate  courses  in 
addition  to  his  research.  Dr.  Faulkner 
joined  the  faculty  of  the  Medical  Center  in 
1965. 

Career  award  to  Dr.  Nagyvary — 

Dr.  Joseph  Nagyvary,  Assistant  Professor 
of  Biochemistry,  is  the  third  member  of  the 
Creighton  University  medical  faculty  to  re- 
ceive a Career  Development  Award. 

The  award  is  made  by  the  Department  of 
Health,  Education,  and  Welfare  upon  rec- 
ommendation of  the  National  Advisory  Gen- 
eral Medical  Sciences  Council.  Purpose  of 
the  five-year  award  is  to  provide  full-time 
career  opportunities  for  health  scientists 
who  have  demonstrated  capacity  for  inde- 
pendent research. 

Other  Creighton  faculty  members  who 
have  received  this  distinction  are  Dr.  Ed- 
ward H.  Grinnell,  Associate  Professor  of 
Physiology  and  Pharmacalogy,  and  Dr.  Ed- 
ward L.  Rongone,  Associate  Professor  of 
Biological  Chemistry.  A fourth  member  of 
the  faculty.  Dr.  William  T.  Niemer,  holds 
a similar  award  on  a lifetime  basis.  This 
is  the  Career  Research  Award  which  he  re- 
ceived in  1962.  Dr.  Niemer  is  professor  of 
anatomy. 

Dr.  Nagyvary’s  award  is  valued  at  $15,217 
the  first  year.  The  recipient  is  a native  of 
Szeged,  Hungary.  He  received  his  doctor- 
ate from  the  University  of  Zurich  in  1962 
and  took  postdoctoral  studies  at  Cambridge 
University  in  England  the  following  year. 
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In  his  research,  Dr.  Nagyvary  has  de- 
veloped an  inexpensive  experimental  cancer- 
retarding  compound.  It  is  the  cancer  re- 
tardation compound  presently  drawing  the 
most  attention  from  researchers.  Dr.  Nagy- 
vary has  made  the  chemical  into  larger  units 
or  molecules  which  can  also  be  produced  at 
less  cost. 

The  expected  benefit  of  the  larger  mole- 
cules is  that  they  will  be  more  difficult  for 
the  body  to  expel  and  therefore  will  have 
more  time  to  act  on  cancer  cells.  So  far, 
Dr.  Nagyvary  has  experimented  with  the 
chemical  on  viruses  and  bacteria. 

Dr.  Slowinski  named — 

Dr.  Eugene  J.  Slowinski  has  been  named 
chairman  of  the  Departments  of  Obstetrics 
and  Gynecology  at  the  Creighton  University 
School  of  Medicine  and  at  Creighton  Me- 
morial St.  Joseph’s  Hospital.  Announcement 
of  the  appointment  was  made  by  Dr.  Rich- 
ard L.  Egan,  Dean  of  the  School  of  Medicine, 
and  by  Sister  M.  Antonette,  O.S.F.,  Admin- 
istrator of  St.  Joseph’s  Hospital.  A native 
of  Elizabeth,  N.J.,  Dr.  Slowinski  was  as- 
sistant professor  of  obstetrics  and  gynecol- 
ogy at  New  Jersey  College  of  Medicine  be- 
fore coming  to  Omaha. 

The  new  department  chairman  received 
his  medical  degi-ee  from  Georgetown  Uni- 
versity School  of  Medicine  and  took  his  ob- 
stetrics and  gynecology  residency  at  the 
Georgetown  University  Medical  Center.  In 
New  Jersey  he  was  consultant  gynecologist 
at  St.  Barnabas  Hospital,  Livingston,  N. J. ; 
attending  gynecologist  at  St.  Michael  Hos- 
pital, Newark,  N.J.,  and  at  Essex  County 
Hospital;  and  associate  attending  gynecolo- 
gist at  St.  Vincent  Hospital,  Montclair,  N.J. 
In  addition  he  was  consultant  obstetrician 
for  the  Metropolitan  District  of  the  New 
Jersey  State  Department  of  Health,  and  as- 
sociate coordinator  for  the  Program  for  Pre- 
natal Care  to  the  Indigent  Population  of 
Newark,  N.J. 

Large  enrollment  in  freshman  class  next  fall — 

Next  fall’s  freshman  class  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  will 
have  not  only  the  largest  enrollment  in  the 


College’s  history  but  also  the  largest  female 
contingent.  Twelve  women  have  been  ac- 
cepted in  the  class  of  92. 

The  college  received  more  than  400  appli- 
cations. The  92  were  selected  on  the  basis 
of  their  college  records,  medical  college  ad- 
mission tests,  personal  interviews,  charac- 
ter references,  and  Nebraska  residence.  The 
college  received  over  1200  inquiries  about 
admission  for  this  coming  class. 

The  group’s  scores  on  the  medical  college 
admission  tests  were  for  the  most  part 
higher  than  last  year’s,  which  exceeded  those 
for  the  North-Central  Region  in  all  cate- 
gories and  the  Northeast  Region  with  its  so- 
called  “Ivy  League”  schools,  in  several  cate- 
gories. 

Seventy-nine  are  residents  of  the  state 
of  Nebraska,  and  13  are  nonresidents. 

Sixty-one  will  have  received  their  bache- 
lor’s degrees  by  the  time  classes  start  Sep- 
tember 11.  Three  others  will  have  finished 
four  years  of  college  but  have  not  yet 
earned  their  degrees.  Twenty  - eight  will 
have  completed  three  years  of  college.  Seven 
have  done  graduate  work. 

Sixty-eight  of  the  class  are  coming  from 
colleges  within  the  state  — 42  from  the 
University  of  Nebraska. 

The  interns — 

Forty-eight  of  the  69  medical  seniors  at 
the  Creighton  University  School  of  Medicine 
received  their  first  choice  in  the  Intern 
Matching  Program,  it  was  announced  by  Dr. 
Richard  L.  Egan,  Dean  of  the  School  of 
Medicine. 

The  senior  medics  have  been  assigned  to 
38  hospitals  in  18  states.  Twenty-two  mem- 
bers of  the  class  will  remain  in  Nebraska. 

Medical  students  to  hear  talk — 

Research  pertaining  to  space  environ- 
ment was  discussed  at  a talk  for  Creighton 
University  medical  students  Saturday, 
March  18,  1967,  at  10  a.m.  Speaker  was  Dr. 
Anthony  J.  Carnazzo,  advanced  research  fel- 
low of  the  American  Heart  Association.  He 
is  conducting  research  at  the  Creighton  Uni- 
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versity  Cardiac  Laboratory  at  Creighton  Me- 
morial St.  Joseph’s  Hospital,  and  recently 
visited  the  School  of  Aerospace  Medicine  at 
San  Antonio,  Texas. 

The  talk  was  part  of  Creighton  Univer- 
sity’s program  of  Medical  Education  for 
National  Defense.  In  addition  to  the  talk, 
a film  was  shown  concerning  the  aerospace 
medical  facilities  and  research  being  con- 
ducted at  the  School  of  Aerospace  Medicine. 

Fund  drive  for  new  library  at  U.  of  N. — 

The  University  of  Nebraska  College  of 
Medicine  and  its  Alumni  Association  an- 
nounced this  month  a $350,000  fund  drive 
to  help  build  a new  Library  of  Medicine. 

Dr.  Leon  S.  McGoogan,  professor  of  ob- 
stetrics and  gynecology,  is  the  general  drive 
chairman.  Dr.  George  B.  McMurtrey,  a 
member  of  the  volunteer  faculty  and  presi- 
dent of  the  Alumni  Association,  will  head 
the  alumni  portion  of  the  drive. 

Members  of  the  faculty  and  staff  of  the 
medical  center,  alumni  of  the  college  through- 
out the  country,  and  all  physicians  and  allied 
health  personnel  in  the  state  will  be  asked 
to  contribute.  There  will  be  physician-cap- 
tains in  each  councillor  district  in  the  state. 
There  is  a special  gifts  division  to  solicit 
from  business,  industry  and  citizens,  either 
allied  to  the  health  fields  or  interested  in 
the  advancement  of  education  and  the  sci- 
ences. 

Dr.  McGoogan,  in  announcing  the  drive, 
stressed  that  campaign  will  be  conducted 
only  by  volunteers.  No  professional  fund- 
raising organization  is  involved. 

The  present  library  occupies  a converted 
patient  ward  in  University  Hospital,  quar- 
ters it  was  assigned  “temporarily”  some  40 
years  ago.  There  are  no  individual  study 
areas,  the  collection  is  housed  in  sub-base- 
ments scattered  throughout  the  campus ; and 
new  shelf  space  is  virtually  non-existent. 

The  new  Library  of  Medicine  will  be  built 
atop  the  Basic  Sciences  Building  now  under 
construction.  The  library  will  contain  three 
or  four  floors,  with  space  for  a'  minimum  of 
283,000  volumes.  It  will  offer  ample  and 
flexible  study  areas  and  lounges,  and 


strengthen  the  medical  college’s  bid  for  its 
library  to  be  designated  as  one  of  the  few 
official  regional  libraries  in  the  nation. 

The  estimated  cost  of  a three-story  li- 
brary building  is  $2,400,000. 

Dean  Cecil  L.  Wittson  said  an  application 
for  federal  matching  funds  is  pending.  The 
limited  amount  of  federal  money  available 
for  construction  of  medical  libraries  and  the 
state  s already  generous  contributions  to- 
ward construction  of  a hospital  addition  and 
basic  sciences  building  at  the  medical  center 
make  the  fund  drive  necessary.  Dr.  Wittson 
stated. 

The  new  library  will  contain  sophisticated 
electronic  systems  of  information  storage, 
retrieval  and  dissemination  designed  to 
speed  and  improve  service  to  students,  fac- 
ulty and  physicians  throughout  the  region. 

The  present  library  is  designated  as  the 
official  library  of  the  Nebraska  State  Medi- 
cal Association. 

“To  me  it  is  fitting  that  we  make  this 
effort  in  Nebraska’s  Centennial  year,”  Dr. 
McGoogan  said.  “I  hope  each  physician  in 
Nebraska  will  respond  to  our  cause.” 


Dr.  McIntyre — 

Dr.  A.  R.  McIntyre,  professor  and  chair- 
man of  the  department  of  physiology  and 
pharmacology  at  the  University  of  Nebras- 
ka Medical  Center,  has  contributed  an  ar- 
ticle to  the  Encyclopedia  of  Phai'macology 
being  published  by  the  Medical  College  of 
Paris  (Sorbonne  University).  Dr.  McIn- 
tyre’s article  is  on  the  history  of  curare 
compounds. 

Dr.  McIntyre  has  been  known  as  one  of 
the  leaders  in  the  field  of  curare  research 
since  he  published  his  first  paper  on  the 
subject  in  1940.  The  substance  has  been 
known  for  years  as  a poison  used  by  South 
American  natives  on  the  tips  of  their  ar- 
rows in  order  to  assure  the  kill  of  man  and 
beast.  It  is  used  in  medicine  as  a highly 
effective  means  of  relaxing  muscular  tissue. 

In  1954,  Dr.  McIntyre  was  recognized  by 
the  Italian  government  for  his  work  in  in- 
troducing curare  derivatives  in  surgical 
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anesthesia.  He  and  Dr.  Griffith  of  Toronto 
were  awarded  the  first  Antonio  Feltrinelli 
International  Foundation  prize  by  L’ Aca- 
demia Nazionale  dei  Lincei.  The  academy 
is  reported  to  be  the  oldest  scientific  society 
in  the  world,  dating  to  1603. 

Dr.  McIntyre’s  other  publications  on  cur- 
are include  a chapter  in  the  book,  Curare 
and  Curare-Like  Agents,  edited  by  D.  Bovet, 
a Nobel  Prize  winner,  and  Curare,  Its  His- 
tory, Nature  and  Clinical  Use,  published 
by  the  University  of  Chicago  Press  in  1947. 

Dr.  McIntyre  and  his  associates,  including 
Dr.  A.  L.  Bennett,  professor  of  physiology 
and  pharmacology  at  the  Medical  Center, 
have  been  doing  research  with  curare  for 
about  30  years.  They  found  the  alkaloid 
portion  of  curare  to  be  valuable  in  relax- 
ing muscles,  and  Dr.  Griffith  applied  it  to 
anesthesia  during  surgery,  permitting  a 
lighter  dosage  of  anesthetic.  Curare  has  also 
been  used  extensively  at  Nebraska  as  a vital 
tool  in  the  investigation  of  the  physiology 
and  pharmacology  of  the  neuromuscular  sys- 
tem. 

Down  Memory  Lane 

1.  It  is  with  joy  and  pride  that  I refer, 
at  this  time,  to  our  journal. 

2.  The  Fox  Bill  is  now  a law.  It  called 
for  a reorganization  of  the  Public  Health 
administration  in  the  state.  Nebraska  had 
been  operating  since  territorial  days  under 
emergency  measures.  This  law  virtually 
means  a new  Health  Department. 

3.  Never  in  the  history  of  the  practice 
of  medicine  have  we  as  physicians  dealt  so 
extensively  with  symptoms  in  the  absence 
of  physical  findings.  Today  the  surgeon 
is  operating  more  and  more  for  appendicitis 
basing  the  operation  upon  certain  clinical 
symptoms,  not  waiting  to  find  a mass  in 
the  right  quadrant  or  signs  of  pus  forma- 
tion. In  dealing  with  cancer  the  same  rule 
is  being  applied;  but  how  little  has  this  rule 
been  applied  in  the  treatment  of  pulmon- 
ary tuberculosis? 

4.  There  are  now  approximately  one  hun- 
dred forty-five  thousand  doctors  in  the  Unit- 
ed States. 


5.  Four  of  the  Dodge  county  physicians 
have  tendered  their  services  to  the  govern- 
ment. 

6.  It  is  believed  by  some  that  miliary  tu- 
berculosis may  be  cured. 

7.  If  physicians  will  do  yeoman  service 
in  public  health  education  and  take  a more 
active  part  in  politics,  as  they  should,  there 
will  be  less  difficulty  in  securing,  in  these 
matters,  what  the  state  is  entitled  to. 

8.  It  is  in  the  highest  degree  desirable 
that  every  physician  in  Nebraska  who  is 
eligible,  should  be  a member  of  this  asso- 
ciation and  it  is  our  ambition  that  none  can 
afford  to  remain  outside. 

Nebraska  State  Medical  Journal 
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Words  We  Can  Do  Without 

1 . Know-how 

2.  Currently 

3.  Pteverse  Trendelenburg 

4.  Upcoming 

5.  Per  se 

6.  Modality 

7.  Physiognomy 


Correlation  of  Histologic  Grading  With  Five- 
Year  Survival  Rates  in  Endomterial  Car- 
cinoma — T.  N.  Roman,  R.  P.  Beck,  and 
J.  P.  A.  Latour  (Royal  Victoria  Hosp, 
McGill  Univ,  Montreal).  Amer  J Obstet 
Gynec  97:117-119  (Jan  1)  1967. 

The  overall  five-year  survival  rate  for  266 
cases  of  endometrial  carcinoma  was  68.4%. 
These  cases  were  studied  to  assess  the  his- 
tologic differentiation  of  endometrial  car- 
cinoma. The  cases  were  classified  histo- 
logically according  to  Broders’  system  and 
the  system  used  at  the  Royal  Victoria  Hos- 
pital for  comparison.  The  results  show  that 
histologic  grading  of  endometrial  carcinoma 
appears  to  have  definite  prognostic  signifi- 
cance. 
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FEATURES 


From  Your  President  — 


Since  May  last  year,  when  I was  chosen 
as  President-elect  of  the  Association,  I have 
attended  many  meetings  with  your  other 
officers,  committee  members,  and  employees. 
The  amount  of  time  and  effort  expended  by 
these  men,  most  of  whom  are  busy  physi- 
cians, has  reached  a magnitude  which  is 
comprehensible  only  to  those  who  have  been 
intimately  concerned  with  the  many  activ- 
ities in  which  we  are  involved.  This  be- 
ing a year  in  which  the  Unicameral  is  in 
session  has  compounded  our  responsibilities 
a great  deal.  I have  heard  few  complaints 
from  any  of  the  forementioned  men  in  re- 
gard to  their  jobs  or  their  responsibilties. 
However,  I have  an  impression,  hardly 
gleaned  from  any  one  source,  that  some  seg- 
ments of  our  membership  are  not  in  accord 
with  some  of  our  activities  and,  in  fact,  have 
been  highly  critical  at  times. 

During  the  course  of  the  next  year,  I will 
appreciate  hearing  from  anyone  with  con- 
structive criticism,  so  that  all  members  may 
have  a voice  in  the  conduct  of  the  Associa- 
tion’s business.  We  live  in  changing  times, 
and  must  be  aware  of  the  fact  that  we  must 
change  with  the  times  or  be  subject  to  more 
and  more  regulation  by  governmental  de- 
cree. We  must  anticipate  the  needs  of  our 
changing  society  to  the  point  that  we  are 
able  to  take  a positive  approach,  especial- 
ly toward  legislation  relating  to  the  health 
field.  Our  position  at  present  is  one  of 
opposing  most  of  the  proposed  legislative 
bills.  We  are  thus  branded  by  our  legis- 
lators as  always  being  against  things  and 
never  for  anything.  I hope  to  say  more 
about  this  later. 

At  the  last  meeting  of  the  Policy  Com- 
mittee, we  were  asked  to  take  some  action 
toward  removing  the  vendor  pajunents  by 
the  Welfare  Department  for  Welfare  pa- 
tients. Since  this  Association  asked  for  a 
bill  to  authorize  vendor  payments  in  1963, 
when  the  House  of  Delegates  endorsed  the 
Supplementary  Report  of  the  Committee  on 
Uniform  Fee  Schedule  and  Advisory  to  Gov- 
ernmental Agencies  to  the  Board  of  Coun- 


cilors and  House  of  Delegates,  this  action 
would  put  us  in  an  untenable  position  with 
the  legislature.  The  bill  which  was  drawn 
became  LB  328.  It  was  introduced  to  the 
73rd  session  of  the  legislature,  vigorously 
supported  by  the  N.S.M.A.,  passed  by  the 
legislature,  and  signed  into  law  by  the  Gov- 
ernor on  July  1,  1963.  There  were  good 
reasons  why  we  wanted  this  action  at  that 
time,  and  those  reasons  have  not  changed 
in  any  way  since  then.  I certainly  appre- 
ciate and  endorse  the  philosophy  that  there 
should  be  no  third  party  inserted  between 
a physician  and  his  patient,  but  in  this  in- 
stance a third  party  cannot  be  eliminated 
under  the  existing  rules.  If  vendor  pay- 
ments for  welfare  cases  over  65  are  elim- 
inated, the  State  Welfare  Department  still 
remains  as  the  third  party  between  the  pa- 
tient and  his  physician.  In  addition,  the 
Welfare  Department,  as  the  responsible 
agency,  would  be  in  the  position  of  having 
to  pay  the  doctor’s  bill  in  full  so  that  the 
welfare  patient  could  collect  under  Title 
XVIII  B.  At  present,  the  Welfare  Depart- 
ment has  a ‘buy  in’  arrangement  to  put 
their  over-65  patients  under  Title  XVIII  B. 
The  department  then  asks  for  benefits  as 
prescribed  under  P.L.  89-97,  Title  XVIII 
B,  and  adds  the  deductible  and  co-insurance 
from  Title  XIX.  There  is  no  legislation  to 
enable  them  to  do  otherwise.  If  legislation 
to  remove  vendor  payments  were  to  be  in- 
sisted upon,  then  a bill  would  need  to  be 
written  for  the  1969  session  of  the  legisla- 
ture, and  the  procedure  for  processing  claims 
by  the  Welfare  Department  completely  re- 
vised. Let  us  think  about  it  and  come  up 
with  a positive  approach  if  we  are  to 
turn  face  about  from  our  position  in  1963. 

Congratulations  to  Dr.  Dan  Nye  for  the 
job  he  has  done  for  us  in  this  most  trying 
year.  Also  plaudits  to  Ken,  Bill,  and  all  the 
officers  and  committee  members;  also  con- 
gratulations, Dan,  in  attaining  that  long- 
sought  goal  of  membership  in  the  past  presi- 
dents of  the  N.S.M.A. 

R.  J.  Morgan,  M.D. 
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All  About  Us 

Doctor  James  E.  Bridges,  Fremont,  was 
recently  elected  president  of  the  Dodge 
County  Medical  Society. 

Doctor  Robert  Heaney,  Omaha,  presented 
a paper  on  hard-bone  tissue  at  a recent  meet- 
ing of  the  New  York  Academy  of  Science. 

Doctor  James  Maly,  Fullerton,  was  pre- 
sented the  Blue  Cross-Blue  Shield  Humani- 
tarian Award  at  an  awards  dinner  held  in 
Omaha. 

Doctor  R.  L.  Tollefson,  Wausa,  attended 
the  American  Medical  Conference  on  Rural 
Health  at  Charlotte,  North  Carolina,  held 
in  March. 

Dr.  George  E.  Larson,  Lincoln,  spoke  to 
the  Wayne  County  chapter  of  the  American 
Cancer  Society  March  31,  1967,  on  the  topic: 
“Cancer  of  the  colon  and  rectum.” 

Doctor  Charles  W.  McLaughlin,  Omaha, 
participated  in  a medico-surgical  symposium 
on  intensive  cardiac  care  and  a panel  on 
new  surgery  at  a conference  of  the  Chicago 
Medical  Society. 


Scene 


The  American  Medical  Association  favors 
utilizing  medicaid  instead  of  expanding  med- 
icare. 

Dr.  Charles  Hudson,  AMA  president,  out- 
lined the  Association’s  position  at  a House 
Ways  & Means  Committee  hearing  on  the 
Administration’s  bill  ‘Social  Security 
Amendments  of  1967”  (H.R.  5710).  He  was 
accompanied  by  Dr.  Milford  0.  Rouse,  AMA 
president-elect. 

“Available  tax  funds  should  be  used  to 
give  maximum  health  care  to  those  who 
need  help,”  Dr.  Hudson  said.  “Expenditure 
of  public  funds  on  those  who  do  not  need 
help  limits  the  resources  available  to  those 
who  do  need  it  . . .” 


“We  believe  that  a properly  administered 
Title  19  (medicaid)  with  realistic  criteria 
of  eligibility  designed  for  economically  dis- 
advantaged persons,  plus  the  encouragement 
and  improvement  of  voluntary  health  insur- 
ance and  prepayment  plans  for  the  solvent, 
provide  the  best  approach  to  health  care 
financing.” 

Dr.  Hudson  said  AMA  representatives 
would  be  glad  to  meet  with  the  committee 
and  other  interested  parties  to  hammer  out 
a workable  approach  to  solving  the  many 
complex  problems  in  the  medicare  program, 
particularly  concerning  its  Plan  B.  Unfor- 
tunately, Part  B did  not  receive  an  amount 
of  public  or  congressional  debate  warranted 
by  the  nature  and  scope  of  the  proposal,” 
he  said.  “This  committee  is  now  confront- 
ed with  many  problems  inherent  in  the  vast 
undertaking  of  the  federal  government  in 
becoming  directly  involved  in  the  total 
health  care  of  almost  20  million  persons. 
We  believe  it  is  possible  for  the  Congress, 
the  medical  profession,  and  others  inter- 
ested in  the  subject  to  develop  a new  mech- 
anism for  delivering  medical  care  to  people 
over  65  that  would  be  more  consistent  with 
existing  private  sector  mechanisms  . . .” 

Dr.  Hudson  said  that  carriers,  physicians, 
patients,  and  the  government  all  are  dis- 
satisfied for  various  reasons  with  Part  B. 
He  said  one  possible  solution  might  be  to 
substitute  for  the  Part  B program  a subsidy 
to  all  eligible  persons  for  the  purchase  of 
private  insurance. 

Highlights  of  AMA’s  testimony  included: 

Section  125,  to  include  the  disabled. 

The  adoption  of  Section  125  . . . could 
change  the  direction  of  medicare  from  a 
program  for  older  persons  to  one  aimed  at 
various  select  categories.  We  believe  Title 
19  should  be  utilized  for  that  purpose. 

We  urge  the  Committee  to  reject  this 
provision. 

Section  127,  including  podiatry. 

While  recognizing  the  usefulness  of  podi- 
atry services,  we  are  impelled  to  note  that 
if  the  amendment  is  adopted,  the  podiatrist 
could  assume  responsibility  for  the  care 
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of  some  of  the  more  difficult  problems  in 
medicine.  We  believe  this  to  be  unsound. 

Section  ISO,  creation  of  Part  C of  Title 
18. 

This  section  would  provide  a new  Part  C 
to  cover  pajunent  for  hospital  services  ren- 
dered to  hospital  outpatient;  and  for  diag- 
nostic specialty  services  to  both  outpatients 
and  inpatients  of  hospitals. 

The  A1\IA  opposes  Part  C in  toto. 

Section  ISl,  physician  certification. 

The  AMA  endorses  Section  131  which 
would  remove  the  requirement  of  a physi- 
cian’s certification  for  inpatient  hospital 
care  for  each  Medicare  patient  admitted  to 
a general  hospital.  We  urge  the  Committee 
to  consider  this  amendment  favorably  and 
remove  an  unnecessary  impediment  to  the 
operation  of  Part  A. 

We  further  urge  that  the  requirement  for 
recertification  be  similarly  deleted,  since 
this  need  should  be  satisfied  as  a result  of 
the  work  of  utilization  review  committees. 

Until  recertification  is  deleted,  we  sug- 
gest that  the  first  certification  date  be  the 
20th  day  of  hospitalization,  as  permitted 
in  the  existing  law. 

Section  220,  income  maximum  under  Title 
19. 

The  A]\IA  supports  the  concept  of  limiting 
eligibility  for  Title  19  benefits  to  persons 
who  genuinely  need  financial  assistance  in 
meeting  their  health  care  needs. 

Section  226,  free  choice  under  Title  19. 

Although  free  choice  is  guaranteed  for 
Title  18  recipients,  a similar  privilege  was 
not  extended  to  Title  19  beneficaries.  We 
believe  this  was  an  oversight,  and  we  heart- 
ily support  this  perfecting  amendment  to 
Title  19. 

Additional  amendments  proposed  by  the 
AMA. 

First,  the  AMA  recommends  that  Title  18 
be  amended  to  permit  payment  of  charges 
for  professional  services  on  the  basis  of  a 
physician’s  itemized  statement  of  charges 
i-ather  than  a receipted  bill. 

Second,  we  recommend  that  Title  18  be 


amended  to  remove  the  requirement  for  j 
three  days  of  hospitalization  before  qualify-  I j 
ing  for  extended  care  benefits. 

In  addition,  we  offer  a recommendation  i 
relating  to  psychiatric  care  under  Title  18. 

Regarding  Title  19,  we  offer  six  amend- 
ments. 

First,  that  the  program  permit  payment 
to  patient  for  services  rendered  to  him  by 
a physician  on  the  basis  of  the  physician’s  , 
itemized  statement  of  charges.  j 

Second,  that  the  program  clearly  provide 
for  the  payment  of  physician  fees  on  the 
basis  of  his  usual  and  customary  charges, 
using  the  same  approach  as  that  applied  un-  | 
der  Title  18.  | 

Third,  that  Title  19  encourage  the  use 
of  insurance  carriers  in  the  implementation 
of  state  programs. 

Fourth,  that  in  the  implementation  of 
Title  19  programs,  there  be  no  requirement 
for  certification  or  recertification.  ‘ 

Fifth,  that  Title  19  permit  all  state  plans 
to  vary  the  eligibility  standards  within  a 
state  to  recognize  the  very  real  differences 
in  the  cost  of  living  in  a rural  area,  a small 
town,  a city,  or  a metropolitan  area. 

Our  sixth  recommendation  relates  to  the 
fact  that  Title  19  benefits  differ  for  mental- 
ly ill  patients  depending  on  whether  they 
are  above  or  below  age  65.  We  believe  there 
should  be  no  distinction  in  the  services 
available  to  mentally  ill  patients. 

Physician  coverage  under  Social  Secur- 
ity. 

We  believe  that  physicians,  having  been 
brought  under  Social  Security  coverage, 
should  be  accorded  the  same  privilege  and 
opportunity  for  reaching  a fully  insured 
status  as  was  accorded  other  professional 
groups  when  they  were  included  in  the  pro- 
gram. 

Accordingly,  we  urge  this  Committee  to 
consider  the  adoption  for  physicians  of  an 
“alternative  insured  status’’  similar  to  that 
permitted  by  the  amendments  of  1954  and 
1956  which  brought  into  the  program  many 
new  groups  of  people  and  professional  self- 
employed  persons,  including  lawyers. 
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Welcome,  New  Members 


Barr,  William,  M.D — Chappell 

Dilley,  Roger,  M.D.  Wisner 

Gallawa,  Francine,  M.D Gering 

Hoeger,  Agnes,  M.D Hastings 

Hollins,  Gordon,  M.D.  Norfolk 

Jackson,  Wayne,  M.D.  Sutton 

Randolph,  John,  M.D.  ...Hastings 

Stephenson,  Daryl,  M.D Norfolk 

Stitcher,  J.  E.,  M.D ..Lincoln 

Van  Wie,  A.  E.,  M.D ...Grand  Island 


Respiratory  Diseases 

PRINCIPLES  OF  RESPIRATORY  CARE 

Adequate  facilities  and  team  work  are  es- 
sential to  meet  emergencies  due  to  respiratory 
failure.  Aspects  of  the  care  program  are 
discussed  in  a statement  of  the  Committee  on 
Therapy,  American  Thoracic  Society,  Medical 
Section,  National  Tuberculosis  Association. 

The  respiratory  apparatus  of  the  human  body 
exists  to  exchange  oxygen  and  carbon  dioxide  be- 
tween ambient  air  and  blood.  Its  function  reseiwes 
maintain  normal  CO^  and  0^  tensions  in  the  or- 
ganism during  times  of  unusual  demand  or  after 
damage.  However,  if  there  is  excessive  damage 
to  the  respiratory  apparatus  or  if  compensation  fails 
due  to  inadequate  reserves,  the  patient  has  respir- 
atory insufficiency. 

Patients  who  require  respiratory  care  have  one 
or  more  of  the  following  defects:  alveolar  hypo- 
ventilation, abnormal  ventilation-perfusion  relation- 
ships, diminished  gas  transfer  and  hypoxia,  and 
acidosis  from  nonpulmonary  causes.  Alveolar  hypo- 
ventilation is  caused  by  brain  damage,  narcotic  or 
sedative  drugs,  paralysis  of  respiratory  muscles, 
chest  injury,  painful  breathing,  and  airway  obstruc- 
tion. Ventilation-perfusion  relationships  are  dis- 
turbed by  pulmonary  edema,  emboli  and  infarction, 
bronchitis,  bronchiolitis,  asthma,  cystic  fibrosis, 
emphysema,  and  after  thoracic  or  abdominal  sur- 
gery or  cardiopulmonary  bypass.  Diminished  gas 
transfer  reflects  loss  of  lung  surface  area  from 
emphysema,  fibrosis,  pneumonia,  pulmonary  edema, 
and  infarction.  The  nonpulmonary  causes  are  sys- 
temic blood  flow  reduced  by  acute  myocardial  in- 
farction, cardiac  arrest  and  shock,  and  inadequate 
hemoglobin  due  to  severe  anemia  and  other  causes. 

Adequate  care  for  patients  in  respiratory  fail- 
ure requires  organization  of  specially  trained  per- 
sonnel and  centralization  of  facilities  and  team  ap- 
proach. A physician  who  understands  respiratoi^ 
physiology  and  pulmonary  disease  should  direct  the 
sei-vice.  The  problems  of  children  require  a spe- 
cially trained  pediatrician.  Adequate  records  should 
be  kept  and  reviewed  frequently. 


One  element  of  treatment  for  hypoventilation  is 
clearance  of  the  airways.  Cough  is  the  major 
mechanism  for  tracheobronchial  clearance  when 
ciliary  mucus  transport  is  damaged  or  overloaded 
by  abundant  or  tenacious  mucus.  In  conscious,  co- 
operative subjects,  ventilation  can  be  improved  so 
that  expulsive  force  is  augmented  and  secretions 
mobilized  by  positive  pressure  respirators. 

Secretions  must  be  thinned  in  treating  respira- 
tory failure  patients  who  have  bronchitis  and  inspis- 
sation  of  secretions.  Water  can  be  delivered  to  the 
mucus-covered  surface  which  must  be  hydrated  by 
having  the  patient  inhale  nebulized  water  particles 
or  by  injecting  stei'ile  water  or  saline  into  his 
trachea. 

Several  factors  must  be  taken  into  consideration 
in  nebulization  therapy.  These  include  the  size 
of  the  particle;  the  composition  and  vapor  tension 
of  the  nebulized  solution;  and  the  osmolarity  of 
nebulized  solutions. 

Of  the  many  agents  administered  by  aerosols, 
only  isoprotei’enol  epinephrine  and  phenylephrine 
have  been  shown  to  decrease  airway  resistance. 
Small  freon-propelled  nebulizers  containing  iso- 
proterenol and  phenylephrine  are  useful  in  coopera- 
tive patients.  Subcutaneous  epinephrine  and  intra- 
venous theophylline  ethylene  diamine  are  often 
effective. 

Postural  drainage  improves  cough  efficiency  in 
patients  with  a large  volume  of  thin  secretions. 

When  other  methods  have  not  been  successful  in 
clearing  the  ainvays,  nasal  tracheal  suction  or 
tracheal  intubation  may  be  used.  Bronchoscopy  is 
not  usually  necessary,  but  may  be  essential  after 
aspiration  of  foreign  bodies. 

Although  tracheostomy  can  be  done  in  a few 
minutes  by  a competent  physician,  a nasal  endo- 
tracheal tube  can  be  inserted  much  more  rapidly 
for  the  emergency  treatment  of  asphyxia.  Trache- 
ostomy constitutes  an  excellent  portal  for  suction- 
ing the  trachea  and  major  bronchi,  and  the  cuffed 
tracheostomy  tube  is  a good  connection  to  a res- 
pirator. 

SUPPLY  OF  OXYGEN 

Studies  of  patients  with  lung  diseases  have  dem- 
onstrated the  necessity  for  monitoring  the  arterial 
blood  to  appraise  oxygenation.  Because  transport 
of  oxygen  is  principally  by  hemoglobin,  the  aim 
of  therapy  is  to  raise  the  arterial  blood  oxygen 
tension  sufficiently  to  saturate  hemoglobin.  Often 
the  status  of  patients  with  respiratory  failure 
changes  so  rapidly  that  arterial  blood  oxygen  ten- 
sion must  be  measured  frequently. 

Patients  with  considerable  arteriovenous  shunt- 
ing, emphysema  with  pneumonia,  or  severe  inter- 
stitial fibrosis  need  50  per  cent  or  more  oxygen 
for  arterial  blood  0=  tensions  to  be  70  to  90  mm. 
Hg.  However,  patients  with  emphysema  and  bron- 
chitis usually  reach  these  tensions  breathing  30 
to  40  per  cent  oxygen.  They  may  hypoventilate 
and  become  comatose  while  breathing  50  to  90 
per  cent  0=. 

The  objective  of  respiratory  or  ventilator  treat- 
ment is  to  improve  alveolar  ventilation  by  assisted 
(patient-cycled)  or  controlled  (machine-cycled)  ven- 
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tilation.  The  three  types  of  modern  respirators 
are  (1)  pressure-cycled  (intermittent  positive  pres- 
sure), patient-  or  machine-controlled;  (2)  volume- 
cycled;  and  (3)  time-cycled.  These  are  more  ef- 
fective and  more  flexible  than  body  respirators. 
Newborns  and  small  children  require  special  ap- 
paratus. 

Bedside  care  is  important.  Air  entry  and  exit 
in  all  lung  segments  should  be  listened  to  fre- 
quently with  a stethoscope,  and  movement  of  the 
sides  of  the  chest  obseiwed. 

Hazards  in  treatment  included  asphyxia,  in- 
creased acidosis  during  oxygen  administration,  car- 
diac arrhythmias  and  seizures  associated  with  hy- 
perkalemia during  rapid  or  excessive  reductions  of 
CO=  tension,  persistent  hypochloremic  alkalosis 
from  rapid  removal  of  CO^  in  chloride  depleted  pa- 
tients, shock,  seizures  and  coma  associated  with 
severe  sustained  alkalosis  produced  by  mechanical 
ventilators,  oxygen  tonicity,  and  bronchopneumonia 
from  breathing  aerosols  produced  by  contaminated 
nebulizers. 

Respiratory  failure  is  frequently  precipitated  by 
infection  with  respiratory  viruses  that  damage  or 
destroy  the  tracheobronchial  mucosa.  This  facili- 
tates bacterial  invasion  of  the  mucosa. 

Bacteria  may  enter  from  dirty  hands,  contam- 
inated suction  catheters  or  other  equipment,  from 
the  patient’s  skin  through  a tracheostomy,  by  aero- 
sol from  cultures  growing  in  nebulizers,  or  from 
contaminated  solutions.  Scnipulous  attention  should 
be  given  to  handling  suction  catheters  with  sterile 
gloves  or  srubbed  hands. 

—Committee  on  Therapy,  American  Thoracic  Society,  Raymond 

Corpe.  M.D.,  Chairman.  American  Review  of  Respiratory 

Disease.  February.  1967. 


Complete  Regression,  Following  Abdominal 
Irradiation  Alone,  of  Chylothorax  Compli- 
cating Lymphosarcoma  With  Ascites  — 
N.  L.  Swensson  (US  Naval  Hosp,  San 
Diego,  Calif.),  S.  Kurohara,  and  F.  W. 
George  III.  Radiology  87:635-640  (Oct) 
1966. 

In  two  cases  of  chylothorax  complicating 
lymphosarcoma  with  ascites,  there  was  com- 
plete regression  of  the  chylothorax  follow- 
ing cobalt  telecurietherapy  delivered  to  the 
abdomen  only.  Retroperitoneal  lymphatic 
involvement,  confirmed  by  surgery  in  one 
case,  and  by  lymphangiography  in  the  other, 
was  apparently  the  cause  of  the  ascites  and 
chylothorax.  The  commensurate  regression 
of  chylothorax  with  the  ascites  supports  pre- 
vious evidence  that  ascites  can  form  pleural 
effusions  directly  across  the  barrier  of  the 
diaphragm,  either  through  a diaphragmatic 
defect,  or  through  diaphragmatic  lymphatics. 


or  both.  The  management  of  chylothorax 
in  similar  cases  should  be  directed  toward 
eliminating  and  preventing  recurrence  of  as- 
cites, preferably  by  whole-abdomen  irradi- 
ation. 

Experience  With  Nalidixic  Acid  in  Treat- 
ment of  Urinary  Tract  Infections  of  Chil- 
dren — S.  Autio,  P.  Makela,  and  S.  Sunila 
(Lapin  Lastensairaala,  Rovaniemi,  Fin- 
land). (Arch  Dis  Child  41:395-399  (Aug) 
1966. 

Thirty-five  children,  between  3 months  and 
11  years  of  age,  with  urinary  tract  infec- 
tions were  treated  with  nalidixic  acid.  Mean 
duration  of  therapy  was  16  days.  The  dose 
administered  was  60  mg/kg  of  body  weight 
per  day.  Follow-up  time  was  three  months. 
The  urine  specimens  were  sterile  in  all  cases 
immediately  after  treatment.  One  fresh  in- 
fection was  found  in  23  treated  pure  primary 
infections,  and  four  fresh  infections  were 
found  in  12  cases  with  earlier  infections. 
Few  insignificant  side  effects  were  found, 
and  no  hematological,  neurological,  or  he- 
patic complications  were  observed.  Micro- 
biological tests  showed  a good  response  of 
all  infective,  gram-negative  strains,  except 
Pseudomonas. 

Azygography  and  Lung  Cancer  — M.  L. 
Janower,  J.  R.  Dreyfuss,  and  D.  B.  Skin- 
ner (Massachusetts  General  Hosp,  Bos- 
ton). New  Eng  J Med  275:803-808  (Oct 
13)  1966. 

Azygography,  a method  of  intra-osseous 
venography  by  which  the  azygos  vein  is 
opacified  following  injection  of  contrast  ma- 
terial into  the  marrow  cavity  of  a rib,  was 
evaluated  in  120  patients  with  a preopera- 
tive diagnosis  of  carcinoma  of  the  lung.  The 
technique  of  performing  the  examination,  its 
role  in  the  preoperative  management  of  the 
patient  with  carcinoma  of  the  lung,  and  a 
comparison  with  other  preoperative  indi- 
cators of  operability  are  disclosed.  Azygo- 
graphy is  the  most  accurate  preoperative 
test  in  the  determination  of  the  success  of 
resective  surgery  for  carcinoma  of  the  lung 
and  is  a valuable  addition  to  the  clinician’s 
diagnostic  armamentarium. 
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GENERAL 


Anniversary  Time 

May  14,  1796: 

Vaccination  discovered  by  Edward  Jen- 
ner;  announced,  1798. 

May  28,  1934: 

Dionne  quintuplets  born. 

Quote  Unquote 

Meet  the  disease  at  its  first  stage. 

— Persius 

He  wastes  no  time  with  patients : and  if  you 
have  to  die,  he  will  put  the  business 
through  quicker  than  anybody  else. 

— Moliere 

God  and  the  doctor  we  alike  adore 
But  only  when  in  danger,  not  before ; 

The  danger  o’er,  both  are  alike  requited, 
God  is  forgiven,  and  the  Doctor  slighted. 

— Owen 

History  is  something  that  never  happened, 
written  by  a man  who  wasn’t  there. 

— Anonymous 


TiJamcut  ^ AuxcUct/uf  * 

A few  short  days  have  swiftly  passed  and 
another  year  is  finished.  The  fond  hopes 
and  dreams  of  yesterday  belong  in  a column 
marked  “thirty.”  Time  will  assess  the  value 
of  last  year’s  work  according  to  its  final  re- 
lationship to  the  welfare  of  the  organization. 

“Nothing  useless  is,  or  low. 

Each  thing  in  its  place  is  best; 

And  what  may  seem  but  idle  show 
Strengthens  and  supports  the  rest.” 

Canvassing  the  entire  state  membership 
in  the  Medical  Association  didn’t  happen  to 
be  one  of  my  dreams.  When  it  became 
necessary  completely  to  overhaul  the  exist- 
ing list  of  names  and  addresses  of  doctors’ 
wives  throughout  the  state  in  order  to  add 
the  zip  codes,  we  were  determined  to  bring 
the  roster  up  to  date  and  make  it  as  com- 
plete as  possible.  Thank  each  of  you  who 


has  helped  in  writing  letters  and  making 
phone  calls.  We  hope  there  have  been  no 
omissions  or  errors.  The  final  county  list 
was  given  to  the  state  office  on  April  6th. 
We  can  now  have  an  Auxiliary  Newsletter! 

With  a promising  new  Auxiliary  year 
waiting  to  be  developed,  again  1 urge  each 
physician’s  wife  to  become  interested,  be- 
come involved,  and  learn  the  reward  to  be 
gained  from  sharing  a portion  of  your  life 
with  others  who  have  similar  interests. 
There  are  so  many  facets  to  the  program  of 
auxiliary  work  that  there  is  something  for 
everyone  to  do.  The  future  lies  within  your 
grasp,  and  as  you  write  the  record  of  your 
accomplishments  on  a clean  new  page,  may 
the  results  surpass  your  expectations. 

“For  last  year’s  words  belong  to 
last  year’s  language 

And  next  year’s  words  await 
another  voice.”  (T.  S.  Eliot) 

Mrs.  Fay  Smith,  President 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
May  6 — McCook,  St.  Catherine’s  Hos- 
pital 

May  27  — Kearney,  Good  Samaritan  Hos- 
pital 

June  3 — Falls  City,  Elks  Club 
June  24  — Norfolk,  Elks  Lodge 

STUDENT  AMERICAN  MEDICAL  AS- 
SOCIATION — 17th  annual  meeting.  May 
3-6,  1967 ; Edgewater  Beach  Hotel,  Chi- 
cago, Illinois. 

CURRENT  CARDIOLOGY  (EDUCATION- 
AL TELEVISION)  — 

MAY : Coronary  revascularization  sur- 
gery 

Channel  26:  May  16,  9:05  to  10  p.m. 
Channels  3,  9,  12,  and  13:  May  17, 
10:35  to  11:30  p.m.;  May  21,  2 to 
2:55  p.m. 

NEBRASKA  RHEUMATISM  ASSOCIA- 
TION — May  11,  1967 ; Eppley  Cancer  In- 
stitute Auditorium,  University  of  Ne- 
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braska  College  of  Medicine,  42nd  and 
Dewey,  Omaha,  Nebraska.  All  interested 
physicians  invited  to  attend, 

PROGRAM 

VERNON  G.  WARD,  M.D.,  Presiding 

President,  Nebraska  Rheumatism  Association; 
Assistant  Professor,  Department  of 
Internal  Medicine, 

College  of  Medicine,  University  of  Nebraska 
— MORNING  — 

11:30  Luncheon;  Joint  Meeting  Nebraska 
Rheumatism  Association  with 
Board  of  Trustees  the  Arthritis 
Foundation,  Nebraska  Chapter; 
Conkling  Hall,  University  of  Ne- 
braska, College  of  Medicine. 

— AFTERNOON  — 

1 :00  Registration 

1:30  The  Role  of  the  Orthopedic  Surgeon 
in  the  Care  of  the  Rheumatoid  Pa- 
tient, James  R.  Scott-Miller,  M.D., 

NEBRASKA  HEART  ASSOCIATION  — 
Annual  scientific  session,  June  1,  1967 ; 
From  Town  House,  Omaha,  Nebraska. 
Write  to:  N.H.A.,  430  South  40th  Street, 
Omaha,  Nebraska  68131. 

AMERICAN  MEDICAL  ASSOCIATION 
ANNUAL  CONVENTION  — Atlantic 
City,  June  18th  thru  the  22nd,  1967. 

ANNUAL  OTOLARYNGOLOGIC  ASSEM- 
BLY of  1967  — October  14  through  20, 
1967,  in  the  new  Illinois  Eye  and  Ear  In- 
firmary at  the  Medical  Center,  Chicago, 
offered  by  the  Department  of  Otolaryn- 
gology of  the  College  of  Medicine  of  the 
University  of  Illinois.  Write  to:  Depart- 
ment of  Otolaryngology,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

Correspondence 

April  5,  1967 

Dear  Dr.  Cole: 

On  March  31,  1967  the  following  tele- 
gram regarding  the  increased  risk  of  small- 
pox introduction  was  received  in  my  office 
from  Chief,  Smallpox  Eradication  Program, 
National  Communicable  Disease  Center,  At- 
lanta, Georgia.  I feel  this  information 


should  be  brought  to  the  attention  of  the 
practicing  physicians  in  Nebraska: 

“Reports  to  the  World  Health  Or- 
ganization and  the  Foreign  Quarantine 
Program  indicate  that  smallpox  is  on 
the  increase  in  several  areas  of  India 
and  can  be  considered  epidemic  in  Bom- 
bay. Incidence  can  be  expected  to  in- 
crease for  a number  of  weeks.  Al- 
though no  cases  have  occurred  in  the 
United  States,  three  cases  have  been 
introduced  in  Europe,  all  in  returning 
tourists,  the  most  recent  a physician 
with  an  apparently  valid  vaccination 
history.  Urge  high  level  of  suspicion 
of  any  international  traveler  particu- 
larly with  history  of  visit  in  India  who 
presents  symptoms  possibly  related  to 
smallpox-fever,  backache,  and  any  type 
of  rash.  In  partially  immune  persons, 
rash  can  be  variable.  Urge  that  all 
members  of  health  professions  and  hos- 
pitals be  alerted  with  particularly  high 
priority  given  to  international  air  and 
seaport  cities.  National  Communicable 
Disease  Center  ready  to  offer  diagnostic 
support  at  404-634-2561  on  24-hour 
coverage.  The  American  Medical  Asso- 
ciation and  American  Hospital  Associa- 
tion are  cooperating  in  alerting  the  pro- 
fession.” 

This  action  was  taken  to  warn  interested 
parties  in  the  United  States  of  the  existence 
of  an  increased  risk  of  importation  of  small- 
pox from  India. 

Yours  truly, 

E.  A.  Rogers,  M.D.,  M.P.H., 
Director  of  Health 

While  Making  Rounds 

No  murmurs  palpable. 

Have  you  ever  had  heart  disease?  I don’t 
know;  doctors  never  tell  you  anything. 

Is  he  awake?  He  was  yesterday. 

Beautiful  tumor,  said  the  pathologist. 

He’s  in  bed,  but  we  haven’t  admitted  him 
yet. 

Keeps  head  in  good  alignment. 

I’ve  got  a temperature. 
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ORGANIZATIONS.  STATE  — 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebiaska 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 
Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Joseph  J.  Tholt,  Executive  Director 

430  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1336  “H”  Street,  Lincoln,  Nebraska 
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Nebr.  Academy  of  Ophthalmology  & Otolaryngology 

C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  M.D.,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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Reoperation  for  Bronchogenic  Carcinoma  — 

W'.  B.  Neptune  (Overholt  Thoracic  Clinic, 

Boston),  F.  M.  Woods,  and  R.  H.  Overholt. 

J Thor  Cardiov  Surg  52:342-350  (Sept) 

1966. 

Fifteen  patients  had  a second  pulmonary 
resection  for  bronchogenic  carcinoma.  All 
originally  had  had  a favorable  operation  and 
good  pulmonary  reserve.  The  new  or  recur- 
rent tumor  was  discovered  early,  and  the 
second  operation  was  done  for  what  ap- 
peared to  be  localized  disease.  Four  patients 
were  initially  discovered  by  survey  roentgen 
examination  and  were  free  of  symptoms. 
One  patient  had  a resection  for  bronchiec- 
tasis and  had  carcinoma  in  situ  in  the  sur- 
gical specimen.  In  eight  patients  who  were 
still  free  of  symptoms,  the  second  operation 
was  done  for  a new  lesion  discovered  at  fol- 
low-up examination.  Two  patients  were  ini- 
tially found  to  have  bilateral  primary  tu- 
mors which  were  subsequently  resected  by 
staged  procedures.  There  was  one  post- 
operative death.  Five  patients  subsequent- 
ly died.  There  are  nine  patients  still  alive 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


and  well  without  evidence  of  tumor.  Fre- 
quent roentgen  examination  offers  the  best 
chance  for  early  detection  of  either  recur- 
rence or  a new  tumor. 


Diabetes  in  Children  of  Diabetic  Couples  — 

A.  M.  Cooke  et  al  (King’s  College  Hosp, 
London).  Brit  Med  J 2:674-675  (Sept 
17)  1966. 

A survey  was  made  of  the  children  of  164 
couples  both  of  whom  were  diabetic,  to  de- 
termine the  prevalence  of  diabetes  among 
them.  Of  362  offspring  more  than  two 
thirds  were  aged  over  30,  and  150  were  aged 
over  40  years.  Only  16  had  been  diagnosed 
as  diabetic.  In  the  57  children  of  those 
couples  one  or  both  of  whom  developed  dia- 
betes relatively  early  in  life,  seven  (12%) 
were  diabetic  as  against  3%  of  the  off- 
spring of  the  older-onset  diabetics.  This 
relatively  low  prevalence  of  diabetes  among 
the  offspring  of  conjugal  diabetics  does  not 
support  the  theory  of  inheritance  due  to  a 
single  recessive  gene. 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


THE  ANNUAL  SESSION 

The  Annual  Session  of  the  Nebraska  State 
Medical  Association  has  come  and  gone.  It 
was  well  attended.  The  list  of  speakers  was 
impressive;  the  distinguished  speaker  cus- 
tom was  continued.  The  delegates  and  the 
councilors  were  busy.  Dr.  Robert  Morgan 
was  inaugurated,  and  Dr.  Frank  Tanner  was 
elected;  Dr.  Horace  Hunger  received  a well- 
earned  plaque.  Annual  sessions  are  a lot 
of  fun,  and  represent  a great  deal  of  hard 
work.  The  ladies  come,  which  is  nice,  and 
they  have  luncheons  and  style  shows,  and 
board  meetings,  and  pleasant  visits.  We  had 
a long  number  of  commercial  exhibits;  they 
are  good  for  the  viewer  and  the  exhibitor 
as  well. 

We  are  beginning  the  last  year  of  our 
first  century,  and  we  shall  have  much  to 
say  when  the  century  ends.  In  the  mean- 
time, we  are  happy  to  thank  our  hosts,  our 
delegates,  our  councilors,  the  state  officers, 
Ken  Neff,  Bill  Schellpeper,  our  secretarial 
staff,  all  those  in  charge  of  the  scientific 
and  social  programs,  and  the  ladies  for  com- 
ing with  us;  and  elsewhere  in  the  Journal, 
you  will  find  pictures  of  parts  of  the  meet- 
ing. 

Our  annual  sessions  are  always  good, 
they  keep  getting  better,  and  this  one  may 
have  been  the  best. 

— F.C. 


HEART  DISEASE 

AND  THE  GRAMMARIAN’S  FUNERAL 

We  remember  a poem  of  Browning’s  in 
which  the  students  and  admirers  of  the 
grammarian  carry  his  corpse  to  its  resting 
place  with  much  ado : with  honor  and  praise 
and  glory.  He  had  studied,  and  had  be- 
come the  world’s  leading  authority  on  the 
dative  case  of  one  word.  A single  case  of 
only  one  word  is  not  much,  but  he  had  done 
far  more  than  the  average  person,  and  to 
be  the  greatest  authority  in  any  field  is 
much  indeed.  Grammarians’  funerals,  how- 
ever, are  brought  about  by  the  man  in  the 


street,  or  by  what  is  called  common  usage, 
and  the  purist  always  loses.  If  this  were 
not  so,  we  would  still  be  speaking  Old 
English  or  something  more  primitive. 
Change  is  healthy,  and  the  very  best  gram- 
marians will  split  infinitives  and  will  dan- 
gle participles  and  prepositions.  We  hear 
and  we  read  that  we  must  not  use  adjectives 
as  nouns  in  medical  speech.  We  should  say, 
we  are  told,  cardiac  disease,  not  heart  dis- 
ease. Lung  pathology  is  improper,  then,  and 
stomach  disease,  and  leg  tumors,  and  artery 
clamps,  and  finger  incisions.  But  in  our 
everyday  lives  we  say  car  insurance,  and 
library  facilities,  and  cigar  smoke.  It 
grieves  us,  but  do  we  not  have  income  tax? 
We  watch  color  television,  we  use  steak 
sauce,  and  we  eat  apple  pie. 

There  is  a healthy  middle  ground.  We 
say  duodenal,  not  duodenum  ulcer,  but  gall- 
bladder disease  sounds  all  right,  and  we  are 
for  heart  disease  as  well;  not  the  disease, 
we  hasten  to  add,  just  the  name.  Moon  shot 
sounds  better  than  lunar  probe,  and  how 
could  we  ever  improve  on  bird  watching  and 
star  gazing?  Euphony  and  efficiency  in 
speech  are  to  be  admired,  and  the  substitut- 
ing of  many  words  and  awkward  phrases 
can  never  be  excused  by  rules  of  grammar; 
the  grammarian  is  the  first  to  say  so.  We 
have  a fondness  for  good  grammar,  but  the 
noun-turned-adjective  does  not  offend  our 
ear. 

As  Churchill  wrote,  when  provoked  by  a 
purist-cum-grammarian,  “This  is  the  sort  of 
nonsense  up  with  which  I will  not  put.” 

—F.C. 


OUR  HEALTH  FAIR 

The  Nebraska  Centennial  Health  Fair  was, 
we  think,  a howling  success.  We  ran  into 
snow,  blizzard,  and  impossible  highway  con- 
ditions in  May,  of  all  things,  and  still  more 
than  92,000  people  came.  On  at  least  two 
different  days,  the  Fair  broke  all  attendance 
records  at  the  auditorium.  We  went  several 
times,  and  we  liked  everything  we  saw,  and 
what  we  particularly  liked  were  the  long 
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lines  of  bus  after  bus,  stretching  for  blocks, 
bringing  or  waiting  for  schoolchildren.  We 
liked  all  the  people  who  represented  the  spon- 
sors without  pay,  we  admired  the  contribu- 
tors, we  liked  Dr.  Bancroft  in  his  office,  we 
liked  the  nurses  taking  pictures  of  little  girls 
in  little  nursing  uniforms,  we  liked  the  cow. 
We  admired  the  famous  collection,  we  were 
taken  by  the  old  pharmacy,  we  liked  the  big 
tooth,  and  of  course,  the  very  big  man. 

But  best  of  all  was  the  unselfishness  of  it 
all,  and  the  obviously  enormous  amount  of 
good  it  created,  and  we  fell  to  wondering  how 
many  lives,  among  the  young  who  saw  the 
Fair,  were  to  be  changed,  for  their  better, 
and  for  the  better  of  Nebraska.  We  will 
always  remember  the  endless  bus  lines,  and 
somehow,  the  long  queque  of  people  waiting 
to  get  in  at  closing  time  on  the  last  day.  And 
if  we  “stayed  too  long  at  the  fair,”  it  was 
because  it  was  the  best  health  fair  ever  held. 

— F.C. 

WHY  DO  WE  GET  TIRED? 

We  remember  an  experiment  from  our 
medical  school  days,  when  we  pulled  a 
weight  with  a finger,  until  fatigue  set  in 
and  we  could  pull  no  more,  but  an  electric 
shock  to  the  finger  made  it  flex  and  pull 
the  weight  again.  What,  then,  is  fatigue? 
Is  it  a chemical  thing,  such  as  piling  up  of 
waste  products,  or  is  it  psychological? 
Simply  to  stand  on  one’s  feet  is  tiring; 
is  work,  then,  being  done?  If  we  were  to 
build  an  artificial  figure  resembling  a man, 
it  could  not  possibly  balance,  standing  on 
its  feet.  Work,  then,  must  be  done  in  the 
simple  act  of  balancing,  but  with  all  this, 
there  is  no  visible  movement.  And  without 
movement,  there  is  no  work,  and  without 
work,  energj"  is  not  expanded. 

In  the  operating  i-oom,  it  is  sometimes 
necessary  for  someone  to  hold  an  arm  or 
leg  in  the  air,  while  it  is  being  prepared  for 
surgery.  The  leg  is  not  moved;  what  is 
being  done  by  the  holder  could  be  done  by 
a hook  or  merely  by  putting  the  arm  or 
the  leg  on  a shelf.  It  is  therefore  not  at 
all  necessary  to  expand  energj'  in  order 
to  hold  the  leg  up.  But  the  holder  always 
gets  tired.  Perhaps,  with  all  the  inefficien- 


cies considered  in  likening  the  human  body 
to  a machine,  opposing  groups  of  muscles 
contract  alternately  to  accomplish  a motion- 
less state.  But  getting  tired  while  doing 
what  a hook  or  a shelf  can  do,  while  ex- 
pending no  energj’,  is  something  of  a phe- 
nomenon. 

And  finally  we  come  to  neiwous  exhaus- 
tion. We  have  come  away  from  the  operat- 
ing room,  tired  to  the  point  where  we  could 
not  get  up  from  our  chair,  yet  having  ex- 
pended no  more  energj-  than  is  contained  in 
a peanut,  and  found,  to  our  slim  satisfaction, 
an  equally  exhausted  surgeon.  From  ten- 
sion to  exhaustion  is  a long  way,  and  the 
inbetweens  are  not  clearly  defined.  We  have 
heard  of  seemingly  impossible  physical  feats 
performed  when  lives  were  at  stake.  But 
we  have  also  come  home  from  dull  meetings, 
ready  for  sleep.  Tired. 

—F.C. 

rVE  GOT  THE  FLU 

When  influenza  struck  in  1918,  it  killed, 
and  it  killed  quickly.  Today,  the  common- 
est excuse  for  not  coming  to  work  is  “I’ve 
got  the  flu.”  In  addition,  we  have  had 
Asian  flu  and  virus  X.  We  could  not  un- 
derstand how  something  that  was  malig- 
nant half  a century  ago  can  be  so  innocuous 
today,  and  we  have  wondered  for  a long  time 
if  we  are  talking  about  the  same  thing,  and 
if  people  who  ache  and  feel  weak  really 
have  the  flu  when  they  think  they  do.  Even 
distinguishing  the  flu  from  the  common  cold 
baffles  us.  We  have  long  looked  for  a re- 
search-minded physician  who  practiced  dur- 
ing the  pandemic  fifty  years  ago,  who  would 
answer  these  questions  for  us.  We  have 
been  fortunate  enough  to  have  persuaded  no 
less  an  authority  than  our  ovm  Dr.  J.  Jay 
Keegan,  who  not  only  observed  at  first  hand 
when  the  flu  snuffed  out  lives  in  great  num- 
bers, but  who  also  did  original  work  in 
this  regard. 

—F.C. 

BESIDE  THE  SEA 

The  AMA  will  hold  its  annual  convention 
in  Atlantic  City,  New  Jersey,  June  18  to  22, 
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1967,  and  some  35,000  people,  including  12,- 
000  physicians  are  expected  to  attend;  this 
is  traditionally  the  world’s  largest  medical 
meeting.  More  than  400  papers  will  be  pre- 
sented, there  will  be  more  than  250  scientific 
exhibits  and  five  medical  color  television  pro- 
grams will  originate  from  the  Hospital  of 
the  University  of  Pennsylvania,  in  Philadel- 
phia. In  addition,  more  than  35  medical  mo- 
tion pictures  will  be  shown.  Scientific  ex- 
hibits and  an  extensive  motion  picture  and 
TV  program  will  be  in  Convention  Hall ; 
other  scientific  sessions  will  be  in  several 
hotels. 

The  opening  session  of  the  House  of  Dele- 
gates will  be  at  10  a.m.  on  Sunday,  June  18, 
in  the  Pennsylvania  Room  of  Haddon  Hall. 
The  scientific  program  opens  at  9 a.m.  Mon- 
day, June  19,  in  Convention  Hall. 

Milford  Rouse,  M.D.,  Houston,  Texas, 
will  be  installed  as  President  of  the  AMA, 
succeeding  Charles  Hudson,  M.D.,  of  Cleve- 
land, Ohio;  at  5 p.m.  on  Tuesday,  June  20, 
in  the  Pennsylvania  Room  of  Haddon  Hall. 

A program  on  patient  care,  co-sponsored 
by  the  Sections  on  General  Practice,  Physi- 
cal Medicine,  and  Preventive  Medicine,  will 
be  held  in  the  Convention  Hall  Ballroom  on 
June  22,  at  9 a.m. 

Another  convention  highlight  will  be  the 
Seventh  Multidiscipline  Research  Forum;  48 
papers  will  be  presented. 

The  Annual  AMA  Awards  Dinner  will 
take  place  on  Wednesday  evening,  June  21, 
at  the  Shelburne  Hotel. 

And  the  Woman’s  Auxiliary  to  the  AMA 
will  hold  its  44th  annual  convention  in  con- 
junction with  the  AMA  meeting.  The  Aux- 
iliary is  even  sponsoring  a three  day  pro- 
gram for  physicians’  children.  There  will 
be  seaside  and  boardwalk  activities  and 
sightseeing.  There  could  be  shopping  be- 
sides. 

Beside  the  sea.  See  you  there. 

— F.C. 

OUR  IMAGE 

We  saw  an  announcement  of  a television 
debate  between  one  of  us  (the  doctors)  and 


one  of  them  (the  authors  of  the  anti-doctors 
books)  the  other  day,  so  we  watched  the 
show.  It  was  rewarding.  We  read  as  much 
of  these  books  as  we  can  stomach,  but  we 
were  afraid  of  a Nixon-Kennedy  repeat.  We 
needn’t  have  worried.  Our  man  was  so  good 
that  we  called  him,  from  Nebraska  to  Penn- 
sylvania, to  tell  him  so,  and  to  invite  him 
to  write  some  of  his  answers  to  our  accusers 
for  the  Journal,  and  he  agreed,  and  it’s  in 
this  issue. 

—F.C. 


Carcinoma  of  the  Uterine  Cervix:  A Study 
of  864  Patients  — I.  C.  Nielson  et  al 
(Emory  Univ  School  of  Medicine,  Atlan- 
ta). Cancer  20:86-92  (Jan)  1967. 

From  1937  through  June  1964,  864  pa- 
tients received  primary  therapy  for  cervix 
cancer  at  Emory  University  Hospital.  Fif- 
ty-three patients  with  adenocarcinoma,  118 
with  in  situ  squamous  cancer,  and  693  with 
invasive  squamous  cancer  are  reported  with 
respect  to  age,  stage  of  disease,  mode  of 
therapy  employed,  and  survival.  No  cor- 
relation could  be  made  with  regard  to  age. 
The  annual  incidence  of  invasive  squamous 
cancer  declined  progressively  while  that  of 
in  situ  disease  increased.  The  annual  inci- 
dence of  stages  I and  II  disease  increased 
while  that  of  the  later  stages  HI  and  IV 
decreased  progressively  during  the  period 
of  the  study.  Among  the  small  gi’oup  of  pa- 
tients with  adenocarcinoma,  the  five-year 
survival  was  slightly  lower  than  that  for 
invasive  squamous  cancer.  No  patient  with 
in  situ  squamous  cancer  has  experienced 
recurrence  or  has  died  as  a result  of  the 
disease.  Of  591  patients  with  invasive 
squamous  cancer,  the  five  - year  survival 
by  stage  was  87%,  61%,  16%  and  4%  for 
stage  I through  IV  disease,  respectively, 
when  patients  lost  or  dead  of  other  causes 
are  excluded  from  the  analysis.  The  inci- 
dence of  major  complications  of  treatment 
was  approximately  1%.  Treatment  failures 
as  evidenced  by  local  recurrence  occurred 
in  16.8%  of  the  total. 
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ORIGINAL  ARTICLES 


The  Epidemiology  and  Pathology 
Of  Influenza  Based  on  Experience 
With  the  1918  Pandemic 


The  term  influenza  has  been  ap- 
plied to  a great  variety  of  acute 
toxic  infections  of  short  dura- 
tion, without  clear  differentiation  of  the 
infectious  agent  or  the  pathology  involved. 
The  term  pandemic  has  been  applied  when 
there  is  world  wide  spread  and  unusual 
morbidity  and  mortality,  as  in  the  1918 
pandemic  in  this  country.  Subsequently, 
in  lesser  epidemics,  a virus  has  been  estab- 
lished as  the  cause, ^ with  considerable  va- 
riation of  strains  and  without  certainty  that 
the  studies  were  dealing  with  the  same  type 
of  influenza  that  was  prevalent  in  1918  and 
1889.^  The  writer  published  the  first  paper 
on  “The  Prevailing  Pandemic  of  Influenza” 
of  1918  in  this  country,^  and  followed  this 
with  considerable  study  and  publication 
on  the  epidemiology  of  respiratory  infec- 
tions.®- * Some  impressions  were  formed 
which  seem  worth  bringing  to  attention  at 
the  present  time  of  interest  in  recurring  epi- 
demics of  a milder  form  of  influenza. 

True  influenza,  as  experienced  in  the 
1918  pandemic,  is  primarily  an  epidemic  in- 
fundibular pneumonitis,  with  occasional  ex- 
tension to  a serohemorrhagic  lobular  or  dif- 
fuse pneumonia  or  regression  to  a bronchi- 
olitis or  purulent  bronchitis.  The  concealed 
location  of  this  primary  pathology  is  diffi- 
cult to  identify  as  there  is  no  cough  or  bron- 
chial exudate  in  the  early  stage  and  no 
physical  signs  in  the  lungs.  However,  close 
observation  usually  will  note  some  sub- 
sternal  “tight”  feeling  during  onset  and 
rather  constantly  some  cough  after  the  acute 
toxic  symptoms  have  subsided.  Without 
such  lower  respiratory  symptoms,  the  clinical 
diagnosis  if  influenza  should  be  questioned, 
as  there  are  many  other  acute  infections 
with  similar  toxic  manifestations  during 
onset. 

The  selective  primary  localization  of  in- 
fluenza in  the  lower  respiratory  tract,  with- 
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out  significant  upper  respiratory  symptoms 
or  signs,  requires  some  explanation  of  its 
epidemiologic  development.  IMany  bacteria 
and  viruses  are  known  to  develop  such  qual- 
ities of  selective  localization  in  different  re- 
gions of  the  body  during  epidemics,  with 
little  evidence  of  surface  reaction  elsewhere. 
Illustrations  are  streptococcus  sore  throat 
in  the  tonsillar  region ; the  pneumococcus  in 
the  bronchi  and  lungs,  producing  lobar  pneu- 
m.onia ; the  meningococcus  in  the  adenoid 
region  of  the  pharynx,  occasionally  develop- 
ing meningitis.  This  quality  of  selective 
localization  and  high  virulence  in  epidemics 
seems  to  require  a long  sequence  of  lesser 
infection  through  many  groups  of  individu- 
als, with  less  characteristic  symptoms  and 
pathology.  This  pre-epidemic  stage  in  the 
development  of  epidemic  respiratory  infec- 
tions often  is  not  recognized  as  having  any 
relation  to  the  acute  toxic  epidemic  disease 
caused  by  the  same  but  more  virulent  bac- 
terium or  virus  later. 

Bacteria  or  viruses  are  not  normally  resi- 
dent in  the  bronchioles  or  alveoli  of  the 
lungs,  and  to  acquire  such  power  of  selective 
localization  there,  as  with  influenza,  would 
be  expected  to  require  a long  series  of  pre- 
ceding infection  of  lesser  virulence  in  the 
bronchi.  Consequently,  to  find  the  pre- 
cursor of  epidemic  influenza,  one  should 
look  for  groups  of  individuals  or  areas  where 
there  has  been  an  unusual  prevalence  of 
nontoxic  bronchitis.  This  development  is  ob- 
served each  year  with  the  opening  of  the 
schools,  where  the  more  susceptible  young 
children  develop  a great  variety  of  low 
grade  respiratory  infections.  This  is  the 
common  breeding  ground  for  later  more 
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toxic  epidemic  infections  among  older  chil- 
dren and  adults.  A similar  favorable  en- 
vironment for  the  development  of  pre-epi- 
demic infections  occurs  during  wartime  with 
the  concentration  of  troops  in  camps,  with 
addition  of  nonimmune  new  troops  and 
transfer  from  one  camp  to  another.  It  is 
here  that  the  precursor  of  an  epidemic  of 
lower  respiratory  infection  has  been  closely 
observed  and  reported  during  World  War  I. 

The  most  clearly  identified  pre-epidemic 
and  epidemic  lower  respiratory  infection 
studied  was  the  hemolytic  streptococcus 
bronchitis  and  pneumonia  which  was  preva- 
lent in  the  army  camps  of  this  country  dur- 
ing the  winter  of  1916-1917,  preceding  the 
pandemic  of  influenza  of  1918.  The  pre- 
epidemic stage  of  this  infection  developed  as 
a complication  of  measles,  a virus  disease. 
Its  unusual  pathology  was  excellently  de- 
scribed by  Cole  and  MacCallum.®  The  lesion 
was  characterized  by  its  limitation  to  the 
bronchi,  bronchioles,  and  peribronchial  tis- 
sues, with  fairly  normal  or  atelectatic  inter- 
vening alveolar  tissue.  The  bronchi  and  bron- 
chioles were  markedly  dilated  and  filled  with 
polymorphonuclear  exudate.  The  bronchial 
walls  were  densely  infiltrated  with  mono- 
nuclear cells  and  were  evident  on  gross  sec- 
tion as  white  miliary  nodules.  This  path- 
ology indicated  a well  localized  subacute 
hemolytic  streptococcus  bronchial  infection 
which  was  given  the  name  of  interstitial 
pneumonia  by  MacCallum,  but  might  bet- 
ter be  called  purulent  bronchitis. 

The  symptoms  were  chiefly  a nontoxic  pro- 
ductive cough  with  respiratory  difficulty  on 
inspiration.  While  this  pathology  developed 
initially  as  a complication  of  measles,  it  was 
noted  later  that  some  cases  occurred  without 
measles  and  that  there  was  then  prevalent 
a mild  toxic  bronchitis  among  the  troops, 
without  much  residual  pathology.  It  was 
during  this  pre-epidemic  time  of  purulent 
bronchitis  that  this  hemolytic  streptococcus 
was  attaining  its  virulence  and  selective  lo- 
calization qualities  that  permitted  it  later 
to  cause  an  independent  epidemic  of  pneu- 
monitis and  pneumonia  with  quite  different 
symptoms  and  pathology. 

This  epidemic  of  streptococcus  pneumonia 
was  well  reported  by  Miller  and  Rusk,^® 


and  its  pathology  described  by  MacCallum,‘‘ 
with  agreement  that  it  was  caused  by  the 
hemolytic  streptococcus  and  had  no  rela- 
tion to  measles.  The  onset  often  was  sudden 
with  chill,  severe  toxemia  and  fever,  no  sig- 
nificant sore  throat  or  cough  and  no  dysp- 
noea until  disolution  approached.  The  path- 
ology was  a serohemorrhagic  lobular  or  con- 
fluent pneumonia,  with  early  streptococcus 
pleural  effusion  from  lymphatic  extension, 
in  contrast  to  the  rather  strictly  localized 
nontoxic  purulent  bronchitis  of  the  pre- 
epidemic stage. 

With  this  understanding  and  recognition 
of  the  sequence  of  symptomatology  and 
pathology  of  pre-epidemic  and  epidemic 
streptococcus  bronchitis  and  pneumonia,  it 
is  interesting  to  study  the  1918  pandemic 
of  influenza  for  similar  sequence  and  mani- 
festations. The  epidemic  in  this  country 
was  thought  to  have  come  from  Spain  where 
a milder  epidemic  of  influenza  was  prevalent, 
hence  called  Spanish  influenza.  Spain  was 
not  involved  in  the  war  of  that  time  and, 
being  somewhat  isolated  in  Europe,  would 
have  been  susceptible  to  an  epidemic  lower 
respiratory  infection  that  had  developed 
through  the  pre-epidemic  stage  in  the  war 
camps  of  Europe.  Review  of  reports  from 
that  preceding  period, ^2,  is  brings  prominent- 
ly to  attention  that  there  was  prevalent 
during  the  winter  and  spring  of  1916-1917 
in  the  camps  of  northern  France,  “a  severe 
type  of  bronchial  infection  with  a symptom 
complex  so  distinctive  as  to  constitute  a 
definite  clinical  entity,  which  had  assumed 
such  proportions  by  the  end  of  January, 
1917,  as  to  constitute  almost  a small  epi- 
demic.” This  disease  presented  the  typical 
picture  of  purulent  bronchitis  and  was  so 
named  by  the  writers.  It  was  identical  in 
chief  symptoms  and  pathology  with  the 
hemolytic  streptococcus  purulent  bronchitis 
or  “interstitial  pneumonia”  of  MacCallum,  ex- 
cept that  the  influenza  bacillus  was  the  pre- 
dominant infection  recovered  from  the 
bronchial  exudate,  with  only  occasional  pneu- 
mococcus, streptococcus  or  staphylococcus 
complication.  The  interpretation  of  these 
writers  was  that  this  disease  was  caused  by 
the  influenza  bacillus,  and  it  was  noted  that 
a mild  toxic  influenza  epidemic  was  in  prog- 
ress at  that  time. 
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The  presence  of  such  a definite  influenza 
bacillus  purulent  bronchitis  in  Europe  in 
1916-1917,  comparable  to  the  hemolytic  strep- 
tococcus purulent  bronchitis  which  developed 
in  United  States  at  the  same  time  and  led 
to  an  epidemic  of  streptococcus  pneumonia, 
suggests  strongly  that  this  influenza  bacillus 
was  developing  sufficient  qualities  of  viru- 
lence and  selective  pulmonary  localization  to 
cause  a mild  acute  toxic  pneumonitis,  called 
influenza.  Identification  of  the  cause  of  such 
a mild  epidemic  disease  is  very  difficult  dur- 
ing this  transitional  stage  from  a nontoxic 
purulent  bronchitis  to  more  severe  diffuse 
pneumonitis  or  pneumonia,  for  the  duration 
of  symptoms  is  brief  and  recovery  the  rule, 
with  very  few  signs  of  pathology.  A com- 
mon designation  in  the  U.  S.  Army  records 
of  that  time  in  Europe  was  “P.U.O.,”  an 
abbreviation  for  “pyrexia  of  unknown  ori- 
gin,” sometimes  diagnosed  influenza.  This 
probably  represented,  the  early  transional 
stage  of  influenza  from  purulent  bronchitis 
to  epidemic  “Spanish  influenza”  .and  later 
American  pandemic  influenza  of  1918.  In- 
terestingly, the  “hyaline  membrane”  lining 
air  distended  infundibular  spaces,  later  re- 
ported by  Goodpasture^'*  and  ^^’olbach*5  as 
“distinctive  in  not  specific  pathology  of  in- 
fluenza,” was  described  and  illustrated  in 
the  lung  pathology  associated  constantly 
with  “war”  or  “trench”  nephritis  which  was 
occurring  at  this  time  in  the  wet  trenches  of 
Flanders.*®-  ** 

The  first  appearance  of  the  more  severe 
pandemic  of  influenza  in  United  States  was 
in  Boston,  where  the  writer  was  stationed  in 
clinical  pathology  in  the  U.  S.  Navy,  the 
infection  probably  brought  there  on  a war- 
ship from  Europe  or  Spain.  It  first  de- 
veloped in  a large  Navy  training  center  in 
Boston  harbor,  called  the  “Receiving  Ship,” 
was  thought  at  first  to  be  ordinary  influenza 
and  was  treated  at  the  infirmary  there  until 
it  became  evident  that  this  was  much  more 
serious,  with  pneumonia  developing  in  many 
cases.  The  Chelsea  Naval  Hospital  soon  be- 
came crowded  with  these  cases  and  many 
deaths  occurred,  from  which  the  writer’s 
observations  were  made  and  reported.'*  The 
rapid  spread  of  this  epidemic  of  pneumo- 
nitis and  pneumonia  through  the  nonimmune 
war  camps  and  cities  across  the  country  is 


too  well  known  to  review.  One  observation, 
however,  should  be  noted,  in  view  of  the 
preceding  influenza  bacillus  purulent  bronchi- 
tis described  in  Europe  in  1916-1917 ; that  is 
the  common  finding  of  the  influenza  bacillus 
in  the  lungs  of  this  pneumonia,  often  in  pure 
culture,'*-  where  it  had  been  very  uncom- 
mon with  pneumonia  developing  before  that 
time.  This  suggested  that  the  influenza  bac- 
illus was  an  important  factor  in  the  1918 
influenza  pandemic,  as  was  interpreted  in 
the  1889  pandemic  described  by  Pfeiffer.® 

A significant  observation  of  the  role  of 
the  influenza  bacillus  in  serious  epidemics 
has  been  made  by  Shope*®  in  connection  with 
his  extensive  studies  of  swine  influenza 
which  is  closely  related  to  that  of  man.  He 
found  that  there  was  a rather  constant  ac- 
companiment of  the  influenza  bacillus  with 
swine  influenza  pneumonia,  identified  as  a 
virus  disease.  His  experiments  in  swine 
transmission  of  influenza  showed  that  only 
a mild  toxic  disease  could  be  transmitted  by 
the  virus  alone  and  no  reaction  by  the  in- 
fluenza bacillus  alone,  but  when  the  two 
were  combined  the  characteristic  severe 
pneumonic  type  of  the  disease  developed. 
These  experiments  were  interpreted  to  in- 
dicate that  “the  more  virulent  pandemic 
disease  represents  a combined  or  synergistic 
action  by  a virus  and  the  influenza  bacillus.” 

This  leaves  many  unanswered  questions 
concerning  the  etiological  significance  of  the 
influenza  bacillus  in  its  relation  to  the  in- 
fluenza virus  during  pandemics  of  human 
influenza,  but  it  should  be  recognized  that 
it  is  possible  for  a bacterium  to  attain  suffi- 
cient virulence  and  selective  localization  in 
pre-epidemic  purulent  bronchitis  to  become 
epidemic  as  a mild  toxic  infundibular  pneu- 
monitis and  progress  to  a more  severe  epi- 
demic or  pandemic  serohemorrhagic  pneu- 
monia. This  was  illustrated  by  the  hemo- 
lytic streptococcus  pre-epidemic  purulent 
bronchitis  associated  wdth  measles,  which 
later  developed  into  an  independent  epidemic 
of  pneumonia.  A similar  sequence  of  path- 
ology and  epidemiology  has  been  reported 
with  bacillus  bronchisepticus  infection  in 
mice  and  guinea  pigs'*  and  has  been  observed 
less  distinctly  with  pneumococcus  bronchitis 
and  pneumonia  in  a city  epidemic,  indicat- 
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ing  that  this  sequence  of  pre-epidemic  puru- 
lent bronchitis,  transitional  toxic  pneumo- 
nitis and  epidemic  pneumonia  occurs  and 
is  not  specific  for  any  bacterium. 

The  only  specific  pathology  in  the  severe 
epidemic  pneumonias  is  dependent  on  the 
particular  qualities  of  the  invading  bacteri- 
um. The  virulent  hemolytic  streptococcus, 
wherever  infecting,  spreads  characteristic- 
ally by  way  of  the  lymphatics  and  causes 
diffuse  necrosis  of  the  involved  tissue,  hence 
the  common  extension  to  the  pleura  and  lung 
necrosis  with  this  pneumonia.  Pneumococ- 
cus infection  remains  rather  localized,  causes 
little  necrosis  and  stimulates  the  production 
of  leucocytes  and  fibrinogen,  hence  the  “gray 
hepatization”  of  pneumococcus  pneumonia 
which  resolves  with  little  damage  to  the 
lung.  The  influenza  bacillus  has  no  dis- 
tinctive pathology  because  it  does  not  stimu- 
late leucocytosis  and  is  killed  more  easily 
by  defensive  immune  body  reaction.  The 
hyaline  membrane  found  by  Goodpasture^^ 
and  Wolbach^^  in  the  infundibular  spaces 
probably  is  not  specific  but  represents  an 
unusual  drying  effect  of  air  trapped  there 
on  inspiration.  The  staphylococcus,  wher- 
ever infecting,  causes  local  necrosis  with 
abscess  formation.  These  characteristics  ap- 
pear in  bacterial  complications  of  influenza 
pneumonia  and  mask  the  original  pathology. 

The  significance  of  these  observations  on 
the  epidemiology  and  pathology  of  influenza 
is  that  we  should  look  for  a preceding  in- 
fluenza bacillus  purulent  bronchitis  in  a 
distant  somewhat  isolated  region  and  asso- 
ciation of  the  influenza  bacillus  with  the 
epidemic,  if  its  etiology  and  course  is  to  be 
compared  with  the  pandemics  of  1918  and 
1889.  Because  of  the  great  increase  of 
communication  by  automobiles  and  airplanes, 
it  is  doubtful  if  there  ever  will  be  another 
pandemic  of  influenza  comparable  to  that  of 
1918,  although  the  isolation  of  some  com- 
munist countries  might  make  this  possible. 
The  lesser  epidemics  of  virus  influenza  with- 
out an  associated  virulent  influenza  bacillus 
pose  no  great  threat. 

Summary 

Common  influenza  is  an  epidemic  virus 
disease  which  localizes  in  the  infundibular 


spaces  of  the  lungs  and  presents  few  diag- 
nostic symptoms  or  signs. 

The  selective  primary  localization  in  the 
infundibular  spaces  requires  a long  series 
of  preceding  less  toxic  bronchial  infection 
as  a precursor  of  epidemic  influenza. 

This  pre-epidemic  stage  of  lower  respira- 
tory infections  commonly  develops  in  young 
school  children  and  is  not  recognized  as  re- 
lated to  the  toxic  epidemic  stage  which  ap- 
pears later  in  adults. 

The  sequence  of  this  type  of  epidemic 
development  of  lower  respiratory  infection 
is  illustrated  by  the  record  of  streptococcus 
bronchitis  and  pneumonia  which  prevailed  in 
the  Army  camps  of  this  country  in  1916-1917 
during  World  War  I,  extending  through  a 
sequence  of  purulent  bronchitis  and  toxic 
pneumonitis  to  lobular  and  diffuse  pneu- 
monia. 

A similar  sequence  of  purulent  bronchitis, 
toxic  pneumonitis  and  pneumonia  is  brought 
to  attention  in  association  with  develop- 
ment of  the  1918  pandemic  of  influenza. 

The  role  of  the  influenza  bacillus  with 
influenza  is  not  well  established,  but  there 
is  evidence  that  the  more  virulent  pandemic 
disease  represents  a combined  or  synergistic 
action  by  a virus  and  the  influenza  bacillus. 

There  is  no  specific  pathology  for  influ- 
enza pneumonia  except  possibly  the  hyaline 
membrane  found  in  the  infundibular  spaces 
of  early  fatal  cases.  This  pathology  is  ob- 
scured in  later  cases  by  streptococcus,  pneu- 
mococcus and  staphylococcus  complications. 

Greatly  increased  intercommunication  by 
automobiles  and  airplanes  probably  will  pre- 
vent recurrence  of  a severe  pandemic  of 
influenza. 
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Why  Not  Radioactive  Iodine  Therapy  for 
Toxic  Nodular  Goiter?  — J.  I.  Hamburg- 
er, G.  Kadian,  and  H.  W.  Rossin  (20905 
Greenfield,  Southfield,  Mich).  Arch 
Intern  Med  119:75-79  (Jan)  1967. 

The  use  of  radioactive  iodine  as  the  pre- 
ferred therapy  for  toxic  nodular  goiter  is 
still  controversial.  Usually,  radioactive 
iodine  is  employed  only  if  the  patient  re- 
fuses surgery  or  if  surgery  is  contraindicat- 
ed. Only  a few  investigators  favor  radio- 
active iodine  therapy  for  toxic  nodular  goi- 
ter. Good  results  have  been  reported  with 
the  use  of  radioactive  iodine  therapy  for 
toxic  nodular  goiter  and  also  for  large  multi- 
nodular goiters,  including  those  with  tra- 
cheal compression.  Thirteen  patients  with 
toxic  nodular  goiter  over  100  gm  were  suc- 
cessfully treated  with  radioactive  iodine 
131  (i^U).  All  were  relieved  of  h>T)erthy- 
roidism  with  a single  dose  of  and  no 
permanent  hypothyroidism  was  produced. 
Symptoms  of  compression  were  relieved  in 
six  of  seven  patients.  In  one  patient,  sur- 
gery was  ultimately  required  for  persistent 
compression  symptoms.  It  is  recommended 
that  therapy  be  given  prime  considera- 
tion in  the  therapy  of  toxic  nodular  goiter. 


Factors  Necessary  for  Successful  Replanta- 
tion of  Upper  Extremities  — T.  Inoue  et 
al  (Osaka  City  U n i v Medical  School, 
Abeno-Ku,  Osaka,  Japan).  Ann  Surg 
165:225-238  (Feb)  1967. 

During  the  period  October  1962  to  October 
1964,  the  authors  treated  six  cases  of  com- 
plete or  almost  complete  severance  of  the 
upper  extremities.  Successful  replantation 
with  recovery  of  function  was  achieved  in 
four  cases.  In  one  case,  amputation  of  the 
hand  was  complete,  and  the  patient  has  good 
function  recovery  two  years  later.  Severed 
limbs  were  managed  by  cooling,  flushing  of 
vessels  with  heparin,  sodium  chloride  solu- 
tion and  low  molecular  weight  dextran,  and 
infusion  with  autogenous  arterial  blood. 
Standard  operative  techniques  were  used  for 
the  repair  of  bones,  vessels,  tendons,  and 
nerves  in  that  order.  Decompression  inci- 
sions and  fasciotomies  were  made  and  cov- 
ered by  skin  grafts,  prior  to  splinting.  Anti- 
coagulation with  heparin  was  used  post- 
operatively  in  all  cases.  Complications  en- 
countered in  these  cases  were  cardiac  arrest, 
bleeding,  and  osteomyelitis.  The  factors 
necessary  for  successful  replantation  have 
been  discussed. 
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The  Prevention,  Diagnosis,  and  Treatment 
of  Acute  Renal  Failure  in  Surgery 


From  the  Department  of  Surgery,  University  of  California 
College  of  Medicine.  Los  Angeles,  California.  Presented  at  the 
Omaha-Midwest  Clinical  Society,  November  2,  1966. 

Renal  failure  remains  a potential 
threat  to  any  surgical  proce- 
dure. It  occurs  more  commonly 
after  cardiovascular  procedures  but  may  be 
seen  as  a complication  of  any  type  of  surgery. 
Its  incidence  was  high  in  the  early  develop- 
ment of  aortic  surgery.  At  present,  the 
highest  incidence  of  renal  failure  is  seen 
following  cardiopulmonary  bjqjass.  Although, 
even  in  open  heart  surgery  its  incidence 
ranges  only  from  0.5  to  1%,  when  it  does 
occur,  the  mortality  exceeds  50%.  The 
highest  incidence  of  renal  failure  occurs 
in  open  heart  surgery  involving  acquired  val- 
vular disease,  complicated  congenital  lesions 
with  incomplete  surgical  correction,  long  per- 
fusions, low  flow  rates,  excessive  blood  loss 
and  infection. 

The  causes  of  renal  failure  can  be  divided 
into  prerenal,  renal  parenchymal  disorders, 
and  obstructive  uropathies.  The  most  com- 
mon prerenal  causes  are  hypovolemia,  acido- 
sis and  complicating  factors,  such  as  conges- 
tive heart  failure  and  septicemia.  Renal 
parenchymal  disorders  causing  shutdown 
consist  of  acute  tubular  necrosis,  hemoglobi- 
nuria due  to  incompatible  blood,  and  myoglob- 
inuria. 

Most  of  the  cases  of  renal  failure  seen 
following  surgical  procedures  are  caused 
either  by  renal  ischemia  or  liberation  of  blood 
or  muscle  pigment  after  transfusion  or 
trauma. 

Anuria  and  oliguria  may  occur  with  normo- 
volemia, normal  blood  volume,  and  normal 
gross  renal  blood  flow.  This  suggests  while 
the  macrocirculation  may  be  normal,  that 
there  is  impairment  of  the  microcirculation, 
and  in  turn  depressed  perfusion  of  the 
kidney.  This  raises  the  possibility  of  arteri- 
olovenule  shunting  within  the  kidney. 

Some  clinical  conditions  associated  with 
acute  renal  failure  such  as  burns,  accidents 
of  pregnancy,  and  trauma  are  not  anticipated 


JOHN  E.  CONNOLLY,  M.D. 


events  and  renoprotective  measures  cannot 
be  instituted  prior  to  the  trauma.  However, 
anesthesia  and  surgery  are  planned  events 
known  to  cause  acute  depression  of  renal 
function  for  which  prophylactic  renoprotec- 
tive measures  can  be  applied.  These  prophy- 
lactic measures  include  (1)  the  recognition 
of  depressed  renal  function  preoperatively, 
(2)  the  recognition  of  volume  loss  of  extra- 
cellular fluid,  (3)  the  avoidance  and  correc- 
tion of  acidosis,  (4)  the  maintenance  of  renal 
blood  flow  by  blood  and  electrolyte  replace- 
ment, and  (5)  the  avoidance  of  sludging  by 
plasma  expanders. 

Recognition  of  Depressed  Renal 
Function  Patients 

Preoperative  renal  assessment  should  in- 
clude urinalysis  and  serum  creatinine.  Pa- 
tients undergoing  open  heart  surgery  should 
also  be  evaluated  by  a PSP  15  minute 
excretion  test  and  should  be  weighed  before 
and  after  surgery.  If  any  renal  abnormali- 
ties are  discovered,  more  effort  to  avoid 
renal  failure  can  be  made  during  and  after 
surgery. 

Replace  Volume  Loss  of 
Extracellular  Fluids 

Shires^^  has  demonstrated  with  triple  iso- 
tope technics  that  up  to  30%  of  extracellular 
fluid  may  be  sequestrated  or  redistributed 
as  non-functional  extracellular  fluid  following 
operative  trauma  and  operation.  Balanced 
saline  solution  such  as  Ringer’s  lactate  during 
and  after  surgery  restores  circulating  volume 
and  is  recommended  by  several  authors®- 
as  a successful  method  of  avoiding  shock  and 
renal  failure  during  cardiovascular  proce- 
dures. 

Avoidance  and  Correction  of  Acidosis 

In  a previous  publication^  we  presented 
experimental  animal  data  on  the  relationship 
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of  acidosis  and  renal  blood  flow.  We  directly 
measured  renal  blood  flow  and  found  that  it 
became  markedly  depressed  as  the  pH 
reached  7.25  whether  the  acidosis  was  respir- 
atory or  metabolic  in  type.  The  action  of 
acidosis  in  the  depression  of  renal  blood  flow 
may  be  explained  by  direct  intrarenal  con- 
striction, thus  interfering  with  the  normal 
autoregulatory  mechanism.  Acidosis  oligu- 
ria can  be  diagnosed  only  if  the  relationship 
of  acidosis  and  renal  blood  flow  is  recognized 
and  the  presence  of  acidosis  is  confirmed 
by  pH  determinations.  Correction  of  the 
acidosis  with  THAM  or  bicarbonate  or  the 
treatment  of  inadequate  ventilation  (or  both) 
will  return  the  renal  blood  flow  and  urine 
output  to  normal  limits.  Bicarbonate  or 
THAM  is  given  prophylactically  only  if  ACD 
blood  is  used  to  prime  an  extracorporeal 
apparatus. 

Maintenance  of  Renal  Blood  Flow  by 
Blood  and  Electrolyte  Replacement 

Replacement  of  circulating  blood  volume 
losses  are  of  course  necessary  to  maintain 
normal  renal  blood  flow.  Likewise  the  im- 
portance of  replacement  of  extracellular  fluid 
which  may  be  functionally  redistributed  has 
been  noted  above.  In  addition,  mannitol  has 
been  recommended  in  the  prophylaxis  and 
treatment  of  oliguria, ^ This  reduced  form 
of  the  6 carbon  sugar  mannose  has  been 
used  for  manj^  years  as  an  osmotic  diuretic 
to  insure  an  adequate  urine  flow  during  urea 
clearance  studies  in  animals  and  humans. 
Besides  being  an  osmotic  diuretic,  its  pro- 
ponents, principally  Barry^  and  Powers,^^ 
have  stated  that  mannitol  reduces  renal  vas- 
cular resistance  and  increases  renal  plasma 
flow  in  animals.  The  literature  on  mannitol 
is  plentiful  and  the  evidence  is  contradictory. 
All  investigators  agi'ee  that  mannitol  in- 
creases urine  flow  but  all  are  not  in  agree- 
ment that  it  increases  renal  blood  flow. 

BealP  in  a clinical  test  of  its  use  during 
abdominal  aneurysm  surgery  found  no  ad- 
vantage of  mannitol  over  adequate  hydration. 
Shumacker  and  associates^'*  attempted  in  the 
laboratory  to  assess  the  influence  of  both 
mannitol  and  low  molecular  weight  dextran. 
They  state  that  their  experimental  data 
offered  no  conclusive  answers.  In  Shu- 
macker’s  experiments  the  aorta  and  renal 


artery  were  clamped  in  dogs  to  produce  renal  ! I 
failure.  Those  animals  given  mannitol  had  1 j 
a higher  urinary  output  but  actually  the  ' i 
survival  in  this  mannitol  group  was  lower 
than  in  those  dogs  not  given  mannitol.  These  i 
investigators  feel  that  it  is  impossible  clini- 
cally to  attribute  the  avoidance  of  renal  | 
shutdown  to  mannitol  as  no  comparable  con-  ' 
trols  are  available.  Factors  such  as  the  ' 
maintenance  of  a normovolemic  state  and  a , 
normal  blood  pressure  were  concluded  to  be 
of  greater  importance  than  mannitol. 

Atik*  produced  experimental  renal  failure 
in  the  dog  by  hemorrhage  and  incompatible 
blood  transfusion  and  found  that  low  molec- 
ular dextran  increased  survival  while  manni-  ' 
tol  did  not. 

Perry,*®  and  iVIason  and  Teschon'*  found 
mannitol  effective  if  injected  within  one  hour 
of  induced  renal  failure. 

Powers*^  reports  that  mannitol  has  reduced 
the  incidence  of  renal  shutdown  in  poor  risk 
patients  undergoing  cardiovascular  surgery  ' 
at  his  institution.  However,  this  could  be 
attributed  to  other  factors,  such  as  less  blood 
loss  and  more  surgical  experience  with  vascu- 
lar surgery  as  the  incidence  of  renal  shut- 
down in  similar  surgery  has  been  very  low 
at  many  institutions  without  the  use  of 
mannitol. 

Barrj^  and  associates^  presently  report  that 
mannitol  can  improve  depressed  renal  clear- 
ances in  functional  rather  than  anatomical 
renal  damage.  Other  investigators  have 
suggested  that  mannitol  may  help  in  the 
prevention  of  renal  failure  because  its  use 
provides  more  fluid  volume. 

Starr  and  associates**  believe  that  mannitol 
protects  against  excessive  hemolysis  by  obli- 
gatory diuresis  and  by  actually  lowering  the 
rate  of  red  blood  cell  destruction.  They 
believe  that  its  routine  use  during  cardio- 
pulmonary bypass  has  reduced  their  incidence 
of  renal  shutdown. 

Conclusion : The  place  of  mannitol  in  car- 
diovascular surgery  has  not  been  proven 
beyond  doubt.  Many  medical  centers  have 
equally  low  incidences  of  renal  failure  with- 
out the  use  of  mannitol.  It  is  safe,  however, 
and  it  does  force  more  hydration  and  may 
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help  in  washing  out  the  nephrotoxins  when 
no  significant  renal  ischemia  is  present. 
Thus  it  may  be  indicated  prophylactically 
in  poor  risk  patients  such  as  ruptured 
aneurysms,  during  any  major  surgery  if  the 
urine  output  is  low  in  spite  of  fluid  and  blood 
! replacement,  or  if  excessive  hemolysis  is 
! detected  during  long  bypasses. 

Avoid  Sludging  with  Plasma  Expanders 

Ideally,  the  substitution  of  a plasma  ex- 
pander for  all  or  part  of  donor  blood  trans- 
fusion can  decrease  the  incidence  of  incom- 
patible blood  reactions,  viral  hepatitis,  acido- 
sis, trauma  to  coi’puscles  and  proteins  and 
j the  need  for  a blood  bank. 

The  plasma  expander,  low  molecular  weight 
dextran,  has  also  been  shown  to  have  a 
viscosity-altering  effect  which  improves 
blood  flow  by  preventing  sludging  and  cellu- 
lar aggregation  at  the  capillary  level.  Such 
sludging  has  been  shown  by  several  investi- 
gators®- ® to  occur  in  cardiopulmonary  bypass 
and  in  turn  presumably  contributes  to  poor 
renal  circulation. 

Many  investigators®  starting  with  Gelin 
have  studied  low  molecular  weight  dextran 
and  have  concluded  that  while  there  is  no 
concrete  proof  that  renal  blood  sludging  and 
capillary  obstruction  are  the  causes  of  mor- 
bidity and  mortality  in  vascular  surgery, 
this  supposition  seems  reasonable  in  light 
of  the  available  evidence.  It  is  again  diffi- 
cult to  document  the  decrease  in  renal  failure 
attributed  to  this  agent  by  those  groups 
using  it  clinically  but  since  the  risk  is  low, 
there  is  little  argument  against  its  use.  The 
main  disadvantages  appear  to  be  its  partial 
and  transient  effectiveness,  and  its  bleeding 
tendencies.  Perhaps  its  main  indication  will 
be  during  circulatory  arrest  procedures. 

Diagnosis  of  Acute  Renal  Failure 

While  the  early  diagnosis  of  renal  failure 
is  important,  it  is  at  the  same  time  difficult 
to  make. 

Oliguria,  while  indicative,  is  not  a specific 
criterion  of  renal  failure.  Oliguria  may  occur 
with  normal  renal  function  when  dehydration 
is  present.  On  an  average  diet  with  water 
restricted  to  400  ml/24  hours,  the  specific 


gravity  of  the  urine  may  be  1.030.  If  sodium 
and  protein  are  omitted  as  may  occur  during 
and  after  surgery,  an  intake  of  300-500  ml 
may  result  in  a specific  gi’avity  of  1.008  to 
1.014.  This  physiologic  oliguria  can  occur 
with  either  high  or  low  urine  concentrations 
as  a result  of  variation  in  water  and  solute 
intake.  In  contrast,  renal  failure  has  been 
seen  on  occasion  with  minimal  oliguria  or 
even  polyuria. 

The  BUN  is  not  a good  criterion  as  it  may 
be  elevated  due  to  surgery  or  to  blood  ab- 
sorption from  hemorrhage.  On  the  other 
hand,  the  urinary  composition  may  be  very 
helpful  in  the  early  diagnosis  of  renal  failure. 
Osmolarity  is  a more  direct  and  accurate 
measurement  of  renal  concentrating  ability 
than  the  specific  gravity.  With  acute  par- 
enchymal renal  failure,  the  urinary  osmo- 
larity approaches  plasma  values.  If  the 
urine  urea  clearance  is  elevated  and  there  is 
sodium  in  the  urine,  acute  parenchymal  renal 
failure  is  suggested  while  the  opposite  find- 
ings suggest  good  renal  function.®  Obstruc- 
tion of  the  renal  artery,  vein,  or  ureter  will 
also  elevate  the  urine  urea  clearance  test 
and  also  result  in  an  elevation  of  the  urinary 
sodium  but  such  obstructive  lesions  can  be 
differentiated  radiographically  from  primary 
renal  damage.  If  a suspected  diagnosis  of 
renal  failure  is  made,  a test  load  of  fluid  will 
rule  out  dehydration  and  confirm  the  diag- 
nosis. A safe  test  fluid  is  100  ml  of  a 20% 
mannitol  solution.  This  should  produce  in 
three  to  five  minutes  urine  of  40  ml/hr  for 
three  hours. 

Treatment  of  Renal  Failure 

Once  the  diagnosis  of  renal  failure  has 
been  established  by  the  rapid  administration 
of  a test  dose  of  fluid,  the  treatment  begins 
with  the  restriction  of  daily  fluids  to  400  ml 
plus  the  measured  losses.  Daily  weighing 
of  the  patient  and  careful  recording  of  the 
intake  and  output  are  necessary  to  accurately 
guide  the  treatment.  One  hundred  grams 
of  carbohydrate  are  administered  daily  as 
50%  dextrose  or  candy.  The  hematocrit, 
creatinine  and  electrolytes,  especially  Na  and 
K,  are  measured  daily.  Early  signs  of  hyper- 
kalemia are  sought  by  daily  electrocardio- 
grams, and  are  treated  vigorously  by  resins 
and  potassium  oxalate.  A rising  potassium 
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or  creatinine  of  10  mg  % requires  dialysis. 
This  may  be  accomplished  rapidly  by  an 
artificial  kidney,  or  if  such  a unit  is  not 
available,  by  peritoneal  dialysis.^  Peritoneal 
dialysis  can  be  instituted  in  any  hospital 
and  by  any  physician.  Its  simplicity  and 
low  complication  rate  has  established  it  as 
the  most  widely  employed  method  of  dialysis. 
Although  it  is  generally  employed  only  for  a 
few  days  at  a time,  we  have  left  peritoneal 
catheters  in  place  for  as  long  as  two  months 
for  intermittent  dialysis  without  any  com- 
plications. 

Summary 

There  are  many  factors  in  the  etiology  of 
renal  failure  following  surgery  but  usually 
this  dreaded  complication  can  be  avoided  by 
noting  the  following: 

1.  More  careful  preparation  of  the 
patient  by  investigation  of  the  preoper- 
ative renal  status. 

2.  Weighing  the  patient  before  and 
after  major  surgery. 

3.  Monitoring  the  urine  output  dur- 
ing surgery  and  correcting  the  fluid  and 
blood  administration  accordingly. 

4.  Checking  for  acidosis  and  correc- 
ting it  during  surgery  if  oliguria  does 
not  respond  to  fluid  and  blood  admini- 
stration. 

5.  The  replacement  of  sequestrated 
extracellular  fluids  by  agents  such  as 
Ringer’s  lactate  solution  during  surgery. 
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Control  of  Enuresis  by  Imipramine  — L.  R. 

H.  Drew  (Victoria,  Australia).  Med  J 

Aust  2:1225-1227  (Dec  24)  1966. 

A double-blind  crossover  trial  was  per- 
formed on  28  enuretics.  The  striking  effec- 
tiveness of  imipramine  was  clearly  appar- 
ent on  every  examination  of  results;  there 


was  significantly  less  bed-wetting  during 
administration  of  imipramine  compared  with 
the  observation  periods  and  compared  with 
the  periods  of  administration  of  the  placebo. 
A maximum  reduction  of  enuresis  was  ob- 
tained during  the  first  week  of  imipramine 
dosage.  No  complications  of  the  medication 
were  reported. 
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American  Medical  Care— Fact  and  Fancy 


WE,  the  physicians  of  America, 
are  eager  to  participate  in  a 
continuing  dialogue  with  the 
American  people,  so  that  through  our  com- 
bined efforts,  the  best  medical  care  at  the 
lowest  possible  cost  will  result.  We  par- 
ticularly want  to  bare  to  the  American  peo- 
ple our  goals,  our  aspirations,  and  our  ac- 
complishments, from  a vantage  point  of 
truth,  to  serve  better  the  people  of  the 
United  States. 

The  medical  profession  welcomes  construc- 
tive efforts  at  criticism.  In  fact,  it  partici- 
pates in  self-evaluation  continually.  Cer- 
tain critics  and  criticisms,  however,  are  un- 
just. Instead  of  collecting  the  facts  objec- 
tively, and  drawing  conclusions  from  them, 
some  critics  start  with  unfair  prejudg- 
ments, and  then  distort  the  facts,  creating 
untruths  and  half-truths  to  support  their 
conclusions.  It  is  our  responsibility  to  our 
patients  that  demands  that  we  correct  this 
misinformation,  for  such  misleading  infor- 
mation can  be  damaging  to  them  when  they 
are  being  treated,  causing  confusion  and  dis- 
trust. 

The  following  are  just  a few  examples  of 
these  unfair  criticisms  and  the  facts  about 
them. 

Number  of  medical  colleges,  medical  stu- 
dents, and  physician  population. 

It  has  been  unfairly  maintained  that  the 
medical  profession  and  the  American  Medi- 
cal Association  are  attempting  to  restrict 
the  number  of  medical  colleges  and  students. 
The  reverse  is  true.  The  American  Medical 
Association  has  stimulated  new  schools,  fre- 
quently advising  groups,  planning  and  de- 
veloping new  schools.  Since  1947,  11  new 
schools  have  opened,  totaling  88 ; and  by 
1970  an  additional  13  will  be  in  operation, 
totaling  101.  Six  more  are  assured  and 
another  six  are  possible  by  1975  . 

The  American  Medical  Association  sup- 
ported legislation  providing  federal  funds 
for  medical  college  construction  from  1951 
until  its  enactment  in  1963. 
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In  addition,  the  American  Medical  Asso- 
ciation and  its  branches,  the  state  and  coun- 
ty medical  societies,  have  embarked  on  re- 
cruiting programs  for  medical  students. 

The  American  Medical  Association  has 
established  a loan  guarantee  fund,  to  give 
financial  assistance  to  medical  students,  in- 
ternes and  residents,  supported  by  voluntary 
contributions  of  physicians,  medical  asso- 
ciations, private  companies,  and  foundations. 
Over  $35  million  have  been  lent  since  the 
fund’s  founding  in  1962.  In  addition,  loan 
funds  are  available  through  state  and  county 
medical  societies. 

In  1960,  there  was  one  physician  for  737 
people;  in  1965,  there  was  one  for  every  681, 
a faster  rate  of  growth  in  physician  popula- 
tion than  general  population. 

In  the  past,  efforts  to  predict  future 
physician  needs  have  been  most  inaccurate. 
In  1959,  the  Bane  Committee  gloomily  pre- 
dicted we  should  never  reach  by  1975,  the 
needed  total  of  330,0-00  physicians  including 
osteopathic  physicians.  Actually,  there  will 
be  a minimum  of  360,000  physicians  by  1975, 
exclusive  of  osteopathic  physicians. 

There  has,  however,  been  a functional  and 
geographic  maldistribution  of  physicians. 
There  has  been  a marked  reduction  in 
the  number  of  family  physicians.  This  has 
been  strongly  influenced  by  the  tremendous 
overemphasis  on  specialization  and  research 
in  the  medical  colleges,  largely  stimulated 
by  the  unbalanced  influx  of  federal  funds 
into  these  areas.  At  the  present  time,  ef- 
forts are  being  made  to  restore  the  family 
physician  to  his  central  role  in  American 
medical  care. 

An  American  Board  of  Family  IMedicine 
has  been  created  and  the  American  Medical 
Association  has  recognized  Family  Medicine 
as  a specialty  in  medical  practice.  Recently, 
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the  American  iMedical  Association  commis- 
sioned a Report  of  a Citizens  Commission 
on  Graduate  Medical  Education.  Many  rec- 
ommendations are  to  be  implemented,  such 
as  a residency  training  program  in  family 
medicine,  encouragement  of  group  practice 
among  family  physicians  and  others,  staff 
appointments  and  full  practice  privileges 
for  family  physicians  on  hospital  staffs,  as 
well  as  integrated  programs  in  medical  col- 
leges, staffed  by  family  physicians,  to  stimu- 
late training  and  interest  in  family  medi- 
cine. 

There  has  been  a tendency  for  physicians 
to  concentrate  in  metropolitan  areas,  with 
resultant  diminished  concentration  in  other 
areas.  To  offset  this,  the  American  Medical 
Association  in  conjunction  with  the  Sears 
Roebuck  Foundation  has  been  sponsoring 
rural  location  of  physicians.  The  Kansas 
Rural  Health  program,  developed  by  Dr. 
Franklin  Murphy,  has  been  most  successful, 
in  supplying  rural  medical  needs.  It  in- 
volved the  enlargement  of  the  capacity  of 
the  Kansas  IMedical  School  to  train  medical 
students,  the  creation,  through  voluntary 
local  fund  raising,  of  facilities  for  medical 
practice  throughout  the  state.  Then  a pro- 
gram of  continuing  education  for  rural 
physicians  was  set  up  consisting  of  two 
parts:  1.  Traveling  teams  of  consultants 

originate  from  the  medical  college  and  hos- 
pital, to  visit  different  areas  of  the  state 
throughout  the  year,  holding  clinics  and  of- 
fering consultation.  2.  Rural  physicians 
return  to  the  medical  college  periodically 
for  several  weeks  to  months  of  refreshing 
training. 

Many  state  societies  have  placement  pro- 
grams for  physicians.  Emergency  medical 
services  have  been  instituted  by  many 
county  medical  societies. 

In  addition,  the  tendency  to  overload  full 
time  staffs  of  medical  colleges  and  larger 
hospitals  must  be  reversed;  this,  too,  is 
contributing  to  the  maldistribution  of  our 
younger  physicians. 

Quality  of  medical  care.  Improperly 
documented  criticisms  of  the  quality  of 
American  medical  care  have  been  pub- 
licized. In  many  cases,  these  have  used 


data  originating  in  articles  written  by  physi- 
cians, for  self-evaluation  and  for  education 
of  their  colleagues;  incomplete  information 
has  been  abstracted  to  support  untrue  con- 
clusions. 

A published  article  has  been  referred  to 
as  reporting  that  90%  of  21  surgical  deaths 
in  infants  and  children  was  the  result  of 
doctor  error,  and  therefore  evidence  of  poor 
medical  care.  But  this  study  involved  more 
than  4,000  operations  in  a single  hospital, 
over  a 10  year  period  beginning  in  1947, 
20  years  ago;  among  the  21  there  were 
many  serious  abnormalities  at  birth ; and  the 
article  further  stated,  “There  has  been  a 
dramatic  decrease  in  operative  deaths  dur- 
ing the  past  four  years,  1958-1961.” 

In  other  cases,  efforts  are  made  by 
critics  to  use  statistics,  usually  from  Eng- 
land and  Sweden,  to  attempt  to  prove  that 
the  practice  of  medicine  in  the  United 
States  is  inferior.  Actually,  if  true  statis- 
tical comparison  can  be  made,  it  demon- 
strates that  American  medicine  is  second 
to  none. 

Basically,  however,  when  comparison  is 
made  between  one  nation’s  statistics  and  an- 
other, comparisons  may  not  be  occurring 
between  exactly  the  same  events. 

For  example,  Sweden’s  infant  mortality 
rate  is  1%  below  that  of  the  United  States. 
But,  in  Sweden,  a baby  is  not  alive  until 
he  breathes ; such  a baby’s  death  would 
be  called  foetal  death.  In  the  United  States, 
the  presence  of  a heart  beat  or  voluntary 
motion  would  classify  the  baby  as  alive, 
and  subsequent  death  would  be  classified 
as  infant  mortality.  Furthermore,  the  fre- 
quent use  of  abortion,  in  Sweden,  alters 
these  statistics  further. 

Further,  while  it  is  true  that  the  average 
Swede  lives  to  age  73,  and  the  average 
American  to  the  age  of  70.3,  a Swede  in 
Minnesota  outlives  a Swede  in  Sweden. 

As  Waldo  Von  Greyerz,  M.D.,  Swedish 
delegate  to  the  World  Medical  Association 
pointed  out,  “I  don’t  know  how  you  would 
compare  medicine  in  Sweden  . . . with 
medicine  in  America.  It  surely  can’t  be 
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done  with  infant  mortality  and  longevity 
statistics.  People  who  compare  such  things 
obviously  are  hunting  for  headlines.” 

There  are  numerous  other  areas  in  which 
similar  unfair  criticism  is  publicized.  These 
include  the  relation  of  physicians  fees  to  the 
rise  in  cost  of  medical  care,  the  position  of 
the  medical  profession  and  the  American 
Medical  Association  to  change  and  new 
legislation,  the  need  for  further  govern- 
mental involvement  in  the  distribution  of 
medical  care,  among  others.  There  is  no 
question  that  continuous  change  and  im- 
provement is  necessary  to  keep  the  quality 
of  medical  care  in  the  United  States  at  its 
high  level  and  keep  the  cost  as  low  as  pos- 
sible. The  physicians  of  America  are  com- 
mitted to  that  goal. 

Let  us  remember,  however,  that  the  medi- 
cal encounter  involves  the  relation  between 
a patient  in  distress  and  a physician  equipped 
mentally,  spiritually,  and  technically  to  re- 
lieve that  distress  and  to  prevent  its  occur- 
rence. In  making  changes,  let  us  preserve 
this  as  the  basic  component  of  high  quality 
care. 

The  people  of  America  are  fortunate  in 
having  the  finest  medical  care  structure  the 
world  has  ever  seen.  Let  us  recall  that  this 
has  resulted  because  of  the  basic  emphasis 
upon  the  individual  patient  physician  en- 
counter, with  the  physician  basically  and 
primarily  responsible  to  that  patient.  Let 
us  recall  that  this  development  has  occurred 
in  a basically  private  enterprise  system, 
with  the  vast  proportion  of  the  financial 
support  coming  from  private  funds.  Let  us 
recall  that  nowhere  else  has  there  been  such 
a development  of  voluntary  nongovern- 
mental health  insurance.  Let  us  remember 
that  in  those  countries  where  the  influence 
of  government  through  the  use  of  tax  funds 
and  control,  has  become  dominant  in  the 
medical  structure,  that  the  quality  of  medical 
care  has  declined  and  the  cost  has  excessive- 
ly risen. 


There  is  much  to  be  done.  There  is  a 
great  need  to  restore  the  family  physician 
to  his  primary  position  in  American  medi- 
cal care ; there  is  a great  need  to  foster 
increased  group  activities  among  physicians, 
but  always  preserving  the  basic  physician 
patient  bond;  there  is  a related  need  to  re- 
structure the  medical  college  curriculum  to 
reduce  the  emphasis  upon  accumulation  of 
unending  data  by  the  student,  with  accom- 
panying emphasis  upon  scientific  knowl- 
edge as  an  end  in  itself,  and  return  to  basic 
principles  with  emphasis  upon  the  humane 
and  spiritual  goals  of  the  physician,  using 
scientific  knowledge  as  a tool  for  the  help 
of  patients.  Related  to  this,  there  is  the 
requirement  that  funds  be  redistributed  in 
the  medical  colleges  to  meet  these  goals ; the 
family  physician  must  be  given  a position 
of  significance  and  responsibility  in  both  the 
hospital  and  medical  college;  with  the  re- 
sultant deemphasis  upon  unnecessary  consul- 
tation and  unnecessary  laboratory  studies, 
often  done  as  a routine,  rather  than  as  in- 
dicated. As  this  is  done,  cost  will  be  re- 
duced ; investigation  and  research  must  be 
supported,  but  not  to  the  exclusion  of  pro- 
viding individualized  high  quality  patient 
care;  the  voluntary  health  insurance  pro- 
gram (commercial  insurance.  Blue  Cross- 
Blue  Shield)  must  be  continually  expanded 
and  strengthened  to  help  the  American  citi- 
zen provide  for  the  cost  of  medical  care; 
government  participation  through  the  use 
of  tax  funds  should  be  limited  to  those  who 
financially  require  such  help,  and  should  be 
furnished  through  the  states;  governmental 
control  and  intervention  should  be  resisted 
and  minimized.  There  are  many  other  vital 
goals. 

Let  all  of  us,  physicians  and  citizens  of 
the  United  States,  join  in  a continuous  pro- 
gram of  change  to  improve  further  the 
quality  of  medical  care  and  reduce  the  cost 
as  much  as  possible.  Let  us  guard  against 
change,  however,  which  will  destroy  the 
basic  ingredients  which  have  made  Ameri- 
can medicine  gi’eat. 
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The  Strategic  Position  of  the  Pediatrician 
and  Family  Physician  in  the  Battle 
Against  Mental  Retardation 


4 ^ T offer  no  apology  for  my  sub- 

I ject  of  mental  retardation. 

A Here  are  major  problems  as 
old  as  life  itself,  but  still  too  low  on  the 
totem  poles  of  medical  respectability  and 
scientific  concern.  We  have  recognized  the 
problems  but  too  many  of  us  have  done  as 
the  priest  and  the  Levite  in  the  ancient 
parable,  we  have  passed  by  on  the  other 
side.”i  Some  readers  may  have  recognized 
that  these  words  were  taken  from  the  ad- 
dress by  Dr.  Grover  Powers  on  the  occasion 
of  receiving  the  John  Howland  Award  in 
1953. 

These  words  are  especially  apt  for  much 
of  our  present  day  concern.  Though  Pow- 
ers uttered  these  words  14  years  ago,  the 
medical  profession  has  done  little  to  dem- 
onstrate its  capacity  to  provide  leadership 
in  the  very  important  field  of  mental  re- 
tardation. Should  physicians  be  given  this 
particular  role  of  leadership  and  if  so,  how 
can  past  perfoiTnance  be  improved  upon? 

I would  like  to  develop  a few  thoughts 
about  the  reasons  why  I believe  physicians, 
whose  practices  include  many  children, 
should  be  urged  to  offer  greater  leadership 
in  mental  retardation.  To  begin  with,  there 
are  some  opportunities  that  exist  merely  by 
applying  traditional  medical  approaches.  In 
medicine  there  is  always  a need  to  make 
clear  diagnoses  if  proper  treatment  plans 
are  to  be  formulated.  However,  in  dealing 
with  the  problem  of  mental  retardation  one 
has  a very  elusive  kind  of  condition.  We 
are  told  on  the  one  hand  that  this  is  a con- 
dition which  affects  one  to  three  per  cent 
of  our  population,  which  for  the  country 
means  2,000,000  to  6,000,000  people.  But  if 
one  were  to  ask  several  experts  in  mental 
retardation  what  their  estimate  would  be, 
my  guess  is  that  each  would  have  a slightly 
different  version.  Mental  retardation  is 
not  a single  condition,  of  course,  and  mental 
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retardation  should  not  be  considered  a diag- 
nosis in  itself,  since  it  is  a symptom  which 
can  be  produced  by  many  different  etiological 
factors.  Just  as  fever  can  be  caused  by 
many  conditions  and  disorders,  so  mental 
retardation,  being  also  a symptom,  may  be 
produced  by  at  least  a hundred  different  con- 
ditions. 

When  one  accepts  the  premise  that  mental 
retardation  is  a symptom,  one  immediately 
moves  away  from  the  notion  that  this  is  a 
disorder  which  can  be  defined  primarily  on 
the  basis  of  an  IQ  determination  or  that  a 
quick  look  at  a child,  will  provide  an  etio- 
logical diagnosis.  While  a quick  diagnosis 
is  possible  in  some  instances,  more  often  a 
precise  answer  is  not  possible  on  the  basis 
of  a first  or  even  a second  glance. 

Physicians  can  draw  some  comfort  and 
perhaps  some  inspiration  by  being  reminded 
of  the  types  of  problems  which  confronted 
our  predecessors  50  or  more  years  ago. 
Their  problems  were  the  now  vanishing  com- 
municable diseases  and  nutritional  disorders. 
Many  conditions  which  are  characterized  by 
fevers  and  rashes  must  have  appeared  as 
baffling  to  our  predecessors  as  mental  mal- 
functioning and  mental  retardation  do  to  us 
today.  Gradually,  the  veil  was  removed 
from  the  conglomeration  of  conditions  which 
produced  fever,  as  scientists  began  to  explore 
the  new  sciences  of  bacteriology  and  path- 
ology, and  careful  studies  led  to  specific 
etiology.  Once  this  basic  work  was  done, 
later  investigators  found  ways  to  treat  these 
problems  and  still  later,  ways  to  prevent 
them. 
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Therefore,  whether  practitioner  or  medical 
scientist,  all  physicians  must  be  mindful  of 
the  steps  which  need  to  be  taken  in  order 
to  make  progress.  First,  we  need  to  strive 
for  precision  in  arriving  at  a diagnosis. 
Subsequently,  a more  accurate  picture  or 
incidence  of  the  conditions  which  produce 
mental  retardation  can  follow. 

In  another  example  taken  from  history, 
physicians  should  be  reminded  how  easily 
they  can  fall  into  traps.  There  are  some 
interesting  historical  treatises,  now  about 
a hundred  years  old,  in  which  the  diseases, 
now  known  as  tuberculosis  and  syphilis, 
were  described  as  being  one  and  the  same. 
To  be  sure,  these  disorders  are  similar  in 
certain  respects,  when  one  regards  the 
tissue  pathology,  but  they  are  very  differ- 
ent in  regard  to  causation  and  mode  of  trans- 
mission. Today  it  seems  ludicrous  to  imagine 
that  scientists  at  one  time  could  have  deluded 
themselves  into  believing  that  these  dis- 
orders were  identical.  Although  there  are 
certain  common  denominators  in  mental  re- 
tardation, physicians  should  not  be  lulled 
into  the  notion  that  mental  retardation  is  a 
single  condition,  or  that  it  all  boils  down 
to  the  three  levels  of  severe,  moderate,  and 
mild,  which  are  largely  based  on  IQ  deter- 
minations. If  one  can  establish  an  etio- 
logical diagnosis,  then  there  is  hope  that 
one  can  begin  to  make  greater  sense  of 
management  and  treatment  which  are  tra- 
ditional concerns  for  physicians.  Good  ex- 
amples of  this  progressive  sequence  would 
be  in  cretinism,  phenylketonuria  and  galac- 
tosemia. 

Much  of  what  is  called  treatment  also  be- 
comes prevention.  Successful  treatment  of  a 
child  with  cretinism  or  phenylketonuria,  is 
preventing  the  expression  of  mental  retarda- 
tion. But  where  there  are  no  specific  drugs 
or  techniques  available  to  reverse  or  to  pre- 
vent the  mental  abnormality,  many  physi- 
cians perceive  themselves  as  being  in  gray 
and  fuzzy  areas,  often  leaving  them  uncom- 
fortable and  ill  at  ease.  A frequent  tendency 
among  many  physicians  when  confronted 
with  gray  areas  is  to  redirect  the  problem 
to  someone  else  by  referral  elsewhere.  This 
is  especially  the  case  when  he  is  confronted 
by  the  need  for  time  - consuming  parent 


counseling,  almost  always  required  by  the 
families  of  mentally  retarded  persons. 

To  discuss  the  subject  of  counseling  would 
require  a book,  but  there  are  one  or  two 
issues  of  special  importance.  Physicians 
need  to  be  aware  that  in  most  instances 
where  they  must  be  the  harbingers  of  bad 
tidings,  such  as  informing  parents  about 
mental  retardation  in  their  child  during 
early  infancy,  it  takes  the  human  organism 
considerable  time  to  adjust  to  the  full  im- 
plication of  what  is  being  said.  Frequently, 
physicians  try  to  proceed  too  rapidly.  Al- 
though motivated  by  good  intentions  and  de- 
sirous of  being  helpful,  the  physician  may 
find  himself  on  an  unhappy  voyage  on  a 
tempestuous  sea  if  he  tries  to  clarify  diag- 
nosis, outline  management,  and  predict  for 
a lifetime  all  on  one  occasion.  Many  physi- 
cians have  had  the  unpleasant  situation  of 
observing  that  predictions  made  at  one  point 
in  time  turn  out  later  to  be  wrong,  and  have 
witnessed  the  suffering  which  resulted. 
Surely  it  makes  good  sense  to  proceed  no 
faster  in  counseling  than  our  patients  can 
follow.  There  is  great  need  in  being  cau- 
tious, careful  and  considerate  as  one  tries 
to  guide  and  sustain  a family  along  a very 
important  but  uncertain  road. 

In  medicine  and  especially  in  dealing  with 
children,  physicians  are  particularly  mindful 
of  the  importance  of  prevention,  although 
there  seems  to  be  trouble  in  applying  the 
knowledge  already  available.  Prevention  is 
a traditional  concern  in  medicine,  but  we 
must  try  to  find  new  ways  in  which  we  can 
apply  preventive  measures.  Despite  all  of 
the  concern  and  effort  which  was  extended 
in  the  past  towards  the  treatment  of  diph- 
theria, these  efforts  did  not  get  very  far 
in  halting  the  disease.  Only  when  preven- 
tive methods  were  developed  for  handling 
this  disease  did  the  picture  change.  There 
is  something  of  the  same  problem  in  mental 
retardation.  Only  when  we  begin  to  be  more 
articulate  in  what  we  can  do  in  the  area 
of  prevention,  and  carry  it  out,  will  we  go 
a whole  lot  further  in  grappling  effectively 
with  the  huge  and  elusive  problem  of  mental 
retardation. 

What  are  some  other  areas  where  pedia- 
tricians and  family  physicians  can  be  in 
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the  forefront?  There  are  some  areas  which 
are  removed  from  the  security  of  the  tradi- 
tional setting,  and,  if  followed,  place  one  on 
unchartered  courses.  As  one  begins  to  un- 
derstand something  of  the  intricate  nature 
of  mental  retardation,  one  soon  recognizes 
that  as  physicians  we  are  limited  in  what  we 
can  do  therapeutically.  The  thoughtful 
physician  soon  learns  that  others  are  also 
concerned  about  mental  retardation,  among 
them  being  special  educators,  clinical  psy- 
chologists, social  workers,  speech  therapists, 
nurses,  and  many  others.  These  other  pro- 
fessional groups  see  this  problem  from  a dif- 
ferent vantage  point,  and  bring  help  and 
assistance  which  are  uniquely  theirs  and 
which  are  important  for  us  to  understand  if 
one  is  to  provide  comprehensive  study  and 
care  for  the  retarded  child. 

It  is  no  longer  possible,  if  one  is  going  to 
grapple  successfully  with  this  problem,  to 
meet  the  needs  of  patients  solely  from  the 
point  of  view  of  what  has  been  traditional 
in  medicine.  The  medical  person  concerned 
about  mental  retardation  can  immediately 
exert  his  leadership  by  reaching  out  and 
involving  himself  with  the  community  in 
new  and  different  ways.  The  one  setting 
which  we  utilize  frequently,  though  I won- 
der at  times  if  we  understand  it  at  all, 
is  the  institutional  setting,  especially  the 
large  public  institution  for  the  residential 
care  of  the  mentally  retarded.  It  is  discon- 
certing to  find  that  there  are  physicians 
who  refer  many  patients  to  these  institutions 
but  who  have  themselves  never  visited  the 
institution  in  question.  One  could  hardly 
imagine  referring  a patient  to  a hospital 
which  one  had  never  seen  and  where  one 
knew  no  one  on  the  staff. 

For  one  to  understand  a state  institution, 
one  must  appreciate  something  of  the  entire 
scope  of  it  before  one  can  exert  much  leader- 
ship. I was  intrigued  recently  to  find  that 
one  state  institution  had  pioneered  in  trying 
to  develop  better  relationships  with  private 
practitioners  by  inviting  the  practitioners 
to  follow  their  patients  regularly  at  the  in- 
stitutional setting  thereby  performing  a very 
useful  function  for  the  patient.  A byproduct 
of  such  collaboration  will  also  accrue  for 
the  physician  by  enabling  him  to  continue  to 


be  the  important  link  with  the  family  and 
the  community.  There  are  many  other 
things  which  physicians  can  do,  and  in  some 
instances  are  doing,  to  understand  the  prob- 
lems that  public  institutions  have,  such  as 
their  overcrowding  and  their  understaffing. 
In  attempting  to  improve  the  care  of  the 
mentally  retarded,  physicians  can  improve 
these  facilities  by  lending  their  support,  by 
insisting  upon  the  same  kinds  of  high 
standards  as  they  do  for  the  general  hos- 
pital and  for  their  own  private  practices. 

We  need  to  develop  other  kinds  of  facili- 
ties such  as  the  small  single-purpose  insti- 
tution. Today  we  hear  and  read  much  about 
such  things  as  halfway  houses,  day  care 
centers,  and  sheltered  workshops.  These  are 
names  which  do  not  always  mean  the  same 
thing  to  each  one  of  us.  They  are  names 
which  become  necessary  if  the  “continuum 
of  care”  concept,  so  well  enunciated  in  the 
Report  of  the  President’s  Panel  on  Mental 
Retardation,^  is  to  be  implemented.  We  must 
try  to  act  on  the  concept  of  reintroducing 
the  retarded  into  the  community  if  we  are 
to  develop  more  imaginative  ways  to  deal 
with  this  problem.  The  answer  that  every- 
body can,  or  should  be  handled  in  the  same 
way  must  pass  from  our  thinking.  While 
in  the  past  the  solutions  to  the  problems  of 
the  retarded  were  often  thought  to  lie  in 
residential,  segregated  institutions,  we  still 
hear  too  infrequently  that  most  retarded  per- 
sons can  be  accommodated  in  the  commun- 
ity quite  well. 

We  need  also  to  look  at  groups  of  indi- 
viduals who  often  escape  our  notice,  espe- 
cially persons  from  low  income  families. 
Mentally  retarded  individuals  from  the  lower 
socio-economic  group  are  many  in  any  large 
metropolitan  area  and  many  rural  areas. 
We  characterize  them  by  their  excessive 
contribution  to  many  of  the  social  problems 
and  yet  we  are  generally  unable  to  provide 
for  this  group  of  individuals  effectively.  An 
example  is  contained  in  the  following  brief 
history.  A family  which  had  many  sordid 
bits  of  social  history  was  confronted  with 
serious  illness  in  the  family.  In  addition, 
this  family  had  a neurologically  handicapped 
child  who  was  causing  considerable  physical 
disruption  in  an  already  disrupted  home.  A 
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well-meaning  group,  whose  sole  point  of  ref- 
erence was  a hospital,  was  attempting  to 
study  and  help  this  family  but  they  had 
only  minimal  information  about  what  the 
community  could  offer,  and  they  did  not 
know  what  to  do.  In  order  to  be  more  suc- 
cessful in  dealing  with  such  families  one 
must  understand  the  community  facilities, 
their  assets  as  well  as  their  liabilities,  and 
one  has  to  become  increasingly  more  in- 
volved with  and  knowledgeable  about  the 
health,  welfare,  and  education  agencies  of 
the  community.  If  one  takes  seriously  the 
charge  of  the  American  Academy  of  Pedi- 
atrics, which  is  to  be  concerned  with  the 
welfare  of  all  children  and  not  just  a par- 
ticular group,  then  clearly  our  efforts  and 
responsibilities  must  extend  to  all  persons. 

One  interesting  aspect  of  low  income  fam- 
ilies is  that  they  do  not  behave  in  the  same 
ways  as  middle  class  people  do.  We  in  medi- 
cine have  established  a pretty  good  shop,  and 
we  say  that  we  have  some  good  commodities 
which,  if  you  are  wise,  you  will  accept.  This 
pattern  has  been  so  successful  that  physi- 
cians find  they  must  limit  themselves  in 
one  way  or  another  in  order  to  keep  their 
practices  within  bounds.  Therefore,  it  be- 
comes hard  for  many  of  us  to  imagine  that 
there  are  people  who  do  not  regard  medi- 
cine as  being  of  high  value  even  when  on  a 
cost-free  basis.  Clearly,  one  has  to  be  more 
inventive  in  finding  ways  to  reach  out  to 
these  people  who  are  large  in  number  and 
who  contribute  so  heavily  to  the  problems  of 
our  society. 

I do  not  mean  to  imply  that  there  is  some 
magic  formula.  I would  only  suggest  that 
we  must  develop  ways  of  reaching  out  if 
we  would  become  involved  with  some  of  these 
problems  which  lower  socio-economic  group 
people  present.  The  rewards  of  service  to 
them  are  somewhat  different  than  those 
we  have  traditionally  known  for  middle 
class  people  but  I believe  they  are  just  as 
great.  One  reward  will  be  related  to  under- 
standing a problem  somewhat  better  and 
attempting  to  provide  new  solutions. 

I am  forever  intrigued  by  one  attempt 
which  took  place  many  years  ago  in  Bos- 
ton. This  was  a colorful  attempt  to  solve 
some  of  the  health  problems  of  certain  chil- 


dren from  low  income  families  by  establish- 
ing a hospital  boat  which  was  to  become  the 
Boston  Floating  Hospital.  This  was  an 
imaginative  effort  on  the  part  of  some  who, 
having  looked  at  a problem,  tried  to  do 
something  about  it.  Very  likely  they  ap- 
peared as  though  they  were  going  off  half- 
cocked,  as  they  packed  many  South  Boston 
children  onto  their  hospital  boat  in  order 
to  gain  the  presumed  beneficial  effects  of 
the  Boston  harbor  sea  breezes,  but  in  the 
process  of  living  with  and  scrutinizing  a 
particular  group  of  children,  some  new 
ideas  about  children  resulted.  Some  of  these 
ideas  had  implication  for  the  then  very 
baffling  problems  of  diarrhea  and  infant 
nutrition  which  plagued  many  children  dur- 
ing the  19th  century.  The  Boston  Floating 
Hospital  has  ceased  to  float,  but  from  this 
initial  attempt,  came  many  important  find- 
ings about  children.  If  one  cares  to  dive  in, 
there  are  interesting  and  fascinating 
things  to  be  found  in  mental  retardation  and 
especially  among  low  income  families. 

Let  me  consider  one  last  item,  the  whole 
burgeoning  area  of  research.  If  anyone 
were  to  say  that  he  was  against  research, 
he  probably  would  be  driven  out  of  town, 
but  that  often  seems  to  be  what  happens  be- 
cause of  society’s  failure  to  understand  the 
complexities  of  doing  research  and  the  fail- 
ure to  appreciate  the  tedium  that  is  in- 
volved in  doing  it.  As  physicians,  we  must 
be  ever  mindful  of  not  only  the  need  for 
having  someone  carry  out  research  but  the 
need  for  us  to  give  support  to  those  engaged 
in  research  activities. 

I would  therefore  plead  that  we  become 
sympathetic  of  the  need  for  research.  By 
making  an  effort  to  understand  what  goes 
on  behind  the  scenes,  a profitable  partner- 
ship for  the  practitioner  and  the  research 
worker  may  result.  In  doing  so  the  prac- 
titioner may  find  himself  in  the  company 
of  what  may  appear  to  be  some  strange 
bedfellows  such  as  the  neurophysiologist  and 
the  neuropathologist,  to  name  just  two  of  the 
newer  hyphenated  professions,  but  their 
potential  contribution  to  medical  science  is 
enormous. 

In  1950  another  of  the  leaders  in  pedi- 
atrics, Benjamin  Spock,  at  the  White  House 
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Conference  on  Children  and  Youth,  made 
these  remarks : “There  are  two  faults. 

Those  of  us  who  know  something  about 
children’s  needs  don’t  speak  up  with  enough 
conviction  when  questions  of  social  services, 
welfare,  and  social  security  are  being  con- 
sidered. We  also  fail  to  carry  out  controlled 
studies,  investigations  and  convincing  dem- 
onstrations to  prove  to  others  that  our  solu- 
tions are  worthwhile,  even  economical.’’^ 

This  brief  overview  perhaps  gives  some 
idea  of  the  galaxie  of  opportunities  which 
are  available  for  the  physician  who  will  allow 


himself  to  become  concerned  with  mental 
retardation.  We  can  exert  tremendous  lead- 
ership to  the  mentally  retarded  because  of 
our  strategic  position  of  concern  for  chil- 
dren and  if  exercised  in  a number  of  direc- 
tions, the  plight  of  the  mentally  retarded 
can  be  immeasurably  improved. 
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Adrenalectomy  for  Disseminated  Breast  Can- 
cer — Sir  Stanford  Cade  (68,  Harley  St, 
London).  Brit  Med  J 2:613-615  (Sept  10) 
1966. 

A total  of  348  patients  with  disseminated 
breast  cancer  were  submitted  to  bilateral 
adrenalectomy  and  gonadectomy  during  the 
past  14  years.  The  patient’s  age  varied  from 
24  to  76  years.  There  was  no  evidence  that 
the  younger  age  group  responded  differently 
from  the  older  group.  The  degrees  of  hor- 
mone dependence  could  not  be  accurately 
predicted  by  the  previous  response  to  admin- 
istration of  hormones.  Important  factors  in 
assessing  the  chances  of  response  were  the 
“free  period’’  or  interval  between  the  mastec- 
tomy and  the  development  of  metastases,  the 
extent  of  the  metastatic  spread,  and  dysfunc- 
tion caused  by  metastases.  The  overall  op- 
erative mortality  in  the  whole  series  was 
4.3%  and  in  the  last  100  patients,  1%.  Pro- 
longed trials  by  honnones  lessen  the  chances 
of  controlling  metastases  by  adrenalectomy; 
this  is  most  marked  in  cases  of  pulmonary 
metastases.  Prolonged  periods  of  remission 
from  5 to  12V-2  years  were  obtained  in  21 
patients  or  8%  of  272  patients  operated  on 
between  1952  and  1958.  No  other  form  of 
treatment  equals  the  results  of  adrenalec- 
tomy in  disseminated  breast  cancer. 


Treatment  of  the  Obese  Diabetic:  Compara- 
tive Study  of  Placebo,  Sulfonylurea,  and 
Phenformin  — E.  Abramson  (Thorndike 
Memorial  Lab,  Harvard  Medical  School, 
Boston)  and  R.  A.  Arky.  Metabolism 
16:204-212  (March)  1967. 

The  effects  of  phenfonnin  and  a sulfonyl- 
urea on  glucose  tolerance,  free  fatty  acids, 
insulin,  cholesterol,  and  body  weight  were 
studied  and  compared  in  a group  of  obese 
diabetics,  in  an  outpatient  setting  over  a 
three-week  period.  Seven  patients  were 
evaluated  before  and  after  placebo  treatment 
to  enable  estimation  of  dietary  effects  alone. 
These  latter  manifested  small  increases  in 
insulin  output,  a transient  fall  in  free  fatty 
acid  levels,  and  no  change  in  glucose  toler- 
ance. Those  receiving  phenformin  exhibited 
reduced  post-treatment  insulin  output,  as 
well  as  decreased  glucose  and  free  fatty  acid 
levels.  Sulfonylurea  treatment  led  to  com- 
parable changes  in  glucose  and  fatty  acids, 
and  a marked  increase  in  insulin  response  to 
glucose  challenge.  Cholesterol  levels  were  re- 
duced with  each  form  of  therapy,  no  apparent 
differences  between  the  three  regimens  be- 
ing observed  over  the  short  study  period. 
Small  mean  weight  losses  took  place  in  each 
group  with  no  significant  differences  be- 
tween them. 
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Creatine  Phosphokinase* 


Determination  of  serum  en- 
zyme activity  in  the  diagnosis 
of  pathological  states  has  been 
of  increasing  interest  in  the  past  few  years. 
The  lack  of  tissue  specificity  of  many  en- 
zymes has  limited  the  diagnostic  value  in 
many  cases.  Creatine  phosphokinase  has 
aroused  interest  as  a possibly  more  specific 
aid  in  the  diagnosis  of  coronary  heart  dis- 
ease because  it  occurs  mainly  in  muscle  to 
the  exclusion  of  other  tissues  or  organs. 
However,  recent  reports  have  shown  that 
numerous  other  conditions  may  be  associat- 
ed with  elevated  CPK  activity. 

Ebashi,  in  Japan,  in  1959  reported  on  the 
markedly  elevated  CPK  in  progressive  mus- 
cular dystrophy.^  Hess  in  1964  reported 
high  values  in  the  Duchenne  type  of  mus- 
cular dystrophy,  polymyositis,  and  acute  myo- 
cardial infarction.  Small  to  moderate  eleva- 
tions were  reported  in  adult  types  of  mus- 
cular dystrophy,  female  relatives  of  patients 
with  muscular  dystrophy  and  in  some  pa- 
tients with  coronary  insufficiency.  Patients 
with  acute  and  chronic  liver  disease,  hemo- 
lytic anemia,  pulmonary  embolism,  solid  tu- 
mors, and  leukemia  had  normal  CPK  values. 
Intramuscular  drug  injections,  muscle  trau- 
ma, and  strenuous  exercise  produce  tran- 
sient elevations  of  CPK  and  other  enzymes. 
For  active  myocardial  disease  and  muscle 
diseases  CPK  was  felt  to  be  more  specific 
and  sensitive  than  LDH  and  SCOT.  It  was 
felt  that  CPK  would  be  of  significant  value 
regards  cardiac  disease  status  in  patients 
having  hepatocellular  disease,  pulmonary 
embolism,  hemolytic  states  or  other  condi- 
tions that  caused  elevation  of  LDH  or  SCOT 
or  other  enzymes.^  Craig  in  1963  and 
Fleischer  in  1965  reported  CPK  markedly 
elevated  in  untreated  myxedema  and  return- 
ing to  normal  as  therapy  was  instituted. 
CPK  was  decreased  in  pregnancy,  especially 
in  the  third  trimester.®- Schavione  report- 
ed CPK  elevated  in  encephalitis  and  bac- 
terial meningiti''.  He  also  called  attention 
to  the  fact  that  while  CPK  was  not  elevated 
in  uncomplicated  liver  disease  that  it  rose 
greatly  in  hepatic  coma.®  Nissen  reported 


JOHN  G.  BRAZER,  M.D. 

Associate  Professor  Internal  Medicine, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


CPK  normal  in  angina  pectoris  and  cardiac 
failure.®  It  having  previously  been  reported 
by  Hess®  and  foreign  investigators'^-®  as  be- 
ing elevated  in  some  cases  of  angina.  Vin- 
cent also  stated  that  CPK  was  not  elevated 
in  coronary  insufficiency  without  infarction.® 
Preston  felt,  that  while  the  greatest  use  of 
CPK  was  in  diagnosis  of  primary  muscle 
dystrophy,  that  its  specificity  in  chest  pain 
problems  and  its  early  elevation  in  myo- 
cardial infarction  made  it  a valuable  aid  in 
such  cases. The  span  of  elevation  is  short. 
Rising  in  3-6  hours  and  down  in  48  to  96 
hours. 1®-  “ 

With  the  above  background  in  mind  68 
cases  at  Methodist  Hospital,  Omaha,  Ne- 
braska, in  which  CPK  determinations  were 
made  during  the  period  of  March  1966 
through  August  1966  were  studied.  In 
most  cases  accompanying  LDH  and  SCOT 
studies  were  done  and  compared. 

The  methods  used  were  spectrophoto- 
metric,  following  the  procedures  as  outlined 
by  Tanzer  and  modified  by  Vincent  for  the 
CPK  determinations  and  those  of  Karman 
as  modified  by  Henry  for  the  SCOT  and 
LDH  determinations.®- 

The  first  group  consisted  of  18  cases  of 
acute  myocardial  infarction  as  listed  in  Table 

1. 

Discussion 

The  first  four  cases  showed  elevation  of 
all  three  enzymes  24  hours  after  admission, 
ECG  typical  of  acute  infarction  on  admis- 
sion. No  problem  of  diagnosis. 

Cases  5,  6 and  7 showed  elevation  of 
CPK  prior  to  typical  ECG  findings,  the 
CPK  being  of  aid  in  early  diagnosis  of 
infarction. 

•Presented  before  Omaha  Mid-West  Clinical  Society,  34th 
Annual  Session,  October  31,  1966. 
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Case  8 showed  positive  enzyme  studies 
without  substantiation  by  ECG  evi- 
dence. Final  diagnosis : clinical  coro- 
nary occlusion. 

Cases  9,  10,  and  11  had  negative' CPK 
findings  with  elevated  LDH  and  typical 
ECG  findings.  These  cases  were  all 
too  late  for  positive  CPK. 

Case  12,  cardiac  failure,  negative 
CPK,  died  suddenly  and  was  signed  out 
as  an  acute  infarct.  However  post- 
mortem findings  failed  to  show  an 
acute  infarction. 

Case  13,  all  enzymes  negative  9 
hours  after  onset  of  pain,  died  early 
morning  on  second  day  before  enzymes 
could  be  repeated. 

Cases  14  and  15  — CPK  negative  — 
no  help  in  diagnosis. 


Cases  16,  17,  and  18 — CPK  negative — 
no  help — other  enzymes  suggestive. 

In  summary,  CPK  was  elevated  in  4 cases 
with  typical  ECG  findings  and  of  definite 
aid  in  early  diagnosis  before  positive  ECG 
findings  in  4 more  cases.  CPK  was  nega- 
tive in  3 cases  too  late  for  positive  CPK. 
One  case,  CPK  negative,  agreed  with  post- 
mortem findings.  In  the  6 remaining  cases 
CPK  was  negative — of  no  help. 

The  next  group  of  cases  studied  consisted 
of  18  cases  signed  out  as  angina  pectoris. 
(Coronary  insufficiency  without  occlusion). 

All  were  admitted  as  possible  coronary 
occlusions  on  basis  of  chest  pain. 

All  enzymes  were  negative  throughout 
this  group.  Fifteen  cases  resolved  them- 
selves into  chest  pain  problems  on  basis  of 
coronary  insufficiency  without  overt  coro- 


Table  1 


CASES 

WITH 

MYOCARDIAL  INFARCTION 

AS  FINAL  DIAGNOSIS 

CPK 

LDH 

SCOT 

ECG 

Comment 

1 

+ 

+ 

+ 

Typical 

24  hours  after  onset 
CPK  neg.  in  48  hrs. 

2 

+ 

+ 

+ 

Typical 

Onset  pain  5 days  prior  ? 
Exacerbation  on  admission 

3 

+ 

-f 

+ 

Typical 

Enzymes  neg.  on  admission 
All  elevated  in  24  hrs. 

4 

+ 

+ 

+ 

Typical 

CPK  neg.  by  6th  day 
Poss.  exacerbation  8th  day 

5 

+ 

+ 

— 

Typical  after  48  hrs. 

Enzymes  elevated  before  ECG 
Poss.  pericarditis 

6 

+ 

+ 

Typical  after  3 days 

CPK  up  in  24  hrs. 

ECG  indefinite  48  hrs. 

7 

+ 

— 

— 

Tj'pical  after  37  hrs. 

CPK  up  in  13  hrs. 

ECG  diagnostic  24  hrs.  later 

8 

+ 

+ 

Ischemia  ? old  inf. 

Exacerbation  on  admission 
ECG  neg.  for  new  infarct 

9 

— 

+ 

— 

Typical 

Enzymes  5 days  after  onset 
Too  late  for  elevated  CPK 

10 

— 

+ 

+ 

Typical  infarct 

14  days  after  onset 
Too  late  for  elevated  CPK 

11 

— 

+ 

— 

Typical 

14  days  after  onset 
Too  late  for  elevated  CPK 

12 

— 

+ 

— 

Old  infarct  only 

Card,  decompensation 

Post  mortem  for  new'  infarct 

13 

— 

— 

— 

Typical  infarct 

Enzymes  — 9 hrs.  after  onset 
Died  a.m.  2nd  day 

14 

— 

+ 

+ 

Typical  in  48  hrs. 

CPK  — 10  hrs.  after  onset 
SCOT  not  elevated  until  7th  day 

15 

— 

— 

— 

Typical  infarct 

Enzymes  all  neg  at  24  hrs. 
Enzymes  no  help 

16 

— 

— 

Only  suggestive 

Subendocardial  infarct 
Enzymes  little  help 

17 

— 

+ 

+ 

Pos.  after  13  days 

CPK  no  help 

Other  enzymes  elevated 

18 

— 

Question  as  to 
pericarditis 

Subendocardial  infarct 
Enzymes  not  definite 
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nary  occlusion.  (One  was  given  Dicumarol 
prophylactically) . Two  cases  with  negative 
enzymes  probably  had  pain  on  basis  of  both 
angina  and  hiatus  hernias  and  one  case  was 
of  angina  and  accompanying  thrombophle- 
bitis. 

In  summary,  negative  CPK  was  of  aid  in 
ruling  out  acute  myocardial  infarction  as 
the  cause  of  the  chest  pain  in  all  18  cases. 

The  next  group,  Table  3,  consisted  of  21 
cases  of  miscellaneous  diagnoses  admitted 
with  chest  pain. 

Case  1 — differential  between  occlu- 
sion and  pericarditis  — CPK  negative 
of  aid  in  diagnosis. 

Case  2 — CPK  negative  — rest  of  en- 
zymes positive  due  to  extra  cardiac 
causes. 

Cases  3 and  4 — CPK  negative. 
Helped  to  rule  out  infarction. 

Case  5 — CPK  negative.  Helped  to 
rule  out  acute  infarction. 


Cases  6 through  12  — CPK  negative. 
Helped  to  rule  out  infarction. 

Cases  13  through  16  — CPK  negative 
in  face  of  questionable  ECG  changes. 

Case  17  — Pain  not  cardiac  in  origin. 
CPK  of  differential  help. 

Cases  18  and  19  — CPK  negative.  Of 
help. 

Cases  20  and  21  — CPK  not  helpful. 
Summary 

In  19  of  21  cases  the  CPK  was  helpful  in 
ruling  out  acute  coronary  disease  as  cause 
of  chest  pain. 

The  last  group  consisted  of  11  cases  of 
miscellaneous  diseases  without  chest  pain. 

Case  1 — CPK  of  use  in  ruling  out 
occult  cardiac  disease. 

Case  2 — CPK  of  use  in  ruling  out 
cardiac  cause  of  shock. 

Case  3 — CPK  of  use  in  ruling  out 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 


CPK 


Table  2 


LDH 


CASES  OF  ANGINA  PECTORIS  AS 

SCOT  ECG 

— Old  infarct 

— LVH  strain  only 

Acute  ischemia 
— Old  infarct  ? 

— Normal 

— Old  infarct  ? 

— Ischemia — question 

of  old  infarct 
— Ischemia 

Normal  later 
Ischemia 

Less  ischemia  later 
— Ischemia 

Normal  later 
— Ischemia 

Old  infarct 

Ischemia 

Ischemia 

Ischemia 

Less  in  10  days 

Normal 

RT  BBB 
No  change 
— Normal 

Ischemia 
? infarct 


FINAL  DIAGNOSIS 

Comment 

Enzymes  neg.  for  new  infarct 
Enzymes  neg.  for  new  infarct 
Enzymes  neg.  for  new  infarct 
Enzymes  — SGOT  borderline 
Enzymes  neg 
Infarct  2 yrs.  prior 
Enzymes  neg. 

Enzymes  neg.  for  new  infarct 

Enzymes  neg.  for  new  infarct 

Enzymes  neg.  for  new  infarct 

Enzymes  neg.  for  new  infarct 

Enzymes  neg.  for  new  infarct 
Typical  coronary  one  month  later 
Preinfarction  synd 
Dicoumaralized 

Enzymes  neg.  for  infarct 

Question  as  to  prior  infarct  (history) 

Enzymes  neg. 

Hiatus  hernia 
Enzymes  neg. 

Hiatus  hernia 
Enzymes  neg. 

Thrombophlebitis  with 
Dicumarol  in  effect 
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new  infarction  in  case  of  cerebrovascular 
accident. 

Case  4 — CPK  of  help  in  evaluating 
ECG  changes. 

Case  5 — CPK  of  help  in  ruling  out 
cardiac  cause  of  sj'ncope. 

Case  6 — CPK  negative  in  cerebro- 
vascular accident. 

Case  7 — CPK  negative  in  leukemia. 

Cases  8,  9 and  10  — CPK  negative 
in  cardiac  decompensation. 

Case  11  — CPK  positive  — no  help. 


Summary 

CPK  was  of  benefit  in  10  of  11  cases  of 
miscellaneous  diseases  without  chest  pain. 

Conclusions 

1.  In  a study  of  68  case  histoi'ies  it  was 
felt  that  the  CPK  determination  was 
of  benefit  in  55  cases. 

2.  It  may  be  positive  before  other  en- 
zymes or  before  definite  evidence  of 
ECG  changes  in  some  cases  of  acute 
occlusive  disease. 

3.  It  is  limited  in  its  usefulness  to  some 
degree  because  of  its  early  fall  to 


Table  3 

MISCELLANEOUS  DIAGNOSES:  CASES  WITH  CHEST  PAIN 


1 

CPK 

LDH 

SCOT 

ECG 

Possible  infarct 
Possible  pericarditis 

Comment 

LDH  borderline 

Diagnosis 

Pericarditis 

2 

— 

+ 

+ 

Normal 

Possible  hepatitis 
by  enzymes 

Possible  myocarditis 
Possible  hepatitis 

3 

+ 

Possible  acute 
Infarct 

Chest  pains 
6 days  P.O. 

Electolytic 
imbalance 
CA  of  sigmoid 

4 

— 

+ 

~r 

? infarct 
P.O. 

Possible  liver  met. 

CA  of  rectum 

5 

— 

+ 

-4- 

Tachycardia 

Pulmonary^  infarct 
postop. 

Leiomyoma  uteri 
Thrombophleb.  P.O. 

6 

+ 

? infarct 

SGOT  elevated 
Cardiac  failure 

Pneumonia 
Arteriosclerotic 
heart  disease 

7 

— 

Ischemia 

Possible  cardiac 
failure 

Bronchitis  cor 
pulmonale 

8 

— 

— 

Non  specific 
T changes 

Enzyme  neg. 

Contusion 
chest  wall 

9 

— 

— 

— 

Normal 

Enzymes  neg. 

Possible  pleuritis 
Possible  chest  pain 

10 

— 

— 

— 

Nonnal 

Enzymes  neg. 

Pleuritis 
Duod.  ulcer 

11 

— 

LVH  strain 

Chest  pain  2 weeks 

Arteriosclerotic 
heart  disease 
decomp. 

12 

— 

— 

Nonnal 

Chest  pain  C.C. 

Cholecystitis 

13 

— 

— 

— 

Ischemia  to  Normal 

Enzymes  neg. 

Hyperventilation 

syndrome 

14 

— 

— 

Possible  old  or 
new  infarct 

Enzymes  neg. 
for  infarct 

Cerebral  concussion 
Fractured  ribs 

15 

— 

— 

— 

Nonspecific  T changes 

Enzymes  neg. 

Cerebral  insuff. 
High  bl.  pressure, 
diabetes 

16 

— 

— 

— 

Possible  old  or 
new  infarct 

Enzymes  neg. 

Card,  aneurism 
Prior  infarct 

17 

— 

— 

— 

Nonspecific  T changes 

Pain  not  cardiac 

Duodenitis 
Hiatus  hernia 

18 

19 

— 

Possible  peri-  or 

myocarditis 

Normal 

Enzymes  neg. 
for  infarct 
Vague  chest  pain 

Chest  pain 
Question  as  to  cause 
Hypopara- 
Thyroidism 

20 

Possible  infarct 
Possible  pericarditis 

Enzymes  equivocal 
No  help 

Myocarditis 
Possible  pericarditis 

21 

Possible  infarct 
to  normal 

Enzymes  borderline 

Uremia 

Pyelonephritis 
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Table  4 

MISCELLANEOUS  DISEASES  WITHOUT  CHEST  PAIN 


CPK 

LDH 

SCOT 

ECG 

Comment 

Diagnosis 

1 

— 

— 

— 

Normal 

Enzyme  neg. 

Postural  hypotension 

2 

— 

— 

— 

Ischemia 

Enzyme  neg. 

Brain  tumor  shock 

3 

— 

— 

— 

B.B.  block 
Old  infarct 

Enzyme  neg. 

Cerebro  vase, 
accid. 

4 

— 

— 

Aur.  fib. 
Dig.  effect 

Enzyme  neg. 

Art.  ht.  dis. 
decomp. 

5 

— 

— 

Possible  infarct 

Enzyme  neg. 

Cereb.  insuff. 
syncope 

6 

— 

— 

Negative 

Enzyme  neg. 

Cerebro  vase, 
accid. 

7 

— 

— 

Negative 

Enzyme  neg. 

Acute  leukemia 

8 

— 

— 

Old  infarct 

Enzyme  neg. 

At.  ht.  dis. 
decompensated 

9 

— 

■h 

Ischemia 
RV  strain 

Enzyme  neg. 
for  infarct 

Card,  failure 
Uri  obesity 

10 

-- 

1- 

- - 

Questionable  infarct 
or  normal 

LDH  elevated 

Cardiac  failure 
Diabetes 

11 

t 

Possible  new  infarct 

Enzymes  no  help 

Asthma 
Old  infarct 

normal  in  some  cases  of  acute  occlu- 
sion. 

4.  It  would  appear  to  be  particularly  use- 
ful in  ruling  in  or  out  acute  occlusive 
disease  in  the  presence  of  less  spe- 
cific enzyme  elevations  due  to  other 
causes. 

5.  It  would  appear  to  be  helpful  in 
differentiating  coronary  insufficiency 
from  more  serious  cardiac  disease. 

6.  Minimal  difficulty  was  encountered 
from  false  positive  readings.  Care  in 
timing  and  handling  of  specimens  is  of 
utmost  importance  in  the  avoidance 
of  false  negative  results. 

7.  In  summation,  properly  used,  the  CPK 
determination  can  be  of  definite  clin- 
ical aid  but  is  still  not  the  ideal  an- 
swer to  the  acute  coronary  disease 
problem. 
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Medicinews 

Easter  Seal  societies — 

The  total  number  of  Americans  who  re- 
ceived direct  Easter  Seal  treatment  during 
the  past  year  was  239,037,  and  173,916  were 
children.  An  estimated  total  of  more  than 
20  million  treatment  sessions  were  afforded 
these  handicapped  persons. 


oratories  or  at  any  of  VA’s  165  hospitals  with 
a teaching-research  PM&R  program.  The 
VA  will  pay  a research  associate  participat- 
ing in  this  program  $12,873  annually  while 
he  is  engaged  in  independent  research  as  a 
member  of  a team  of  staff  physicians  and 
professors  from  the  nation’s  finest  schools 
of  medicine. 


The  primary  physician — 

So  many  reports  have  come  out  recently, 
stressing  what  we  do  not  think  needed 
stressing,  and  resulting  in  a flurry  of  such 
names  as: 

1.  The  family  doctor,  or  family  physi- 
cian. 

2.  The  generalist. 

3.  The  general  practitioner. 

4.  The  specialist  in  family  practice. 

5.  The  primary  physician.  We  heard  a 
wonderful  story  at  a social  hour  the  other 
day  (are  other  hours  unsocial?).  The  G.P. 
said  to  the  specialist  (but  if  the  G.P.  is  spe- 
cializing in  family  practice,  then  there  are 
no  nonspecialists)  that  he  wasn’t  happy  with 
the  name  “primary  physician.”  “But  Pll 
yet  you  call  me  a primary  physician,”  he 
told  him,  “if  you  let  me  call  you  a secondary 
physician.” 


The  radiologists — 

Separate  billing  for  professional  services 
in  voluntary  hospitals  has  become  the  prac- 
tice pattern  for  two  thirds  of  American  ra- 
diologists practicing  in  such  institutions, 
according  to  the  results  of  a survey  of  its 
members  by  the  American  College  of  Ra- 
diology. 


Physical  medicine  and  rehabilitation — 

An  invitation  has  been  issued  to  physicians 
who  specialize  in  physical  medicine  and  re- 
habilitation (PM&R)  to  spend  one  or  two 
years  as  research  associates  in  a Veterans 
Administration  hospital  of  their  choice. 

This  learn-by-doing  research  training  is 
available  at  four  major  PM&R  research  lab- 


Xebraska  surgeons  install  Dr.  Coe — 

Dr.  John  D.  Coe  of  Omaha  was  installed  • 
Sunday  as  president  of  the  Nebraska  Chap- 
ter of  the  American  College  of  Surgeons 
meeting  at  the  Sheraton-Fontenelle  Hotel,  j ' 
He  succeeds  outgoing  president  Dr.  J.  P.  i • 
Gilligan  of  Nebraska  City.  ' 

Other  officers : Dr.  Barney  B.  Rees,  ^ J 

Omaha,  secretary-treasurer,  and  Dr.  John  G.  ; . 
Wiedman,  Lincoln,  president-elect.  The  or-  |- 
ganization  chose  Scottsbluff  as  the  site  for  ' 
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Plaque  awarded  to  Dr.  Horace  Munger 
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its  annual  fall  clinical  meeting.  The  date 
is  to  be  announced  later. 


Health  Fair  is  big  success  in  Lincoln — 

The  Nebraska  Centennial  Health  Fair, 
which  was  held  in  Lincoln’s  Pershing  Audi- 
torium from  12  noon  on  April  29  to  4 p.m. 
on  May  5,  1967,  has  ended,  but  plaudits 
continue  to  come  in  from  all  parts  of  Ne- 
braska as  well  as  adjacent  areas  of  surround- 
ing states.  The  attendance  record  remains 
as  a shining  mark  of  success.  That  figure 
stood  at  92,382  for  the  seven  days,  exceed- 
ing the  72,000  attending  a nine-day  health 
fair  in  Philadelphia  and  the  90,000  recorded 
at  an  earlier  show  in  Denver.  Only  Fort 
Worth’s  nine-day  health  fair  attracted  more 
visitors  than  the  Nebraska  Health  Fair,  ac- 
cording to  Russell  Cheadle  of  Chicago.  Mr. 
Cheadle  is  the  Director  of  Exhibits  for  the 
American  Medical  Association. 

The  free  event  attracted  people  from  all 
parts  of  the  state  including  groups  of  stu- 
dents from  more  than  200  schools.  It  was 
produced  by  eight  major  sponsors,  listed 
below : 

The  Lancaster  County  Medical  Society 

The  Nebraska  State  Medical  Association 

The  Nebraska  State  Dental  Association 

The  Nebraska  State  Pharmacy  Association 

The  Nebraska  State  Veterinary  Associa- 
tion 

The  Nebraska  State  Nurses  Association 

The  Nebraska  State  Hospital  Association 
and 

The  Nebraska  Insurance  Federation 

Approximately  40  other  groups  served  as 
associate  sponsors,  preparing  outstanding 
exhibits,  and  contributing  significantly  in 
making  this  event  such  an  outstanding  suc- 
cess. Pershing  Auditorium  Manager,  Mr. 
“Ike”  Hoig,  described  the  week  as  “tre- 
mendous.” He  said  that  the  Fair  broke  all 
attendance  records  for  the  Pershing  Audi- 
torium, and  added,  “It  is  too  bad  the  Fair 
couldn’t  have  finished  out  the  weekend,  but 
others  had  the  auditorium  reserved  months 
ago.  If  the  Fair  could  have  continued  for 


two  more  days  I think  that  Nebraska  would 
have  broken  the  Fort  Worth,  Texas  record.” 
The  public  apparently  thought  so,  too.  Some 
last  minute  visitors  were  still  going  through 
the  turnstiles  as  the  closing  hour  was  an- 
nounced. 

The  following  post-fair  statistics  are  in- 
dicative of  the  public’s  interest  in  the  broad 
area  of  health: 

1.  Over  900  people  received  blood  typing 
at  the  Omaha  Regional  Red  Cross 
Blood  Bank  Center  exhibit. 

2.  Over  2,000  young  visitors  tried  on 
uniforms  of  the  health  groups  for  fu- 
ture “measurement.” 

3.  597  visitors  signed  eye  donor  pledge 
cards  at  the  Nebraska  Lions  Sight 
Conservation  exhibit.  In  comparison, 
240  such  pledges  were  made  during 
the  1966  Nebraska  State  Fair. 

4.  Nearly  800  persons  had  their  hearing 
tested  in  the  Sertoma  Club’s  sound- 
proof hearing  unit. 

5.  Over  5,000  young  people  received  in- 
formation concerning  possible  future 
health  careers.  Information  on  127 
health  related  careers  was  printed  out 
by  an  IBM  computer  at  the  request 
of  the  fairgoer.  This  precedent-setting 
exhibit  was  a “first”  for  the  Nebraska 
Centennial  Health  Fair,  according  to 
Doctor  Clay  Gerken,  University  of  Ne- 
braska educational  psychologist. 


New  administrator  for  state  institutions — 

Physicians  all  over  Nebraska  seem  to  be 
pleased  in  the  recent  action  of  Governor 
Norbert  Tiemann  in  his  appointment  of 
Donald  W.  Duncan,  formerly  associate  ad- 
ministrator of  St.  Elizabeth  Hospital  in  Lin- 
coln, to  head  the  State  Institutions  Depart- 
ment. Mr.  Duncan  has  had  25  years  of  ex- 
perience in  hospital  work.  According  to 
Governor  Tiemann,  “Mr.  Duncan’s  duties 
will  be  administrative,  but  he  will  aid  and 
assist  in  operations.  He  is  the  coordinator.” 
Governor  Tiemann  has  indicated  that  he 
wants  a total  split  of  the  department  into 
separate  agencies  for  medical  services  and 
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for  penal  and  correctional  institutions,  each 
with  independent  status.  The  governor  indi- 
cated that  the  separation  will  be  adminis- 
tratively in  effect  until  the  1969  Legislature 
is  requested  statutorily  to  separate  the  de- 
partments. Under  the  new  setup,  Penal 
Complex  Warden  Maurice  Sigler  will  head 
the  correctional  and  penal  division.  Doctor 
Robert  Osborne  of  Norfolk  is  deputy  direc- 
tor in  charge  of  the  mental  health  program. 


Our  Medical  Schools 

Dr.  Wilhelmj  appointed — 

Dr.  Charles  M.  Wilhelmj  will  become  As- 
sociate Professor  of  Dermatology  and  Chair- 
man of  the  Department  at  the  University  of 
Nebraska  College  of  Medicine  July  1.  A 
native  of  Rochester,  Minnesota,  Dr.  Wil- 
helmj received  his  B.A.  and  M.D.  degrees 
from  Creighton  University  (1950  and  1956) 
and  a Master  of  Science  degree  from  the 
Mayo  Clinic.  He  interned  at  the  Univer- 
sity of  Illinois  Research  and  Educational 
Hospitals  and  served  his  residency  at  the 
Mayo  Clinic,  where  he  earned  the  Mayo 
Alumni  Award  for  outstanding  research  and 
an  award  from  the  Dermatologic  Associa- 
tion for  a research  essay. 

He  has  been  on  the  faculty  of  the  Creigh- 
ton School  of  Medicine  and  has  been  in  the 
private  practice  of  dermatology  in  Omaha 
since  1963.  Dr.  Wilhelmj  is  certified  by 
the  American  Board  of  Dennatology. 


Hermann  named — 

John  B.  Hermann  has  been  named  to  head 
Creighton  University’s  participation  in  a 
new  regional  program  concerning  heart  dis- 
ease, cancer  and  stroke. 

The  Very  Rev.  H.  W.  Linn,  S.J.,  Presi- 
dent of  Creighton  University,  announced 
the  appointment  which  became  effective  May 

1. 

Mr.  Hermann  will  be  director  of  planning 
for  the  Creighton  University  component  of 
the  Nebraska-South  Dakota  Regional  Medi- 
cal Program  for  Heart  Disease,  Cancer  and 
Stroke.  He  also  will  hold  the  rank  of  assist- 


ant professor  of  public  health  and  preventive 
medicine. 

Mr.  Hermann  was  executive  director  of 
the  Nebraska  Heart  Association  from  1955 
to  1957.  He  was  general  consultant  for  the 
American  Heart  Association’s  Great  Plains 
Region  with  headquarters  in  Des  Moines, 
Iowa,  until  his  Creighton  appointment.  A 
native  of  Sheldahl,  Iowa,  he  is  a graduate 
of  the  State  University  at  Iowa  City. 

Creighton  University  is  one  of  three  in- 
stitutions in  the  Nebraska-South  Dakota  Re- 
gion which  will  take  part  in  this  program. 
The  program,  which  is  federally  financed, 
was  set  up  on  the  recommendation  of  a 
President’s  Commission  headed  by  Dr.  Mi- 
chael DeBakey,  internationally  known  Dallas, 
Texas,  surgeon. 

Under  Federal  legislation,  regions  have 
been  set  up  throughout  the  nation  to  deter- 
mine ways  to  narrow  the  gap  between  what 
is  known  about  the  management  of  heart 
disease,  cancer  and  stroke  and  what  is  actu- 
ally available  to  the  patient. 

Mr.  Hermann  pointed  out  that  special  fa- 
cilities for  treating  these  diseases  may  not 
be  available  in  the  community  in  which  the 
patient  lives.  Even  when  elaborate  facilities 
are  not  needed  for  treatment,  trained  per- 
sonnel for  administering  treatment  may  be 
available  only  in  larger  hospitals. 

As  an  example,  Mr.  Hermann  cited  the 
use  of  physical  therapy  for  stroke  patients. 
He  noted  that  physical  therapists  are  in 
short  supply  and  therefore  most  small  hos- 
pitals do  not  have  a physical  therapy  de- 
partment. Yet,  physical  therapy  can  play 
an  important  role  in  rehabilitating  the 
stroke  patient. 

Mr.  Hermann  said  that  much  is  still  in 
the  planning  stage.  Creighton  University 
has  received  $86,350  for  the  first  year  of  a 
two-year  grant  for  the  program.  The  pro- 
gram will  be  carried  out  in  cooperation  with 
the  Nebraska  State  Medical  Association. 

An  advisory  board  has  been  established 
with  membership  from  the  three  participat- 
ing institutions  — Creighton  University,  the 
University  of  Nebraska,  and  the  University 
of  South  Dakota.  The  board  includes  repre- 
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sentatives  of  medical  and  paramedical  groups 
and  the  general  public. 

Mr.  Hermann  said  that  he  will  be  plan- 
ning both  long-term  and  immediate  pro- 
grams. He  pointed  out  that  many  programs 
will  not  be  costly  but  will  be  made  possible 
because  people  from  different  institutions 
are  brought  together  rather  than  function- 
ing separately. 

Research  Grant  to  Dr.  Xiemer — 

A Creighton  University  School  of  Medi- 
cine faculty  member  has  been  awarded  a re- 
search grant  of  $53,982  by  the  United 
States  Public  Health  Service  according  to 
Dr.  Richard  L.  Egan,  Dean  of  the  School  of 
Medicine.  Dr.  William  T.  Niemer,  profes- 
sor of  anatomy,  received  the  grant  from 
the  National  Institute  of  Neurological  Dis- 
eases and  Blindness.  The  grant  is  for  a 
three  year  period. 

Creighton  commencement — 

Speaker  for  the  Creighton  University  com- 
mencement will  be  Norman  Cousins,  editor, 
it  was  announced  recently.  Mr.  Cousins  will 
also  receive  an  honorary  doctorate  from 
Creighton  at  the  graduation. 

Creighton  commencement  will  be  held 
June  5 in  the  Omaha  Civic  Auditorium 
Arena.  It  will  be  the  first  Creighton  com- 
mencement in  the  Arena. 

Military  awards — 

Cadet  Colonel  John  Balousek,  Jr.,  a senior 
from  Hammond,  Ind.,  Sunday  (May  7)  re- 
ceived two  top  ROTC  honors  at  Creighton 
University’s  annual  military  review. 

Cadet  Col.  Balousek  received  the  World- 
Herald  Merit  Plaque  for  exceptional  perfor- 
mance as  commander  of  the  Creighton  ROTC 
Brigade. 

He  was  also  named  the  outstanding  senior 
ROTC  cadet  in  the  Creighton  military  pro- 
gram. He  was  awarded  the  Department  of 
the  Army  Superior  Cadet  Medal  and  Cer- 
tificate. 

Others  leasing  their  classes  and  receiving 
the  Army  medals  were  Cadet  First  Sergeant 


Lauren  Kohn,  Fort  Riley,  Kan.,  junior; 
Cadet  Private  First  Class  Joseph  Masek,  Ger- 
ing,  Nebr.,  sophomore,  and  Cadet  Corporal 
Michael  Meehan,  Cedar  Falls,  Iowa,  fresh- 
man. The  awards  were  presented  by  the 
Very  Rev.  H.  W.  Linn,  S.J.,  University  presi- 
dent. 

Cadet  Major  Michael  Mulhern,  Sheldon, 
Iowa,  senior,  the  Society  of  the  40&8  cash 
prize  for  outstanding  and  meritorious  serv- 
ice to  the  Creighton  University  ROTC  pro- 
gram. 

Cadet  Major  David  Pales,  Omaha,  senior, 
the  Reserve  Officers  Association  Medal  for 
outstanding  performance  of  duty  assign- 
ments. 

Cadet  Captain  Jerry  J.  Gustin,  Hays, 
Kans.,  senior,  the  Colonel  Robert  R.  Martin 
Medal  for  best  company  commander. 

Cadet  Michael  C.  Longstreet,  Shenandoah, 
Iowa,  senior,  a special  citation  from  Lieu- 
tenant Colonel  Leo  C.  McCarthy,  Professor 
of  Military  Science,  for  outstanding  service 
as  a member  of  the  advanced  ROTC  course. 


Grant  to  anatomy  department — 

A faculty  member  of  the  Creighton  Uni- 
versity School  of  Medicine  has  been  awarded 
a training  grant  of  $17,524  from  the  United 
States  Public  Health  Service  according  to 
Dr.  Richard  L.  Egan,  dean  of  the  School  of 
Medicine.  Dr.  R.  Dale  Smith,  chairman  of 
the  anatomy  department,  received  the  grant 
for  work  in  anatomical  sciences.  It  was 
designated  by  the  Research  Training  Grants 
Branch  of  the  National  Institute  of  General 
Medical  Sciences. 


Medical  honor  society — 

Eight  Creighton  medical  seniors  and 
three  juniors  were  initiated  as  members  of 
Alpha  Omega  Alpha,  medical  honor  society, 
Wednesday  night.  May  10,  1967. 

Seniors  were:  Francis  J.  Cavano,  Thomas 
H.  Dee,  Thomas  L.  Bodensteiner,  John  J. 
Firpo,  M.  Colin  Jordan,  S.  Garry  Kellogg, 
B.  John  Langdon,  and  Robert  E.  Rust. 
Juniors:  Ronald  B.  Boersma,  Gilbert  L.  Eng- 
lish, and  Donald  M.  Uzendowski. 
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Initiated  as  alumni  members  were  Dr. 
Charles  M.  Wilhelm j,  Jr.,  Dr.  John  W.  Gate- 
wood,  and  Richard  S.  Greenberg.  Faculty 
initiate  was  Dr.  Raymond  C.  Doberneck, 
Assistant  Professor  of  Surgery  in  the  Creigh- 
ton University  School  of  Medicine. 

Speaker  following  the  initiation  was  Dr. 
Christopher  Martin,  Head  of  the  Infectious 
Diseases  Division,  Georgetown  University 
School  of  Medicine,  Washington,  D.C. 


Down  Memory  Lane 

1.  Under  the  proposed  amendment  to  the 
constitution  the  offices  of  secretary  and 
treasurer  would  be  combined  in  one,  this 
officer  using  a voucher  check  in  payment 
of  all  obligations,  the  returned  check  acting 
as  a receipt. 

2.  We  do  not  need  to  continue  prescrib- 
ing inert  compounds  or  even  excellent  reme- 
dies exploited  under  catchy,  and  often  mis- 
used names. 

3.  During  recent  years  much  attention 
has  been  given  to  the  study  of  cardiac  irregu- 
larities, in  consequence  of  the  introduction 
of  the  Mackenzie  polygraph,  and  that  eighth 
wonder  of  the  world,  the  string  galvano- 
meter of  Einthoven,  both  of  which  have  ren- 
dered possible  the  recognition  of  the  vari- 
ous types. 

4.  The  human  mind,  an  uncertain  instru- 
ment under  the  best  of  conditions,  is  per- 
haps peculiar  in  the  fact  that  it  so  often 
seems  to  furnish  the  material  or  the  reason 
for  its  own  undoing. 

5.  The  physician  whose  work  brings  him 
in  intimate  contact  with  the  various  forms 
of  nervousness,  is  struck  with  the  enormous 
amount  of  suffering  it  entails  and  the  fact 
that  so  few  people  are  really  free  from  it. 

6.  There  are,  in  round  numbers,  nineteen 
hundred  practicing  physicians  in  Nebraska 
at  the  present  time  and  only  a few  more 
than  one  thousand  are  members  of  the  State 
Medical  Association. 

7.  We  further  express  our  confidence 
in  the  power  and  strength  of  the  citizenship 
of  our  country  regardless  of  their  place 


of  birth  or  nativity.  Our  flag  binds  us  one 
and  all  into  the  folds  of  pure  Americanism 
which  stands  for  the  everlasting  rights  of 
man  and  a world  “safe  for  democracy.” 

Nebraska  State  Medical  Journal 
June,  1917 

Words  We  Can  Do  Without 

Expertise. 

Verbally. 

Reiterate. 

Photomicrograph. 

Workshop. 

Tracheostomy.  We  know  about  the  oper- 
ation, often  done  as  emergency,  with 
the  cannulae,  and  we  know  the  perma- 
nent kind,  but  we  used  to  say  trache- 
otomy, and  now  we  have  somehow  added 
a word  which  is  used  to  mean  both  pro- 
cedures. And  now  authors,  readers,  and 
editors  are  confused. 

While  Making  Rounds 

“Right  middle  abdominal  quadrant  pain.” 

“No  complaints  except  nausea,  medication 
given  for  headache.” 

Someone  called  the  switchboard  about  two 
accident  cases:  one’s  condition  is  poor  and 
the  other  is  critical.  Which  is  worse,  we 
wanted  to  ask.  We  don’t  know  why  “con- 
ditions” are  given  over  the  telephone.  The 
weather  people  have  changed  their  prediction 
phrases  from  “probably  cloudy”  to  “25  per- 
cent chance  of  rain.”  Since  “poor”  is  an 
expression  of  the  patient’s  chances,  we  may 
some  day  come  to  use,  as  the  weatherman 
does,  the  percentile  form.  A change  from 
poor  to  critical  sounds  ominous,  but  going 
from  critical  to  poor  seems  no  better.  And 
of  course  there’s  always  “prognosis  guard- 
ed.” 

“I  had  trouble  with  orientation  of  the 
voice.” 

“The  one  lady  isn’t  in.” 

We  were  in  the  recovery  room,  three  pa- 
tients were  “sleeping  it  off,”’  and  our  intern- 
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ist  friend  asked  if  he  might  use  our  phone; 
the  others  were  not  w^orking.  We  said  go 
ahead,  but  ours  was  no  better,  wdiereupon 
he  said,  “They’re  all  dead.”  And  one  of  the 
patients  raised  his  head,  however  feebly, 
and  protested,  “I’m  not.” 

— F.C. 


Effects  of  Breathing  High  Concentrations 
of  Oxygen  on  Treadmill  Performance  — 
D.  A.  Cunningham  (Univ  of  Alberta,  Ed- 
monton, Alberta,  Canada) . Res  Quart  37 : 
491-494  (Dec)  1966. 

The  effects  of  breathing  high  concentra- 
tions of  oxygen  on  treadmill  performance 
time,  the  exercise  and  post-exercise  pulse, 
and  the  relationship  between  excess  lactic 
acid  and  oxygen  debt  were  studied.  The 
breathing  of  oxygen  during  the  maximal 
performance  test  improved  the  performance 
time  of  each  test.  Oxygen  debt  was  signifi- 
cantly reduced  for  the  first  minute  of  recov- 
ery after  breathing  oxygen  during  the  test. 
The  excess  lactic  acid  was  reduced  after  the 
first  minute  of  recovery  and  was  found  to 
peak  during  the  third  minute  of  recovery. 
A linear  relationship  was  observed  between 
excess  lactic  acid  and  oxygen  debt  while 
breathing  air  or  oxygen  during  the  test. 


Renal  Effects  of  Low  Molecular  Weight 
Dextran  — N.  A.  Matheson  (Dept  of  Sur- 
gery, Univ  of  Aberdeen,  Aberdeen,  Scot- 
land). Monogr  Surg  Sci  3:303-364  (Dec) 
1966. 

The  effect  of  dextran  40  was  studied  in 
mildly  hydropenic  normal  men  and  was  com- 
pared with  the  effect  of  similar  volumes  of 
isotonic  dextrose  or  saline  alone.  Dextran 
40  promotes  a short-lived  increase  in  the  ex- 
cretion of  solute-free  water.  The  effect  is 
prevented  by  vasopressin  in  conventional 
doses.  It  is  speculated  that  dextran  40  pro- 
motes medullary  hyperemia  but  it  is  con- 
sidered that  diminished  ADH  release  in  re- 
sponse to  plasma  volume  expansion  is  the 


most  likely  explanation.  The  effect  of  dex- 
tran 40  on  free  water  excretion  is  not  de- 
pendent on  dilutional  effects  on  medullary 
perfusion  but  on  plasma  volume  expansion. 
The  rate  of  urinary  excretion  of  dextran  de- 
pends on  its  mean  molecular  weight  and 
molecular  weight  distribution.  Normal  men 
excrete  about  50%  of  the  dose  within  three 
hours  of  the  end  of  the  infusion  and  post- 
operative patients  excrete  about  35%  of  the 
dose  within  two  hours.  Intravenous  infu- 
sion of  dextran  40  during  water  diuresis  re- 
sulted in  decreased  urine  flow  rate  and 
free  water  excretion.  Histological  changes 
associated  with  the  presence  of  dextran  in 
the  renal  tubular  cells  may  follow  conven- 
tional doses  of  dextran  40  but  there  is  no 
good  evidence  that  they  indicate  harmful 
effects,  nor  is  there  evidence  to  incriminate 
dextran  40  as  a cause  of  acute  renal  failure. 
However,  the  use  of  dextran  40  in  patients 
with  incipient  acute  renal  failure  is  inappro- 
priate. 


Pulmonary  Lesions  in  Patients  Receiving 
Oxygen  Therapy  and  Artificial  Ventilation 
— G.  Nash,  J.  B.  Blennerhassett,  and  H. 
Pontoppidan  (Massachusetts  General  Hosp, 
Boston).  New  Eng  J Med  276:368-373 
(Feb)  1967. 

A study  of  70  patients  who  died  after  pro- 
longed artificial  ventilation  revealed  charac- 
teristic pulmonary  changes  in  many.  Gross- 
ly, the  lungs  were  heavy  and  beefy.  Micro- 
scopically, there  appeared  to  be  two  merg- 
ing phases:  an  early,  exudative  phase  with 
congestion,  edema,  and  hyaline  membranes, 
and  a later,  proliferative  phase  with  inter- 
stitial edema  and  early  fibrosis.  These 
changes  were  unrelated  to  the  duration  of 
the  artificial  ventilation  per  se,  but  were 
correlated  with  prolonged  use  of  the  ven- 
tilator delivering  a high  (90%  -100%)  con- 
centration of  inspired  oxygen.  While  no  def- 
inite cause  and  effect  relationship  has  been 
proved,  the  evidence  is  sufficient  to  suggest 
that  the  inspired  oxygen  concentration  in 
patients  receiving  artificial  ventilation 
should  be  monitored  and  reduced  as  soon 
as  arterial  blood  gas  measurements  show 
that  this  can  be  accomplished  safely. 
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FEATURES 


Presidential  Address 


This  year  I have  learned,  after  what  must 
be  considered  a very  trying  year,  what  a 
great  organization  the  Nebraska  State  Med- 
ical Association  is.  It  has  been  a great 
honor  and  a great  privilege  for  me  to  rep- 
resent the  Nebraska  State  Medical  Associa- 
tion. This  privilege  and  honor  which  was 
given  me,  was  made  possible,  only  through 
others  closely  associated  with  me.  Particu- 
larly, I want  to  acknowledge  and  thank  my 
wife  Theresa,  and  the  rest  of  my  family 
for  helping  me  this  year.  They  have  shown 
much  understanding  and  given  me  great 
encouragement.  In  my  office  in  Kearney, 

I could  never  have  held  this  position  without 
having  loyal  and  faithful  partners.  Doctors 
Bob  Rosenlof,  Vernon  Ward,  Monte  Scott, 
and  Bill  Nutzman.  I owe  special  thanks  to 
these  men  for  taking  care  of  my  side  of  the 
practice  for  days  at  a time.  It  amounted  to 
many  weeks  out  of  the  office  these  past  two 
years  on  State  Association  business.  I 
realize  that  the  added  work  to  them  made 
much  longer  hours  for  them  away  from  their 
home  and  families.  I certainly  appreciate 
it. 

After  a year  such  as  this  year,  as  Presi- 
dent of  such  a great  organization  as  ours, 
one  is  inclined  to  reflect  on  what  has  hap- 
pened. What  are  the  accomplishments  and 
what  does  the  future  hold?  But  can  you 
think  of  any  more  depressing  reflections? 
As  a friend  of  mine  said,  “Don’t  other  pro- 
fessions have  any  problems  at  all?’’  We 
have  seen  medicine  being  engulfed  by  gov- 
ernment forces.  The  handwriting  regarding 
the  future  is  very  clear.  We  have  heard  the 
socialists  in  our  government  tell  us  that  by 
1975  we  will  be  completely  socialized.  I 
have  been  to  several  meetings  on  health, 
two  just  this  year,  both  of  which  were  dom- 
inated not  by  doctors,  but  by  people  inter- 
ested in  health,  and  nonpracticing  physi- 
cians. I have  sat  in  discussion  groups  of 
maybe  30  or  more  people  of  which  only  two 
physicians,  one  in  public  health  and  myself. 
It  is  in  these  meetings  that  long-ranged 
plans  are  made  regarding  the  changing  prac- 
tice of  medicine,  changes  in  medical  educa- 


tion, and  our  medical  schools.  Changes  in 
the  part  hospitals  will  play  in  the  practice 
of  medicine  in  the  future,  and  changes  in 
outpatient  practices.  We  at  these  meetings 
have  heard  that  medicine  is  too  big  for 
the  doctors  to  manage  and  that  doctors  can- 
not do  the  job  alone.  These  changing  pat- 
terns in  medicine  are  here  and  are  the  law 
of  the  land.  They  show  us  what  road  or- 
ganized medicine  is  being  forced  to  follow. 
These  changes  are  not  here  because  doctors 
permitted  it,  or  because  your  Nebraska  State 
Medical  Association,  or  your  AMA  let  you 
down,  but  because  people  demanded  it.  The 
scientific  side  of  medicine  has  progressed 
so  rapidly  since  World  War  II,  and  particu- 
larly in  the  past  10  years,  that  it  is  fan- 
tastic. With  these  fantastic  advances  in 
all  fields  of  medical  knowledge,  we  have 
created  troublesome  problems.  Because  of 
more  complex  medical  situations,  patients  are 
losing  their  individual  identity  and  are  more 
a case  number  rather  than  a name.  The  pa- 
tient to  have  only  one  doctor  for  care  is 
rapidly  disappearing,  and  we  must  recog- 
nize that  this  change  is  necessary.  I do  not 
mean  that  there  will  not  be  one  primary 
physician,  but  there  will  be  others  to  com- 
plement his  work.  The  patients  demand 
that  they  receive  equal  access  to  all  services 
for  all  people.  So  in  a sense,  we  have  been 
trapped,  because  we  have  progressed  so  rap- 
idly, with  increasing  interest  by  the  public 
in  medical  care,  and  increasing  medical 
knowledge  by  the  public.  The  public  now 
believes,  yes  demands,  it  is  the  basic  right 
of  every  American  citizen  to  receive  the  best 
high  quality  care.  So  consequently  these 
laws  have  been  passed  through  congress, 
without  congressmen  knowing  what  they 
really  contain  or  what  the  impact  is,  or  what 
an  ominous  threat  to  American  freedom 
looms  over  us  as  American  citizens.  Now, 
the  public,  congressmen,  news  media,  and 
others  are  all  involved  in  health  care,  much 
to  the  consternation  of  the  physician. 
These  thoughts  were  well  put  by  Dr.  Otto 
C.  Page,  a trustee  in  the  American  Society 
of  Internal  Medicine,  who  said,  “I  think 
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physicians  have  become  angi’y  and  frustrated 
because  they  started  a game  with  one  set 
of  rules,  and  lo  and  behold,  someone  has 
changed  the  rules  in  the  middle  of  the  game ! 
In  real  life  the  rules  are  always  changing. 
Usually  slowly  and  imperceptibly,  but  at 
times  with  startling  abruptness.  For  some 
time  physicians  have  set  the  rules,  largely 
because  the  public  did  not  understand  the 
game.  With  increasing  interest  by  the  pub- 
lic in  medical  care,  the  profession  has  been 
put  under  a microscope.  So  far  we  are  only 
under  low  power  objective,  but  high  power 
and  oil  immersion  will  come.”  Dr.  Page 
also  said  that  it  is  only  by  accepting  this 
reality  that  we  can  use  our  knowledge  and 
experience  to  influence  those  who  make  the 
rules.  That  is,  society  and  its  appointed  and 
elected  officials. 

I must  emphasize  that  these  changing  pat- 
terns in  our  culture,  and  intrusion  into  our 
lives  are  not  only  in  medicine  but  also  in 
nearly  all  walks  of  life,  as  you  know.  For 
instance,  motel  operators,  in  a very  competi- 
tive business,  are  suddenly  being  told  where 
and  where  not  to  advertise.  That  they  can 
no  longer  be  selective  with  their  guests,  and 
what  minimum  wages  they  are  to  pay. 
Policemen  are  being  told  how  they  must 
conform  for  arresting  a criminal,  that  the 
hoodlum  has  rights,  it  appears,  moreso,  than 
the  well-behaved  citizen.  There  are  many 
other  examples. 

So  we  in  organized  medicine  must  become 
more  involved  with  problems  outside  the 
practice  of  medicine,  if  we  want  to  con- 
tinue to  enjoy  the  free  practice  of  medicine. 
We  physicians  are  doing  a great  job  tak- 
ing care  of  patients,  giving  them  high  qual- 
ity medical  care.  But  we  are  paying  dearly 
for  our  own  welfare  by  a lack  of  interest,  or 
a lack  of  participation  in  our  organizations 
which  are  battling  these  outside  forces.  Do 
you  realize  that  out  of  nearly  1300  members 
in  our  Association,  only  about  200  or  less 
are  active  in  work  with  this  society,  and  less 
than  10  percent  of  our  membership  belongs 
to  Nebraska  MedPac,  even  after  all  of  the 
help  AMPAC  gave  us  during  our  last  elec- 
tion. AMPAC  is  the  organization  to  best 
fight  these  outside  forces,  which  are  usurp- 
ing our  rights  to  practice  free  medicine. 
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Not  only  must  we  pay  dues,  but  we  must  I 

be  actively  engaged  in  talking  w i t h o u r i 

friends,  our  patients  and  our  legislators.  It  ! 

is  ridiculous  to  think  that  physicians  should 
not  talk  with  their  patients  regarding  poli-  | 

tics.  Doctors  are  remiss  that  they  do  not  it 

take  an  active  part  in  political  affairs,  for 
they  are  influencing  patients,  for  the  pa- 
tients’ own  welfare.  Patients  do  not  realize 
the  implications  of  government  or  other 
outside  influences.  They  do  not  realize  that 
medical  care  will  deteriorate  for  them  and 
their  families,  unless  this  is  pointed  out  to 
them.  They  do  not  understand  this  anjunore 
than  they  understand  the  reason  osteopaths 
cannot  give  as  good  medical  care  as  M.D.’s. 
They  are  not  aware  of  double  standards. 
They  are  not  aware  that  osteopaths  are  li- 
censed, not  by  education,  but  by  legislation. 

The  patients  still  have  great  respect  for 
their  own  personal  physicians.  But  we  are 
all  aware  of  the  lack  of  respect  they  have 
for  the  profession  as  a whole.  It  is  our 
duty  to  inform  our  patients,  our  friends  and 
our  legislators  regarding  how  we  feel  on 
these  various  health  issues.  We  must  get 
involved  so  that  the  changes  that  are  be- 
ing made  in  the  practice  of  medicine,  and 
will  be  made  in  the  future  are  influenced  by 
physicians  that  know  about  practicing  medi- 
cine. We  do  not  want  this  done  by  labor 
unions,  management,  insurance  companies, 
or  the  government.  So  you  know  that  this 
year  has  been  a troublesome  year.  In  retro- 
spect, some  reflections  have  their  disappoint- 
ments. 

However,  on  the  happier  side.  This  priv- 
ilege of  being  your  President  this  year  has 
been  rewarding.  Personal  friendships  have 
increased  throughout  the  state  and  the  na- 
tion, although  this  position  of  President  is 
not  one  to  w'in  friends.  Many  doctors 
throughout  the  state  are  aware  of  what  is 
happening  and  have  gone  beyond  the  call 
of  duty  to  help  our  Association.  This  posi- 
tion as  President  has  made  me  more  aware 
than  ever  of  individuals  and  their  responsi- 
bilities. I am  also  more  aware  of  changes 
that  will  have  to  be  made  in  the  future  such 
as, 

(1)  We  need  a full-time  lobbyist  for  our 
society,  not  only  during  legislative  ses- 

Nebraska  S.  M.  J. 


sesions  for  local  problems  and  situa- 
tions, but  to  keep  us  better  informed 
on  the  national  scale.  Our  image  is 
particularly  bad  at  this  time  of  the 
year  during  the  legislative  session, 
when  the  physicians  seem  to  be  against 
everything  and  for  nothing.  This  is 
what  our  legislators  tell  us.  A full- 
time lobbyist  can  help  our  image. 

(2)  We  must  work  closer  with  nurses  and 
others  on  the  health  team.  They  have 
problems  too,  and  unless  we  work  with 
them  as  they  ask,  and  want  us  to, 
they  will  be  influenced  to  work  against 
us  by  others. 

(3)  We  must  encourage  young  doctors 
starting  into  practice  to  join  our  or- 
ganizations, and  furthermore,  to  par- 
ticipate actively  in  them  through  com- 
mittee work,  attending  the  meetings, 
reading  the  journal,  etc.  We  should  even 
encourage  the  Student  American  Medi- 
cal Association  Members  in  our  medical 
schools  to  attend  the  Nebraska  State 
Medical  Association  meetings  and  also 
the  meetings  of  the  House  of  Dele- 
gates, as  representatives  of  the  medi- 
cal students.  I believe  that  this  is 
important  to  have  these  men  get 
started  on  the  right  path  to  learn 
the  whole  picture  early  in  their  medi- 
cal life. 

(4)  Community  planning  is  a must.  This 
is  particularly  true  regarding  hospital 
planning,  emergency  rooms,  mental 
health  clinics,  neighborhood  clinics,  and 
others.  Special  tribute  should  be  giv- 
en to  Lincoln  in  planning  their  hos- 
pitals. This  was  done  by  the  doctors 
working  with  community  leaders.  So 
there  is  not  a duplication  of  expensive 
services  in  each  hospital,  such  as  co- 
balt machines,  heart  - lung  machines, 
renal  dialysis,  etc.  These  hospitals 
have  planned  so  that  the  services  are 
not  duplicated  in  each  hospital.  If  we 
do  not  enter  into  such  planning,  then 
the  community  and  the  hospitals  will 
do  the  planning  for  us,  and  without 
our  consultation. 

I want  to  pay  special  thanks  to  all  of  the 

members  of  the  State  Association  who 


worked  so  hard  on  committees,  especially 
during  this  legislative  year.  The  chairmen 
of  these  many  committees  have  done  a fine 
job  in  getting  their  committees  together. 
These  committee  men  have  traveled  many 
miles,  taking  many  hours  away  from  their 
practice  and  their  family  at  their  own  ex- 
pense. It  is  these  dedicated  men  who  are 
the  backbone  of  our  organization.  I would 
like  to  pay  special  tribute  to  Dr.  Henry 
Lemon  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  and  Dr.  Joe  Holthaus  of 
Creighton  University  School  of  Medicine,  in 
spending  many  hours  writing  up  our  appli- 
cation grant  for  the  Heart,  Cancer,  and 
Stroke  Program,  in  order  to  obtain  a two 
year  planning  grant  for  Nebraska  and  South 
Dakota.  This  should  be  of  service  to  all 
physicians  in  these  two  states.  I have  said 
this  before  and  I will  say  it  again,  that  we 
have  a wonderful  Headquarters  staff  who 
are  hard  working,  dedicated,  diligent  and  pro- 
ductive. Ken  Neff  and  Bill  Schellpeper  and 
the  secretaries  have  done  a great  job,  and 
I know  they  will  continue  to  produce  in  the 
future,  even  though  added  responsibilities 
and  duties  are  given  them  each  year.  We 
are  fortunate  to  have  them  with  us. 

I wish  Dr.  Robert  Morgan,  your  next 
President,  and  the  future  officers  of  the 
State  Association,  a most  successful  and 
fruitful  year. 

DAN  NYE,  M.D. 


All  About  Us 

Doctor  John  J.  Randolph  has  established 
his  practice  in  Hastings. 

Doctor  R.  A.  McShane  has  started  his 
medical  practice  in  Ashland. 

Doctor  E,  A.  Watson  is  leaving  Lexington 
to  open  a practice  in  Seward,  Alaska. 

Doctor  Robert  S.  Long,  Omaha,  was  re- 
cently named  President-Elect  of  the  Amer- 
ican Society  of  Internal  Medicine. 

Doctor  Eugene  J.  Slowinski  has  been 
named  Chairman  of  the  Obstetrics  and 
Gynecology  Department  at  Creighton  Uni- 
versity School  of  Medicine. 
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Doctor  Dan  A.  Nye,  Kearney,  Past-Presi- 
dent of  the  N.S.M.A.,  recently  spoke  at  a 
University  of  Nebraska  College  of  IMedicine 
Convention, 


Scene 


1.  Health  resources  and  medical  manpower — 

The  American  Medical  Association  pro- 
posed that  Congress  set  up  a National  Com- 
mission on  Health  Resources  and  Medical 
Manpower,  with  broad  powers  to  supervise 
the  drafting  of  physicians  for  military  serv- 
ice. 

The  AM  A recommendation  was  presented 
by  Dr.  Albert  H.  Schwichtenberg,  chairman 
of  the  AMA  Council  on  National  Security, 
at  a Senate  Armed  Services  Committee  hear- 
ing on  S.  1432  which  would  provide  for  a 
four-year  extension  of  the  present  draft 
law  expiring  June  30. 

Other  AMA  recommendations  for  modifi- 
cation of  the  doctor  draft  program  included: 

— Expansion  of  the  physician  draft  pool 
to  include  women  doctors. 

— Making  subject  to  draft  call  foreign 
physicians  under  35  years  of  age,  with  per- 
manent visas  or  who  have  subsequently  be- 
come citizens,  and  who  may  not  be  subject 
to  call  because  they  were  not  deferred  from 
induction  while  under  age  26. 

— Limiting  credit  for  fulfillment  of  the 
draft  obligation  to  only  service  performed  in 
the  armed  services.  (Under  the  old  law, 
service  in  the  Public  Health  Service  could 
satisfy  a physician’s  obligation  for  active 
military  duty). 

— Routine  transfer,  upon  completion  of  an 
internship,  of  the  jurisdiction  of  physicians 
to  the  local  draft  board  serving  the  area  in 
which  the  physician  is  engaged  in  training 
or  practice. 

— Changes  in  the  pay  and  promotion  poli- 
cies for  military  physicians  designed  to  in- 


crease the  retention  of  career  military  physi- 
cians. 

“Our  primary  recommendation  ...  is 
the  creation  of  a National  Commission  on 
Health  Resources  and  Medical  IManpower,” 
Dr.  Schwichtenberg  said.  “This  Commis- 
sion would  replace  and  be  responsible  for  the 
functions  of  the  present  National  Advisory 
Committee  and  the  Health  Resources  Ad- 
visory Committee.  This  new  Commission, 
under  the  direction  of  the  President,  would 
have  the  responsibility  of  maintaining  a 
proper  balance  of  health  personnel,  within 
existing  resources,  among  the  Armed  Forces, 
other  GoveiTiment  agencies,  and  the  civilian 
population.  Requests  of  the  Secretary  of  De- 
fense for  health  manpower  in  the  military 
would  be  reviewed  and  approved  by  the 
Commission.  The  Commission  would  establish 
for  the  Selective  Service  System  criteria  for 
classifying,  reclassifying  and  determining 
the  order  of  selection  for  health  personnel. 
Under  this  proposal,  the  present  State  Ad- 
visory Committees  would  be  redesignated  as 
State  Health  Manpower  Committees,  whose 
activities  would  be  coordinated  by  the  Na- 
tional Commission.  It  is  further  recommend- 
ed that  the  Commission  should  be  constituted 
from  among  persons  of  outstanding  national 
reputation  in  the  health-care  fields,  and  its 
composition  should  include  substantial  rep- 
resentation from  physicians  in  private  prac- 
tice.” 


2.  Emergency  service  for  traffic  accidents — 

The  National  Highway  Agency  announced 
tentative  standards  for  emergency  medical 
services  provided  for  persons  injured  in  traf- 
fic accidents. 

The  federal  standards  give  the  states 
broad  authority  in  implementation  and  also 
are  subject  to  comment  by  the  states  before 
they  become  final.  The  state  programs  must 
be  in  full  operation  before  Jan.  1,  1969,  or  a 
state  could  lose  up  to  10  percent  of  its 
allotted  federal  highway  construction  funds. 

Although  the  federal  standards  apply 
only  to  traffic  accidents,  they  are  expected 
to  necessarily  set  a pattern  for  emergency 
medical  services  generally. 
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Dr.  William  Haddon,  Jr.,  head  of  the  Na- 
tional Highway  Safety  Agency,  said  the 
emergency  care  regulations  are  designed  to 
provide  quick  response  to  accidents,  sustain 
and  prolong  life  through  proper  first  aid 
measures,  reduce  the  likelihood  of  permanent 
disability  and  prolonged  hospitalization,  and 
provide  speedy  transportation  of  accident 
victims  to  hospitals. 

The  federal  standards  would  require  states 
to: 

— Appoint  a full-time  medical  emergency 
services  coordinator  to  have  primary  respon- 
sibility for  the  progi-am. 

— Prepare  a comprehensive  plan  for 
emergency  services  throughout  the  state. 

— Establish  training,  licensing  and  relat- 
ed requirements  for  ambulance  drivers,  at- 
tendants, and  dispatchers. 

— Coordinate  ambulance  and  other  emer- 
gency medical  care  systems,  including  re- 
quiring ambulances  to  carry  two-way  radios 
hooked  up  with  the  police  and  hospitals. 

— Provide  first  aid  training  and  refresher 
courses  for  emergency  service  personnel 
and  policemen  and  firemen,  and  encourage 
first  aid  instruction  for  the  public. 

Other  draft  regulations  with  medical  as- 
pects : 

— Make  physical  and  eyesight  examina- 
tions for  driver  licensing. 

— Do  compulsory  blood  tests  for  alcohol 
on  drivers  in  accidents. 


3.  Graduates  of  foreign  medical  schools — 

Dr.  John  C.  Nunemaker,  chairman  of  the 
American  Medical  Association’s  Department 
of  Graduate  Medical  Education,  told  a House 
Judiciary  Subcommittee  that  the  AMA’s 
position  continues  to  be  that  graduates  of 
foreign  medical  schools  who  come  to  the 
United  States  for  training  “should  be  en- 
couraged in  every  possible  way  to  return  to 
their  home  countries  where  their  skills  are 
so  badly  needed.” 

Dr.  Nunemaker  suggested  that  the  five- 
year  length  of  stay  provision  for  physicians 


on  exchange  programs  be  reconsidered. 
Every  year  beyond  two  or  three  years  “in- 
tensifies the  desire  of  the  visitor  to  stay 
longer,”  he  noted. 


Welcome,  New  Members 


Bodmer,  R.  E.,  M.D.  . Omaha 

Conoan,  Eduardo,  M.D Omaha 

Cruise,  Dale,  M.D Omaha 

Davis,  W.  Clayton,  M.D.  Omaha 

Friedlander,  Walter,  M.D Omaha 

Grier,  John,  M.D ..Omaha 

Johnson,  H.,  M.D Omaha 

McDermott,  Paul,  M.D Omaha 

Monson,  John,  M.D Omaha 

Pfundt,  Theodore,  M.D.  Omaha 

Reed,  J.,  M.D Lincoln 

Schwartz,  Maurice,  M.D .....Omaha 

Sellers,  Robert,  M.D Omaha 

Stark,  Thomas,  M.D.  Omaha 

Tribulato,  Louis,  M.D Omaha 


By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

George  D.  Conwell,  M:D.,  of  Norfolk,  Ne- 
braska, died  February  26,  1967,  at  the  age 
of  68.  He  was  born  October  27,  1898  at 
Brackenridge,  Pennsylvania.  He  attended 
Washington  and  Jefferson  College,  the  Uni- 
versity of  Nebraska,  Harvard  University, 
and  the  University  of  Pittsburgh  where  he 
graduated  from  medical  school. 

A World  War  1 veteran.  Doctor  Conwell 
came  to  Norfolk  in  1933  and  practiced  as  an 
eye,  ear,  nose,  and  throat  specialist  associat- 
ed with  Doctor  A.  N.  Howley. 
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Surviving-  are  his  wife,  Mary  Alice;  one 
daughter,  Mrs.  Jack  (Mary  Alice)  McKen- 
zie of  Bradley  Beach,  New  Jersey;  and  one 
brother,  Frank  of  Natrona  Heights,  Penn- 
sylvania. 

Mason  E.  Lathrop,  M.D.,  of  Omaha,  Ne- 
braska, died  February  23,  1967,  at  the  age 
of  67.  At  the  age  of  18  he  served  in  the 
infantry  in  World  War  1.  He  graduated 
from  the  University  of  Nebraska  College  of 
Medicine  in  1925.  He  was  a physician  in 
Wahoo,  Nebraska  until  1953.  He  then  moved 
to  California,  returning  to  Nebraska  in 
1960.  He  was  a member  of  the  American 
College  of  Surgeons.  He  also  was  a past 
master  of  the  Wahoo  Masonic  Lodge  and 
a member  of  the  Omaha  Scottish  Rite  and 
Tangier  Shrine. 

Survivors  include  his  wife,  Sigrid;  a son, 
Edward  David  of  Santa  Monica,  California; 
a daughter,  Mrs.  Karen  jMarie  Sedelmeier  of 
Oxnard,  California;  brothers  Jack  of  Omaha, 
Leslie  and  Eugene  of  Denver,  Homer  of  Ar- 
lington, Washington,  and  Roy  of  Lander, 
Wyoming;  a sister,  Mrs.  Bess  Lacy  of  Lan- 
der, Wyoming;  and  three  grandchildren. 


A.  L.  Miller,  M.D.,  formerly  of  Kimball, 
Nebraska,  and  more  recently  residing  in 
Washington,  D.C.,  died  March  16,  1967  from 
a heart  attack.  He  was  buried  at  Parklawn 
Cemetery  in  suburban  Maryland. 


Books 


Hi^h-Altitude  Diseases,  Mechanism  and  Manage- 
ment by  Carlos  Monge  M.,  M.D.,  and  Carlos 
Monge  C.,  M.D.  Published  November  10,  1966 
by  Charles  C.  Thomas,  Springfield,  Illinois.  97 
pages  (6"  by  9").  Price  $.5.7.5. 

The  senior  author,  Carlos  Monge  M.,  M.D.,  is 
Emeritus  Professor  of  Medicine  at  the  Universidad 
National  Mayor  de  San  Marcos,  Lima,  Peru.  The 
junior  author  is  Professor  of  Medicine  and  Prin- 
cipal Investigator  at  the  Institute  de  Investigaciones 
de  Altura  of  the  Universidad  Pei’uana  “Cayetano 
Heredia”  in  Lima,  Peru. 

Their  book  is  based  on  over  30  years  of  clinical 
and  chemical  studies.  They  present  a significant 


evaluation  of  the  medical  problems  of  human  be- 
ings and  indigenous  animals  in  high  mountainous 
terrain.  Subjects  discussed  include  the  following: 

a.  Chronic  Mountain  Sickness  (Monge’s  Disease) 

b.  Adaptive  Syndromes 

c.  Pulmonary  Edema  of  High  Altitude 

d.  Problems  in  Anesthesia  at  High  Altitudes 

e.  Surgery  at  High  Altitudes 

f.  Animal  Infertility  at  High  Altitudes 

g.  Pneumoconiosis  and  Chronic  Mountain  Sick- 
ness 

h.  Altitude  and  Some  Common  Diseases 

i.  Adaptation,  Acclimatization  and  Loss  of  Ac- 
climatization 


A Handbook  of  Dental  Malpractice  by  L.  Brent 
Wood,  Ll.B.  Published  January  10,  1967  by 

Charles  C.  Thomas  of  Springfield,  Illinois.  100 
pages  (6"  by  9").  Price  $5.50. 

This  booklet  contains  material  delivered  in  lecture 
form  to  many  of  the  local  and  district  Dental  So- 
cieties of  New  York  State,  and  is  based  upon 
observations  made  during  the  investigation  of  dental 
malpractice  claims  over  a period  of  several  years. 
It  is  intended  for  dentists,  dental  hygienists,  dental 
assistants,  and  dental  students.  However,  much  of 
what  is  said  by  the  author  is  applicable  to  the  medi- 
cal profession  as  well.  It  points  out  the  circum- 
stances under  which  the  dentist  may  be  sued  for 
malpractice,  fraud,  trespass,  assault  and  battery, 
and  breach  of  contract,  as  vyell  as  his  liability  for 
failm-e  to  maintain  his  office  in  a safe  condi- 
tion. A large  number  of  actual  malpractice  claims 
illustrate  the  information  discussed. 


Diabetes  Mellitus  (Seventh  EMition)  edited  by  S.  O. 
Waife,  M.D.  Published  in  April,  1967  by  the  Lilly 
Research  Laboratories,  Indianapolis,  Indiana.  201 
pages  (7 '/a”  by  10 ‘/a")  with  50  tablets  and  41 
colored  illustrations.  Distributed  without  charge 
to  the  medical  profession. 

This  volume  has  been  prepared  by  John  A.  Gallo- 
way, M.D.,  Medical  Research  Division,  Eli  Lilly  and 
Company,  with  a discussion  on  juvenile  diabetes  by 
Eric  Marler,  M.D.;  and  on  insulin  manufacture, 
assay,  and  synthesis  by  H.  J.  Heniy,  E.  L.  Grin- 
nan,  Ph.D.,  and  E.  W.  Shuey,  Ph.D.,  of  the  Lilly 
Research  Laboratories.  Art  work  was  prepared 
by  Alvin  Shemesh,  M.D.,  and  Ben  Field  of  the  Eli 
Lilly  Company.  Doctor  Shuey,  Chief  of  Eli  Lilly’s 
Department  of  Biochemical  Research,  is  a graduate 
of  the  University  of  Nebraska  College  of  Pharmacy. 

Since  the  previous  edition  was  published  in  1958 
there  has  been  enormous  progress  in  the  field  of 
diabetes  and  carbohydrate  metabolism.  Oral  ther- 
apy for  maturity-onset  diabetes  has  become  an  estab- 
lished mode  of  treatment.  Methods  for  studying  in- 
sulin in  the  blood  have  been  developed,  and  im- 
portant advances  in  protein  chemistry  have  made 
possible  the  delineation  of  structural  differences  in 
insulin  from  various  species.  This  in  turn  has  in- 
spii-ed  a whole  new  field  of  interest  in  the  immuno- 
logic aspects  of  insulin. 
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This  book  is  a source  of  modern  methods  of  man- 
agement that  have  been  found  clinically  dependable. 
Any  of  our  readers  who  do  not  have  this  book  are 
advised  to  write  to  Eli  Lilly  and  Company  request- 
ing a copy. 


Radiology  in  World  War  2,  edited  by  Colonel  Ar- 
nold Lorentz  Ahnfeldt,  Medical  Corps,  U.S.  Army, 
and  Kenneth  D.  A.  Allen,  M.D.  Published  in 
January,  1967  by  the  U.S.  Government  Printing 
Office.  1087  pages  (7"  by  10")  with  317  illus- 
trations, 8 charts,  14  maps,  and  14  tables.  Ob- 
tainable from  the  Superintendent  of  Documents, 
Government  Printing  Office,  Washington,  D.C. 
for  $8.25. 

The  material  in  this  book  and  the  background 
for  it  were  supplied  entirely  by  medical  officers 
(including  Ralph  C.  Moore,  M.D.,  of  Omaha),  who 
served  in  Woidd  War  2 and  had  first-hand  knowl- 
edge of  the  total  radiologic  experience.  This  book 
describes  in  detail  the  development  of  the  routine 
diagnostic  use  of  X ray  under  field  conditions  in 
disease  and  in  combat  and  noncombat  trauma.  It 
is  an  exciting  book,  relating  also,  for  instance, 
the  advances  in  radiation  therapy,  including  the 
work  with  supeiwoltage  therapy  developed  at  Walter 
Reed  General  Hospital  and  so  profitably  expanded 
since  that  time. 

The  last  chapter  unfolds  the  radiologic  story  of 
the  Manhattan  Project,  the  top  secret  effort  which 
developed  the  atomic  bomb.  As  a result  of  the  sys- 
tem of  medical  precautions  developed,  this  project, 
fraught  with  great  and  unknown  hazards,  was  car- 
ried to  a triumphant  conclusion  without  a single 
radiation  injury. 

This  book  will  be  of  interest  and  value  to  the 
Medical  Corps  of  all  military  forces  and  will  be 
a valuable  addition  to  the  section  on  military  medi- 
cine that  so  many  libraries  are  now  maintaining. 


Respiratory  Diseases 

PULMONARY  LESIONS  AFTER  OXYGEN 
THERAPY  AND  ARTIFICIAL 
VENTILATION 

Lungs  of  patients  who  died  after  pro- 
longed artificial  ventilation  revealed  a 
common  denominator  of  pulmonary  changes 
in  many  of  those  studied.  These  changes 
were  correlated  with  the  duration  of  ex- 
posure to  high  concentrations  of  oxygen 
and  pathologically  were  similar  to  those 
seen  in  experimental  oxygen  toxicity  in 
animals. 

Clinicians  concerned  with  the  care  of  patients 
requiring  mechanical  artificial  ventilation  have 
been  impressed  by  the  occasional  development  of 
gradually  progressive  deteidoration  of  pulmonary 
function,  apparently  unrelated  to  the  disease  that 
necessitated  the  respiratory  assistance. 

These  patients  have  increasing  reduction  in  pul- 
monary compliance  and  vital  capacity,  with  subse- 


quent hypoxia;  are  difficult  to  wean  from  the  ven- 
tilator and  often  die  of  pulmonai’y  insufficiency. 
Clinicians  have  referred  to  this  symptom  complex 
as  the  “respirator  lung  syndrome.”  This  study 
was  undertaken  to  determine  whether  there  is  a 
coiTesponding  pathological  picture  and,  if  so,  to 
characterize  it  and  attempt  to  determine  its  patho- 
genesis. 

Lungs  of  70  patients  who  had  come  to  autopsy 
after  prolonged  mechanical  artificial  ventilation 
were  compared  with  lungs  of  comparable  patients 
who  had  not  received  such  therapy.  Combined  lung 
weight  and  descriptions  of  the  gross  appearance 
of  the  lung  were  obtained  from  the  autopsy  record. 
Slides  of  specimens  were  reviewed  independently 
of  the  clinical  background  of  the  patients. 

The  lungs  in  the  study  group  tended  to  be  much 
heavier  than  those  in  the  control  group.  Study 
group  lungs  had  an  average  combined  weight  of 
1697  grams  as  compared  with  an  average  control 
weight  of  1176  grams.  This  difference  was  highly 
significant. 

“HEAVY  LUNGS” 

Study  group  lungs  weighing  more  than  1800 
grams  (“heavy  lungs”)  were  frequent.  They  tend- 
ed to  be  deeply  congested,  inelastic,  non-crepitant, 
and  of  markedly  increased  consistency,  with  the  ap- 
pearance of  “beefy”  consolidation  on  cross  sec- 
tion. The  few  heavy  control  group  lungs  did  not 
have  this  appearance,  but  were  typical  of  either 
“watei’y”  pulmonary  edema  or  extensive  nodular 
and  confluent  bronchopneumonia. 

Study  group  lungs  frequently  showed  several  un- 
usual microscopic  changes  which  did  not  appear, 
or  appeared  rarely,  in  control  lungs.  There  seemed 
to  be  two  microscopic  phases,  which  merged  and 
were  not  distinct.  An  early  exudative  phase  w’as 
characterized  by  congestion,  alveolar  edema,  intra- 
alveolar  hemorrhage,  and  a fibrin  exudate,  with  the 
formation  of  prominent  hyaline  membranes  with- 
out an  associated  inflammatory  component. 

A later  proliferative  phase  was  characterized  by 
marked  alveolar  and  interlobular  septal  edema  and 
fibroblastic  proliferation,  with  early  fibrosis  and 
prominent  hyperplasia  of  the  alveolar  lining  cells. 
The  alteration  was  associated  with  only  a mild-to- 
moderate  component  of  lymphocytes  without  evi- 
dence of  infection.  This  histologic  pattern  was  dis- 
tinctive and  did  not  resemble  either  organizing 
pneumonia  or  the  dense  collagenization  of  septa 
often  seen  in  association  with  emphysema  or  post- 
infective  scars.  This  severe  interstitial  edema  and 
early  fibrosis  were  present  in  23  cases  in  the  study 
group  and  in  only  one  in  the  control  population. 

FACTORS  CORRELATED 

When  the  gross  and  microscopic  pathologic  find- 
ings were  correlated  with  the  clinical  data,  it  be- 
came apparent  that  they  were  not  related  to  the 
duration  of  artificial  ventilation  per  se.  They  were, 
however,  correlated  with  prolonged  ventilator  ther- 
apy when  high  (90  to  100  per  cent)  concentrations 
of  oxygen  were  used.  The  data  suggested  that 
as  the  duration  of  treatment  with  high  concentra- 
tions of  oxygen  increased,  so  did  the  incidence  of 
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“heavy  lungs”  (combined  weight  over  1800  grams), 
hyaline  membranes,  interstitial  edema,  and  early 
fibrosis.  Since  the  use  of  the  respirator  was  not 
correlated  with  production  of  the  pulmonary  lesion, 
the  term  “respirator  lung  syndrome”  is  probably 
a misnomer. 

Experiments  have  shown  that  oxygen  in  high 
concentrations  (exceeding  about  0.6  atmosphere)  is 
toxic  to  the  lungs  of  a variety  of  animals;  the  path- 
ologic picture  in  these  animals  closely  resembles 
that  seen  in  the  exudative  phase  in  the  patients  in 
this  study.  The  proliferative,  fibrotic  phase  has  no 
known  experimental  counterpart.  For  obvious  rea- 
sons, the  experimental  exposure  of  man  to  toxic 
levels  of  oxygen  has  not  been  carried  to  the  stage 
of  severe  pathologic  damage. 

Isobaric  oxygen  (100  per  cent  oxygen  at  1 at- 
mosphere) has  caused  symptoms  such  as  sub- 
sternal  distress,  cough,  and  decrease  in  vital  ca- 
pacity in  persons  exposed  for  periods  of  approxi- 
mately 6 to  30  hours.  Pure  oxygen  at  a reduced 
pressure  of  about  250  mm.  of  mercury  has  been 
breathed  by  normal  men  for  up  to  30  days  without 
producing  pulmonary  changes,  and  many  obser\'ers 
have  stated  that  man  could  probably  tolerate  oxy- 
gen at  partial  pressures  below  425  mm.  of  mercury 
(approximately  60  per  cent  at  1 atmosphere)  indef- 
initely without  the  development  of  symptoms  of 
oxygen  toxicity.  However,  more  recent  reports 
have  described  the  development  of  symptoms  of 
oxygen  toxicity  after  prolonged  exposure  to  oxy- 
gen tensions  as  low  as  176  mm.  of  mercury. 

The  morphologic  alterations  found  appear  to 
provide  an  explanation  for  the  marked  deterioi’a- 
tion  in  pulmonary  function  observed  during  life  in 
most  of  these  cases  and  might  account  in  part  for 
the  difficulty  in  weaning  such  patients  from  arti- 
ficial ventilation.  Both  oxygen  concentration  and 
the  duration  of  exposure  appeared  to  be  important 
factors  in  the  development  of  the  pulmonary  le- 
sions. 

MONITORING  INSPIRED  OXYGEN 

It  should  be  emphasized  that  this  study  has  not 
established  a definite  cause  and  effect  relationship 
between  the  characteristic  pathologic  appearance 
and  any  facet  of  therapy.  In  view  of  the  severe 
and  complicated  pathologic  states  encountered  and 
the  multifaceted  treatment  invariably  required  in 
such  cases,  many  etiologic  factors  could  theoretical- 
ly have  been  responsible  for  the  pathologic  changes. 
However,  although  safety  limits  for  the  administra- 
tion of  oxygen  in  man  have  not  been  determined, 
the  use  of  90  to  100  per  cent  oxygen  for  a pro- 
longed period  is  probably  hazardous. 

Optimal  treatment  demands  the  use  of  oxygen 
concentrations  sufficient  to  insure  normal  or  near 
normal  arterial  oxygen  tension.  Such  therapy 
should  not  be  withheld  for  fear  of  possible  toxic 
effects  on  the  lungs  or  other  organs,  but  the  in- 
spired oxygen  concentration  should  be  monitored 
and  reduced  as  soon  as  arterial  blood  gas  measure- 
ments show  that  the  reduction  can  be  accomplished 
safely. 

— Gerald  Nash,  M.D.  ; John  B.  Blennerhassett,  M.B.  : and 

Henning  Pontoppidan,  M.D.  The  New  England  Journal  of 

Medicine.  February  10,  1967. 


Neurological  Deficits  Following  Myelography 
— R.  W.  Fincham  (Dept  of  Neurology, 
Univ  Hospitals,  Iowa  City,  Iowa),  R.  J. 
Joynt,  and  F.  M.  Skultety.  Arch  Neurol 
16:410-414  (April)  1967. 

Three  cases  of  cervical  myelopathy  and 
one  of  cauda  equina  radiculopathy  associated 
with  subarachnoid  blocking  lesions  produced 
by  spondylotic  changes  or  disk  protrusions 
or  both  are  presented.  Each  of  the  four 
patients  manifested  increased  neurological 
deficits  following  myelography.  Mechanical 
factors  producing  or  aggravating  ischemia 
are  believed  to  be  responsible  for  progres- 
sive paretic  changes.  Suggestions  are  made 
regarding  the  performance  of  myelography 
where  spinal  cord  functions  are  precarious, 
although  it  is  apparent  that  even  with  the 
employment  of  such  precautions,  post- 
myelographic  worsening  may  ensue  occa- 
sionally. The  need  for  prompt  surgical  de- 
compression in  rare  cases  of  postmyelog- 
raphic  paresis  is  emphasized. 


Undetected  Site  of  Upper  Gastrointestinal 
Hemorrhage  Localized  by  Selective  Ai- 
teriography  — G.  Annes,  L.  Caplan,  and 
H.  Heimlich  (111  E 210th  St,  Bronx, 
NY).  Arch  Surg  94:44-45  (Jan)  1967. 

A patient  with  massive  upper  gastro- 
intestinal bleeding  and  a normal  gastro- 
intestinal series  had  to  be  explored  because 
of  persistent  or  uncontrollable  blood  loss. 
The  stomach  and  duodenum  were  opened  but 
no  site  of  bleeding  could  be  identified  and 
a pyloroplasty  was  performed.  The  patient, 
however,  continued  to  bleed.  Percutaneous 
selective  arteriography  of  the  celiac  and  su- 
perior mesenteric  trunks  with  a subselective 
catheterization  of  the  gastric  artery  demon- 
strated contrast  leaking  from  the  left  gas- 
tric artery  into  a shallow  fundal  ulcer.  Re- 
operation confirmed  the  findings,  the  ves- 
sel was  ligated,  and  a wedge  resection  of 
the  ulcer  was  performed.  Thus,  a super- 
ficial ulceration  with  erosion  into  a left 
gastric  artery  branch  in  an  area  difficult 
to  examine  by  ordinary  roentgenographic 
means  was  identified  and  curative  surgery 
was  performed. 


302 


Nebraska  S.  M.  J. 


GENERAL 


Anniversary  Time 

June  21,  1929: 

Lucas  and  Henderson  read  “A  new  anes- 
thetic gas:  cyclopropane”  at  the  annual 
meeting  of  the  Canadian  Medical  Asso- 
ciation. 


Quote  Unquote 

Where  the  telescope  ends,  the  microscope 
begins.  Which  of  the  two  has  the  grander 
view  ? 

— Hugo 

Some  circumstantial  evidence  is  very 
strong,  as  when  you  find  a trout  in  the 
milk. 

— Thoreau 

Did  you  ever  hear  anyone  say  “That  work 
had  better  be  banned  because  I might  read 
it  and  it  might  be  very  damaging  to  me?” 

— Jackson 

A custom  loathsome  to  the  eye,  hateful 
to  the  nose,  harmful  to  the  brain,  danger- 
ous to  the  lungs,  and  in  the  black  stinking 
fume  thereof,  nearest  resembling  the  hor- 
rible Stygian  smoke  of  the  pit  that  is  bot- 
tomless. 

—James  I 

(A  counterblast  to  tobacco). 


42nd  Annual  Business  Meeting,  Woman’s 
Auxiliary,  X.S.M.A.,  May  2,  1967 — 

The  42nd  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical 
Association  was  called  to  order  by  the  presi- 
dent, Mrs.  Fay  Smith.  The  invocation  was 
given  by  Mrs.  Harry  Jakeman,  chaplain, 
who  also  led  the  members  present  in  repeat- 
ing the  pledge  of  allegiance  to  our  flag  and 
the  Auxiliary  pledge. 

The  president  welcomed  members  and 
guests  present  for  the  meeting.  She  intro- 
duced Mrs.  Karl  F.  Ritter  of  Lima,  Ohio, 
President-Elect  of  the  Woman’s  Auxiliary 


to  the  American  Medical  Association,  who 
would  be  honored  speaker  at  the  Wednesday 
luncheon.  Also  introduced  as  honored  guests 
for  the  meeting  were  Mrs.  M.  E.  Olsen, 
President,  and  Mrs.  J.  F.  Bishop,  President- 
Elect  of  the  Woman’s  Auxiliary  to  the  Iowa 
State  Medical  Society,  and  Mrs.  E.  F.  Butler, 
President-Elect  of  the  Woman’s  Auxiliary  to 
the  Missouri  State  Medical  Association. 

Recognition  of  Past  State  Presidents  of 
the  Auxiliary  who  were  present  was  made. 
Each  gave  her  name  and  year  of  service. 
Present  were  Mesdames  Chester  Farrell,  J. 
P.  Donelan,  J.  M.  Christlieb,  G.  E.  Robert- 
son, J.  W.  Kelley,  G.  W.  Covey,  and  J.  A. 
Brown  HI. 

District  councilors  present  were  introduced. 
There  were  three  present. 

M r s.  Richard  N.  Johnson,  Convention 
Chairman,  was  introduced.  She  reported  65 
women  had  registered  by  two  o’clock  Tues- 
day. 

Reading  of  the  minutes  of  the  41st  annual 
business  meeting  were  dispensed  with  as 
they  were  printed  in  the  September  1966 
Nebraska  State  Medical  Journal.  There 
were  no  corrections  or  additions.  They  were 
approved  as  printed. 

Mrs.  Barney  Rees  took  the  chair  during 
the  President’s  report:  Mrs.  Smith  stressed 
better  communication,  and  urged  the  aux- 
iliaries to  use  the  packet  programs  which 
were  introduced  at  the  Fall  Board  meeting. 
The  films  shown  were  the  property  of  the 
Nebraska  Health  Department.  This  resulted 
in  four  of  the  larger  cities  in  Nebraska 
using  the  program  in  their  schools.  “Home- 
making Unlimited”  was  introduced  at  the 
jMid-Winter  Board  meeting.  The  Nebraska 
Heart  Association  furnished  the  bus  for  this 
project  and  the  University  of  Nebraska  did 
the  research.  The  bus  is  shown  by  the  Home 
Economic  Extension  Agents  of  the  Nebraska 
Co-operative  Extension  Service.  New  sta- 
tionery was  designed,  the  entire  State  list 
of  doctors’  wives  reviewed,  brought  up-to- 
date  and  zip-coded,  attended  the  Fall  Confer- 
ence and  Workshop  in  Chicago,  will  attend 
the  A.M.A.  meeting  in  Atlantic  City.  Four- 
teen auxiliaries  were  visited,  one  out-of- 
state  visit  to  Woman’s  Auxiliary  to  Iowa 
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state  Medical  Society.  The  “Centennial 
President’s  Pin”  is  to  become  an  actuality. 
Mrs.  Smith  stressed  that  through  better 
communication  our  auxiliaries  will  grow.  It 
takes  everyone  to  make  a successful  aux- 
iliary. 

Report  of  Officers — 

Mrs.  A.  L.  Smith,  President-Elect,  stated 
she  had  attended  the  Fall  Conference  in  Chi- 
cago and  had  accompanied  Mrs.  Fay  Smith 
to  the  auxiliary  meetings.  Mrs.  Smith  called 
attention  to  the  displays  and  stressed  the 
“Homemaking  Unlimited.” 

First  Vice  President,  Mrs.  S.  H.  Perry, 
was  unable  to  attend.  There  was  no  report. 

Second  Vice  President  Mrs.  Barney  Rees 
reported  a total  of  58  members-at-large. 

Mrs.  J.  Whitney  Kelley,  Advisor,  thanked 
iMrs.  Fay  Smith  and  the  Auxiliary  for  a most 
successful  year. 

iMrs.  Jack  Kaufmann,  Treasurer,  reported 
a balance  of  $898.61  as  of  May  2,  1967. 
There  being  no  questions  or  corrections,  the  ' 
report  was  accepted  to  be  placed  on  file  ; 
and  the  balance  entered  in  the  Secretary’s  | 
minutes. 

iMrs.  Arthur  Offerman,  as  chairman  of 
the  auditing  committee,  stated  the  books 
were  audited  and  correct.  Mrs.  Offerman 
moved  the  report  be  accepted.  Seconded  and 
carried.  | 

iMrs.  Offerman  as  Chairman  of  the  Budget 
and  Finance  then  gave  the  financial  report.  ; 
iMrs.  Offerman  moved  the  financial  report 
be  accepted.  Seconded  and  carried.  The  re- 
port will  be  placed  on  file  in  the  secretary’s  ■ 
book.  * 

A recommendation  from  iMrs.  Offerman 
and  the  Executive  board  was  presented  that 
the  balance  of  $88.61  be  left  in  the  Treasury 
to  care  of  any  additional  expense  incurred 
by  the  State  Convention  Committee,  1967.  A 
motion  was  made,  seconded,  and  carried  to 
accept  the  recommendation. 

iMrs.  Offerman  read  the  proposed  budget 
for  1967-1968.  A motion  was  made  to  ac- 
cept the  budget  as  presented.  Seconded  and 
carried. 


Tandearir 

oxyphenbutazone 


Therapeutic  £//ecfs;  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
m osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  Inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema:  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously. watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia):  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Reports  of  Standing  Committees — ' 

These  reports  were  given  in  detail  at  the 
pre-convention  Board  meeting  and  a sum- 
mary was  given  at  this  time  by  Mrs.  Bryant 
Olsson  for  the  committees  under  Program, 
and  Mrs.  Vernon  Ward  gave  a short  sum- 
mary on  the  committees  listed  under  Com- 
munity Service.  These  reports  were  placed 
on  file. 

Mrs.  Fay  Smith  introduced  General  Com- 
mittee Chairman,  Blue  Cross-Blue  Shield, 
Historian,  Parliamentarian. 

The  AMA-ERF  awards  were  given  by 
Mrs.  John  Filkins.  Lancaster  County  for 
the  largest  contribution  of  an  auxiliary, 
Lincoln  County  for  the  greatest  increase, 
and  Tri-County  for  the  largest  contribution 
per  capita. 

Mrs.  John  Filkins  read  the  Resolutions 
and  Revisions  report.  The  Resolutions  will 
be  published  in  the  Nebraska  State  Medical 
Journal. 

Mrs.  Whitney  Kelley  made  a motion  to  ac- 
cept the  reports  of  these  officers  and  chair- 
men. Seconded  and  carried. 

Mrs.  Fay  Smith  introduced  two  members 
serving  on  the  National  Auxiliary  level, 
Mrs.  George  Robertson,  National  By-Laws 
Committee,  and  Mrs.  J.  Whitney  Kelley,  Vol- 
unteer Friendly  Visitor  and  Memorial  Serv- 
ice- National  AMA  Meeting. 


County  President  Reports — 

Adams  County  — Mrs.  Robert  Mastin ; Mrs. 
Chas.  Landgraf  reporting. 

Buffalo  County  — Mrs.  Vernon  G.  Ward. 
Dawson  County  — Mrs.  Bryant  Olsson. 

Four  County  — Mrs.  M.  D.  Mathews. 

Gage  County  — Mrs.  John  Porter. 

Hall  County  — Mrs.  Pierce  Sloss;  Mrs.  Fay 
Smith  reporting. 

Lancaster  County  — Mrs.  R.  A.  Hillyer. 

Lincoln  County  — Mrs.  Clinton  Sturdevant; 
Mrs.  Robert  F.  Getty  reporting. 

Madison-Six  County  — Mrs.  James  Carlson. 
Northwest  County  — Mrs.  A.  J.  Alderman. 


Otoe  County  — Mrs.  W.  C.  Kenner,  Jr. 

Platte  County  — Mrs.  John  O’Neal ; Mrs. 
Jack  Kaufman  reporting. 

Scotts  Bluff  County  — Mrs.  Harold  Gentry, 
Jr. ; Mrs.  John  Filkins  reporting. 

Sixth  Councilor  — Mrs.  John  Murphy ; Mrs. 
John  Filkins  reporting. 

Tri-County  — Mrs.  James  Bridges. 

A motion  was  made  to  accept  these  reports 
as  read.  Seconded  and  carried. 

jMrs.  George  Robertson  announced  that 
1968  is  the  centennial  year  for  the  Nebraska 
State  Medical  Association. 

Mrs.  R.  A.  Hillyer  urged  all  to  attend  the 
Health  Fair  in  Lincoln. 

Mrs.  Smith  announced  the  date  of  the 
AMA  convention  in  Atlantic  City,  June  18- 
25.  She  requested  that  anyone  who  will  at- 
tend this  meeting,  contact  Mrs.  Fay  Smith 
or  Mrs.  A.  L.  Smith  for  necessary  credential 
cards  so  that  Nebraska  might  fill  the  roll 
of  its  allotted  delegates. 

At  this  time  Mrs.  Harry  Jakeman,  Chap- 
lain, assisted  by  Mrs.  James  Bridges,  con- 
ducted an  impressive  memorial  service  for 
deceased  members  during  the  past  year. 


Those  remembered  were: 

Mrs.  Bernard  F.  Wendt  Lincoln 

Mrs.  J.  G.  Woodin Grand  Island 

Mis.  Earl  G.  Wiedman  Lincoln 

Mrs.  Ben  Ewing  ..Omaha 

Mrs.  Staley  Kearney 


Mrs.  J.  Whitney  Kelley,  chairman  of  the 
nominating  committee,  gave  the  report  of  the 
committee.  Nominations  were: 

Mrs.  A.  L.  Smith,  Sr. — President 
Mrs.  P.  Bryant  Olsson — President-elect 
Mrs.  Clinton  C.  Millett— 1st  Vice  President 
Mrs.  Houghton  Elias — 2nd  Vice  President 
Mrs.  Jack  Kaufman — Treasurer 
Mrs.  W.  C.  Kenner — Director  1 Year 
Mrs.  Dean  McGrath  — Director  1 Year 
Mrs.  John  A.  Brown  III — Director  2 Years 
Mrs.  Chester  H.  Farrell — Director  2 Years 
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There  were  no  nominations  from  the  floor. 
A motion  that  the  slate  of  officers  proposed 
be  accepted  was  seconded  and  the  motion  car- 
ried. 

Mrs.  Arthur  L.  Smith,  Sr.,  appointed  Mrs. 
Harlan  Papenfuss,  Recording-  Secretary,  and 
Mrs.  Harry  Shaffer,  Corresponding  Secre- 
tary. 

The  installation  ceremony  was  conducted 
by  Mrs.  Harry  Jakeman. 

Mrs.  Fay  Smith  presented  the  President’s 
gavel  to  Mrs.  A.  L.  Smith,  Sr.,  and  wished 
for  her  a most  successful  year.  Mrs.  A. 
L.  Smith  gave  a most  inspiring  acceptance 
speech.  She  said  we  as  auxiliary  members 
should  take  stock  of  ourselves  and  our  pro- 
grams. Our  projects  and  programs  must  be 
tailor-made  for  the  Auxiliary,  the  commun- 
ity and  the  times. 

There  being  no  further  business  Mrs. 
Whitney  Kelley  moved  the  meeting  be  ad- 
journed. Seconded  and  carried. 

MARTHA  MILLETT, 
Recording  Secretary. 

Report  of  Resolutions  and  Revisions  Committee — 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  those 
who  have  contributed  to  the  success  of  this 
convention  and  the  accomplishments  of  our 
past  year’s  work ; therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  extend  our  grateful 
thanks  to  the  officers  and  other  members 
of  the  Executive  Board  of  our  organization 
who  have  so  ably  carried  on  the  business 
necessary  for  the  proper  functioning  of  the 
Auxiliary;  and  be  it  further 

RESOLVED,  that  our  thanks  and  appre- 
ciation go  to  the  Woman’s  Auxiliary  to  the 
Douglas  County  Medical  Society,  hostess  to 
this  42nd  Annual  Meeting,  for  the  welcome 
hospitality  extended  to  all  of  us;  be  it  fur- 
ther 

RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  Richard  N.  Johnson,  Con- 
vention Chairman,  and  to  all  of  her  com- 
mittee chainnen  for  their  work  and  thought- 


fulness in  planning  for  our  convenience  and 
entertainment;  and  be  it  further 

RESOLVED,  that  the  Nebraska  State 
Medical  Association  be  advised  that  we  ap- 
preciate their  leadership  and  assistance,  and 
that  in  particular,  the  Advisory  Committee, 
namely:  Dr.  D.  A.  Nye,  President  of  the 
Nebraska  State  Medical  Association;  Dr.  E. 
G.  Brillhart ; Dr.  G.  Kenneth  Muehlig ; Dr. 
John  A.  Brown  HI;  Dr.  J.  Whitney  Kelley; 
Dr.  Clinton  B.  Dorwart;  and  Dr.  Otis  W. 
Miller,  be  informed  of  our  gratefulness  for 
their  helpfulness  and  guidance  throughout 
the  year;  and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor 
of  the  Nebraska  State  Medical  Journal;  Mr. 
Kenneth  Neff,  Executive  Secretary  of  the 
Nebraska  State  Medical  Association;  Mr. 
William  Schellpeper,  Assistant  Executive 
Secretary;  Mary  Churchill,  Patsy  Brown, 
and  Fay  Campbell  be  advised  of  our  sincere 
thanks  for  the  efficient  way  they  have  han- 
dled our  Auxiliary  News  and  for  their  ready 
assistance  whenever  we  have  asked  for  it; 
and  be  it  further 

RESOLVED,  that  the  Blue  Cross  - Blue 
Shield  organization  know  that  we  are  grate- 
ful for  their  generosity  in  providing  materi- 
als which  have  facilitated  the  transactions 
of  our  business  during  the  meetings ; and  be 
it  further 

RESOLVED,  that  we  express  our  thanks 
to  Brandeis  for  the  style  show;  to  the  Lin- 
coln Star  and  Lincoln  Journal,  to  the  Omaha 
World-Herald;  to  the  Sheraton  - Fontenelle 
Hotel;  and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty 
and  devotion  to  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association; 
that  we  continue  to  be  faithful  in  support- 
ing its  activities,  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals ; 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  Nebraska  State  Medical 
Journal. 

Respectfully  submitted, 
MRS.  RALPH  L.  CASSEL. 
Chairman. 
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The  Resolutions  and  Revisions  Committee 

has  had  no  meeting  since  the  revised  Consti- 
tution and  By-Laws  were  read  at  the  1961 

Annual  Meeting. 

Respectfully  submitted 

MRS.  RALPH  L.  CASSEL, 
Chairman. 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

June  3 — Falls  City,  Elks  Club 
June  24  — Norfolk,  Elks  Lodge 
July  8 — Hastings,  Mary  Lanning  Hos- 
pital 

July  22  — Chadron,  Elks  Club 

AMERICAN  MEDICAL  ASSOCIATION 
ANNUAL  CONVENTION,  Atlantic  City— 
June  18th  through  the  22nd,  1967. 

5TH  ANNUAL  SEMINAR  ON  THE  MEDI- 
CAL ASPECTS  OF  COMPETITIVE 
ATHLETICS  — Hotel  Cornhusker,  Lin- 
coln, Nebraska,  August  18  and  19,  1967. 

ANNUAL  OTOLARYNGOLOGIC  ASSEM- 
BLY of  1967  — October  14  through  20, 
1967,  in  the  new  Illinois  Eye  and  Ear  In- 
firmary at  the  Medical  Center,  Chicago, 
offered  by  the  Department  of  Otolaryn- 
gology of  the  College  of  Medicine  of  the 
University  of  Illinois.  Write  to:  Depart- 
ment of  Otolaryngology,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

THERAPY  IN  ADVANCED  CANCER,  Basic 
and  Clinical  Aspects  — October  16-21, 
1967 ; University  of  Wisconsin  Medical 
Center.  Write  to : R.  J.  Samp,  M.D.,  Cancer 
Program  Coordinator,  University  Hos- 
pitals, Madison,  Wisconsin  53706. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— The  1967  Assembly  will  convene  in  the 
Sheraton-Fontenelle  Hotel  in  Omaha,  Oc- 
tober 23,  24,  and  25. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  (the  Easter 


Seal  Society)  — Annual  Convention,  No- 
vember 16-19,  1967 ; Century  Plaza  Ho- 
tel, Los  Angeles. 


Intestinal  Patch  Closure  With  Cyanoacrylate 
Tissue  Adhesive  for  Gastrointestinal  Per- 
forations — T.  Matsumoto  et  al  (Div  of 
Surgery,  WRAIR,  Washington,  DC).  Arch 
Surg  94:184-186  (Feb)  1967. 

In  combat  or  mass  casualty  situation,  rap- 
id and  safe  repairs  of  injured  gastrointest- 
inal tract  are  important.  Presently  adapted 
conventional  serosa  inverted  suture  closure 
of  the  wounds  is  time-consuming.  A meth- 
od has  been  developed  for  achieving  non- 
suture patch  closures  of  gastrointestinal 
wounds  with  another  portion  of  intestinal 
serosal  surface  using  the  homologous  series 
of  the  alpha  cyanoacrylate  tissue  adhesive. 
The  method  was  carried  out  in  30  dogs.  It 
was  found  that  operative  time  for  the  non- 
suture patch  closure  was  significantly  short- 
er compared  to  the  conventional  suture  meth- 
od. Histologic  findings  revealed  complete  in- 
tegrity of  the  mucosa  and  the  underlying 
healing  of  bowel  wall  in  the  observed  period 
of  eight  weeks  grossly  and  microscopically. 


Methotrexate  for  Psoriasis  — R.  B.  Rees  et 
al  (Univ  of  California  School  of  Medicine, 
San  Francisco).  Arch  Derm  95:2-11 
(Jan)  1967. 

Methotrexate  for  psoriasis  is  used  by  the 
majority  of  teaching  services  of  dermatology 
in  the  United  States.  Three  modes  of  ad- 
ministration were  compared  — small  daily 
doses  by  mouth  in  interrupted  schedules, 
single  large  weekly  oral  doses,  and  paren- 
teral doses.  All  methods  were  effective  and 
had  toxicity,  but  the  parenteral  route  showed 
the  greatest  toxicity.  The  drug  is  contraindi- 
cated in  pregnancy,  hemotological  disorders, 
peptic  ulceration,  and  liver  disease.  Chromo- 
somal breaks  were  reported  with  greater  fre- 
quency than  normal.  Renal  clearance  is 
vital.  The  drug  should  be  considered  only 
for  very  severe  forms  of  psoriasis. 
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ORGANIZATIONS.  STATE = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  LTniversity  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbuiy,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 
Joseph  J.  Tholt,  Executive  Director 
430  South  40th  Street,  Omaha  5,  Nebraska 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
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Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  M.D.,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Vernon  G.  Ward,  MD,  President 
5 West  31st  Street,  Kearney,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  Piesident 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Frank  Cole,  M.D.,  President 
2430  Lake  St.,  Lincoln,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Hamey,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
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WE  DON’T  CHARGE  MORE 

When  automobiles  cost  more;  when  the 
prices  of  television  sets,  houses,  travel,  and 
refrigerators  rise;  and  when  charges  made 
by  electricians,  plumbers,  physicians,  car- 
penters, and  dentists  increase,  why  then 
we’re  tired  of  reading  that  our  fees  have 
gone  up.  Everything  has  gone  up.  And  if 
our  fees  have  not  kept  pace  with  other  fees 
and  charges  and  prices,  then  they  have  in 
effect  gone  down. 

Everything  costs  2.275  times  what  it  did 
in  1936. 

For  medical  care,  it’s  2.466. 

Dentists’  fees?  2.257. 

Hospital  charges  are  now  6.388. 

And  the  figure  for  our  fees  is  the  lowest. 

2.242  is  what  it  is,  and  that’s  less  than 
all  the  others. 

Considering  what  the  dollar  was  worth  in 
1936,  and  what  it’s  worth  now,  our  fees  have 
gone  down,  not  up. 

That’s  right,  down.  And  when  somebody 
asks  about  our  fees,  tell  them. 

Down. 

— F.C. 


MEDICOLEGAL  DISSERTATIONS 

We  are  faithful  readers  of  the  literature 
of  forensic  medicine,  and  coming  away 
empty-handed  as  commonly  as  we  do,  we 
are  beginning  to  wonder  why.  Every  lawyer 
can  tell  you  why  he  did  not  enter  medicine; 
and  every  physician,  why  he  did  not  become 
an  attorney.  To  us,  it  was  simply  not  a 
science  and  did  not  appear  to  lend  itself 
to  mathematics  and  logistics.  To  those  who 
have  achieved  national  or  better  reputation 
in  the  law,  it  is  unquestionably  a thing  of 
beauty  and  a living  instrument.  But  when 
law  and  medicine  meet,  we  are  far  from 
happy.  Medicolegal  reports  leave  us  cold. 
We  read  all  that  we  see,  and  we,  of  neces- 
sity, reread  them,  to  see  what  he  said.  We 


rarely  enjoy  them,  and  we  almost  never 
learn  from  them. 

They  are  difficult  to  understand.  If  the 
law  is  a structure  of  logic,  why  cannot  dis- 
cussions pertaining  to  medicine  be  readily 
understandable  to  a doctor  of  medicine? 

They  are  ambiguous.  Not  until  the  very 
end  of  the  report  can  the  reader  see  which 
way  the  case  is  going,  and  then  the  decision 
is  sprung  as  though  it  had  been  arrived  at 
by  a flip  of  a coin. 

They  leave  no  conclusions.  Four  apparent- 
ly related  case  reports  contained  within  one 
essay  appear  to  be  unconnected,  and  the 
medical  reader  is  left  with  nothing  to  help 
him  in  his  daily  practice. 

They  occasionally  leave  the  physician  with 
the  feeling  that  the  decision  depends  on  the 
state  in  which  he  lives,  or  time,  or  circum- 
stance. 

And  finally,  after  a lengthy  exercise  in 
logic,  and  after  reaching  a conclusion,  we  are 
told  that  the  decision  was  later  reversed. 
What  had  been  logic  is  now  false,  and  we 
are  left  with  a feeling  of  irritation  and  frus- 
tration. 

The  only  conclusion  we  have  ever  come 
away  with,  after  reading  these  things,  is 
that  contained  in  a few  medical  books  that 
were  better  unwritten,  and  that  is  to  be 
careful. 

—F.C. 


ARE  ANESTHESIA  DEATHS 
DISAPPEARING? 

We  have  practiced  anesthesiology,  and 
nothing  else,  for  a quaider  of  a century,  and 
this  fact  has  not  ceased  to  shock  us  since 
we  became  aware  of  it;  this  represents  one 
fifth  of  the  history  of  surgical  anesthesia. 
We  must  admit  at  the  start  that  we  have  not 
at  all  counted  cases,  but  we  have  some  very 
good  estimations  or  educated  guesses.  As- 
suming that  we  have  witnessed  or  presided 
over  3000  anesthetics  each  year,  we  should 
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have  seen,  with  an  anesthesia  death  rate  of 
one  in  a thousand  or  one  in  1500,  between  50 
and  75  deaths  clearly  due  to  anesthesia,  in 
addition  to  all  other  surgical  deaths.  We 
have  seen  nothing  of  the  sort. 

We  submit  that  anesthesia  deaths  are 
more  than  plainly  visible;  in  fact,  the  anes- 
thesiologist is  aware  of  all  surgical  deaths 
and  must  ever  be  on  the  defensive,  so  that 
anesthesia  deaths  are  never  missed.  We 
assert,  as  strongly  as  we  can,  that  we  have 
not  encountered  anji;hing  like  50  to  75  anes- 
thesia deaths.  We  can  therefore  come  up 
with  only  two  conclusions.  The  figures  are 
all  wrong,  or  they  have  always  applied  to 
teaching  institutions.  Only  teaching  hos- 
pitals count  cases,  and  it  is  entirely  possible 
that  anesthesia  at  these  places  is  given  by 
interns  and  residents,  and  that  graver  risks 
are  encountered  here,  both  factors  resulting 
in  a much  higher  mortality  rate.  The  second 
and  happier  conclusion  is  simply  that  the 
death  rate  has  become  much  smaller,  and  is 
no  longer  what  we  have  been  taught. 

It  is  not  at  all  difficult  to  determine  mor- 
tality rates.  Just  count  the  dead  people.  We 
used  to  think  that  with  a death  rate  of  one 
in  a thousand,  we  could  expect,  or  we  were 
entitled  to  that  many.  But  anesthesia  has 
come  of  age.  We  are  not  entitled  to  any 
deaths,  and  we  all  know  that  we  must  ex- 
plain every  disaster.  As  a consequence  of 
this,  anesthesia  deaths  are  disappearing. 
We  cannot  remember  when  we  saw  the  last 
one. 

— F.C. 


HOW  TO  TAKE  BLOOD  PRESSURE 

Taking  arterial  blood  pressure  does  not  go 
back  very  far,  clinically,  we  mean.  There 
was  Hales,  of  course,  and  then  Riva-Rocci, 
and  Crile.  But  only  50  years  ago  anesthesi- 
ologists were  being  advised  to  take  blood 
pressures  during  surgery.  Now  you  can  do 
it  directly,  by  performing  arterial  punc- 
ture, or  indirectly.  There  are  several  in- 
direct methods,  the  most  commonly  em- 
ployed (auscultatory)  involving  the  use  of  a 
stethoscope  and  listening  for  Korotkoff 
sounds.  The  Russians  claim  to  have  in- 
vented many  things  that  we  doubt  got  in- 


vented in  Russia,  but  we’ll  bet  they  don’t 
know  about  Korotkoff  sounds.  Then  there’s 
the  palpatory  method,  and  we  swear  we  once 
watched  someone  use  it  and  calmly  write 
down  120/80.  Finally,  there  is  the  oscilla- 
tory method,  which  harrowed  anesthesiolo- 
gists have  learned  to  use  when  they  cannot 
hear  the  sounds  and  the  patient’s  arms  are 
beyond  their  reach. 

But  we  had  our  own  blood  pressure  taken 
the  other  day,  and  we  could  definitely,  we 
thought,  feel  the  systolic  change,  and  then, 
believe  it  or  not,  the  diastolic  as  well.  So 
we  did  it  over  and  over  again,  and  it  may 
be  so.  We  can  just  see  the  doctor  deflating 
the  cuff,  and  saying  to  the  patient,  “What 
did  you  get?’’ 

—F.C. 


WHERE  ARE  ALL  THOSE  AUTHORS 
COMING  FROM? 

Medical  writing  is  an  unique  form  of 
literary  exercise.  Its  motivation  is  com- 
pounded of  curiosity,  the  desire  to  help  man- 
kind, and  prestige.  We  will  always  defend 
the  “publish  or  perish”  philosophy;  if  a 
man  is  in  a research  center,  he  should  be 
doing  research.  But  getting  his  name  on  an 
article  to  which  he  has  contributed  nothing 
is  a poor  sort  of  game,  and  we  suspect  it 
stems  from  an  “if  you  do  it  for  me  I’ll  do 
it  for  you”  policy.  As  a result,  a physician 
who  has  made  five  actual  entries  in  medical 
literature  can  present  a more  imposing  list 
of  ten  articles,  and  so  can  his  obliging 
friend.  Tacking  on  names  of  department 
heads  is  unfortunately  an  old  custom; 
meanwhile,  the  number  of  authors’  names 
increases  to  the  point  of  absurdity.  Index- 
ing becomes  hopeless,  and  the  reader  cannot 
possibly  know  which  of  six  men  really  did 
the  work. 

Indexing  is  sometimes  done  carefully,  with 
a listing  of  the  names  of  all  five  men  it  ap- 
parently took  to  write  a one-page  article. 
Papers  are  otherwise  indexed  only  under  the 
name  of  the  first  author,  sometimes  with 
the  additions:  and  others,  and  co-workers. 
And  it  is  sad  but  it  is  true,  that  the  man 
whose  name  appeared  last  and  was  there- 
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fore  omitted,  may  have  been  the  real  author. 
Over  a ten  year  period,  the  number  of  au- 
thors in  an  annual  issue  of  this  Jotirnal 
increased  over  60  percent. 

There  is  no  question  but  that  much  or  all 
of  this  is  true.  It  does  not  take  six  men 
to  write  one  article.  A ship  does  better 
with  one  captain,  and  an  automobile  does 
not  need  back-seat  drivers.  And  since  refer- 
ences now  appear,  perforce,  as  “Smith  et 
al,”  we  think  A1  needs  help,  or,  more  than 
likely,  his  name  shouldn’t  be  there  at  all. 

— F.C. 


Severe  Postoperative  Hyperbilirubinemia 
Simulating  Obstructive  Jaundice  — P.  A. 

Kantrowitz  et  al  (Massachusetts  General 
Hosp,  Boston).  New  Eng  J Med  276:591- 
597  (March  16)  1967. 

Severe  postoperative  hyperbilirubinemia 
was  observed  in  four  patients  undergoing 
emergency  surgery  for  massive  hemorrhage 
into  body  tissues.  Each  patient  received 
many  blood  transfusions  and  in  all,  exten- 
sive hematomata  and  shock  developed. 
Marked  jaundice  occurred  in  every  patient 
with  a bilirubin  ranging  from  23  to  40 
mg/100  cc.  The  alkaline  phosphatase  was 
markedly  increased  and  the  clinical  picture 
simulated  extrahepatic  obstruction.  How- 
ever, the  biliary  tree  was  patent  at  autopsy 
in  all  cases.  Histological  examination  of  the 
liver  revealed  only  minor  abnormalities.  It 
is  proposed  that  the  severe  jaundice  was  the 
result  of  an  increased  pigment  load  and 
impaired  hepatic  excretory  function. 


Relation  of  Body  Weight  to  Development  of 
Coronary  Heart  Disease : The  Framingham 
Study  — W.  B.  Kannel  et  al  (25  Ever- 
green St,  Framingham,  Mass).  Circula- 
tion 35:734-744  (April)  1967. 

Weight  change,  serum  cholesterol,  and 
blood  pressure  in  relation  to  risk  of  develop- 
ing CHD  were  explored  over  12  years  in 
5,127  men  and  women  in  Framingham,  Mass. 


Risk  of  angina  pectoris  and  sudden  death 
was  proportional  to  the  degree  of  overweight. 
Adiposity,  however,  proved  unrelated  to  the 
rate  of  development  of  myocardial  infarc- 
tion. The  contribution  of  obesity  to  risk 
of  angina  and  sudden  death  was  independent 
of  blood  pressure  and  cholesterol  level.  Sub- 
jects predisposed  to  coronary  disease  by  hy- 
pertension and  elevated  cholesterol  had  a pro- 
nounced risk  if  also  obese.  In  women,  obesity 
appeared  to  play  a negligible  role  unless  ac- 
companied by  hypertension.  Obesity  imposes 
an  increased  workload  on  the  heart. 


Fate  of  Children  Vaccinated  With  BCG  and 
Remaining  in  Contact  With  T.b.  Infection 

— C.  Gernez-Rieux,  M.  Gervois,  and  H. 
Delbecque  (Institut  Pasteur  de  Lille,  Lille, 
France).  Ann  Pediat  43:372-379  (Feb  2) 
1967. 

Of  1,001  children  living  in  families  where 
there  were  known  T.b.  contacts,  319  re- 
ceived BCG  vaccination  and  the  rest  did 
not.  Of  the  vaccinated  group,  only  five  or 
1.7%  developed  tuberculosis  during  the  fol- 
lowing ten  years.  In  the  nonvaccinated 
group,  14.5%  of  previously  Mantoux-nega- 
tive  children  and  15%  of  previously  Man- 
toux-positive  children  developed  tuberculo- 
sis. There  were  no  ill  effects  due  to  the 
BCG  vaccination  found  in  this  study. 


“Jumpers”  of  Maine:  A Reappraisal  — E. 
C.  Kunkle  (131  Chadwick  St,  Portland, 
Me).  Arch  Intern  Med  119:355-358 
(April)  1967. 

A startle  response  to  sudden  stimuli  occurs 
in  varied  degree  in  both  health  and  disease. 
A heightened  reaction,  with  “jumping,”  often 
including  an  automatic  threatening  gesture, 
is  still  existent  in  numerous  citizens  of  Maine. 
In  some  communities  it  may  become  cultural- 
ly standardized.  Prevalence  of  this  variety 
of  jumping  in  various  regions  of  the  United 
States  and  other  countries  is  wholly  un- 
known. Jumping  is  also  found  as  a minor 
feature  of  various  illness,  including  meta- 
bolic and  organic  encephalopathies  and 
chronic  tension  states. 
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ORIGINAL  ARTICLES 


The  Changing  Climate  of  America* 


IN  Las  Vegas  last  November,  at 
the  AMA  Clinical  Convention, 
I proposed  that  the  AiMA  and 
state  and  county  medical  societies  launch  a 
continuing  program,  under  predominantly 
private  auspices,  to  improve  existing  health 
care  services  and  establish  services  where 
they  do  not  exist  for  all  persons  of  whatever 
age,  race,  creed,  or  color. 

This  program,  as  I explained,  will  vary 
from  one  community  to  another,  and  will 
require  substantial  support  and  cooperation 
from  nonmedical,  civil-minded  groups.  I 
then,  and  now,  consider  this  kind  of  program 
a top-priority  Ai\IA  obligation. 

You  have  heard  me  say  that  governmental 
involvement  with  so-called  social  insurance 
is  less  important  in  the  form  of  medicare  as 
it  is  now,  than  in  the  form  it  may  take  in 
the  future.  Our  best  efforts  for  contain- 
ment will  be  to  eliminate  the  areas  where 
need  for  health  care  is  apparent. 

I am  pleased  to  say  that  public  reaction 
has  been  excellent  to  this  proposal,  and  many 
people  are  looking  to  the  practicing  physi- 
cians to  supply  leadership  in  the  attack  on 
the  medical  needs  of  the  poor. 

The  medical  profession  is  also  reacting. 
As  just  one  example,  I would  like  to  quote 
from  the  conclusion  of  a report  adopted  in 
December  by  the  Board  of  Directors  of  the 
Dallas,  Texas,  County  Medical  Society,  au- 
thorizing the  establishment  of  a Health 
Services  Commission  under  the  auspices  of 
the  society. 

“It  is  suggested,”  the  report  said,  “that 
the  medical  society  address  itself  to  an 
assessment  of  the  responsibilities  of  modern 
medicine  in  modern  society  and  arrive  at  a 
determination  of  the  role  it  wishes  itself  to 
play.” 

The  medical  society  “should  decide  whether 
it  will  assume  the  responsibility  of  resolving 
the  . . . problems  of  medical  care  in  both 
medicine  and  society  by  strengthening  order, 

•Presented  before  the  Nebraska  State  Medical  Association, 
Omaha,  Nebraska.  May  2,  1967. 
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direction,  and  leadership  within  the  dimen- 
sions of  the  free  enterprise  system ; or 
whether,  through  disinterest,  disunion,  pro- 
crastination, or  failure  to  perform,  it  will  in 
effect  bring  about  government  regulation 
and  control  by  its  own  default.” 

The  Commission  being  set  up  in  Dallas 
County  will  have  40  members,  of  whom  10 
will  be  members  of  the  Dallas  County  IMedi- 
cal  Society;  and  the  other  30  will  be  repre- 
sentatives of  the  public  — the  consumers 
of  medical  care  — and  of  all  interested 
agencies  involved  in  the  planning  or  provid- 
ing of  health  and  medical  care  to  the  people 
of  that  county. 

I could  have  brought  before  you  additional 
examples  of  the  attempts  to  implement  the 
relatively  new  acceptance  of  physician  re- 
sponsibility for  over-all  community  health, 
but  I thought  the  Dallas  one  would  suffice 
to  show  that  a new  climate  is  rapidly  de- 
veloping in  this  country,  in  society,  in  eco- 
nomics and  in  government.  It  will  be  the 
environment  in  which  we  live  in  the  years 
to  come.  And  so  that  we  may  be  aware 
and  in  the  van,  I want  to  talk  about  this 
new  trend  in  medical  society  activity,  about 
solutions  to  vexing  health  care  problems, 
about  steps  that  can  be  taken,  about  steps 
that  I believe  must  be  taken  as  the  medical 
profession  and  the  individual  physician  face 
the  years  ahead. 

As  citizens,  we  are  interested  in,  and  af- 
fected by,  every  factor  which  is  contribut- 
ing to  the  development  of  this  new  climate. 
As  physicians,  however,  our  concentration 
must  be  focused  primarily  on  the  effect  the 
climatic  change  will  have  on  the  practice 
of  medicine  and  the  delivery  of  health  care 
to  the  people  of  our  country. 

As  part  of  this  new  climate,  both  affected 
by  it  and  contributing  to  it,  the  practice 
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of  medicine  is  changing.  Physicians  and 
their  professional  societies  must  not  only 
change  along  with  it,  but  must  guide  and 
control  the  changes.  The  accustomed  activ- 
ities and  the  long-established  methods  that 
have  served  our  profession  and  our  patients 
so  well  in  the  social,  economic  and  political 
climate  of  the  past  need  to  evolve  as  time 
passes  and  change  takes  place  in  society. 

Recommendations  significantly  concern- 
ing the  over-all  field  of  medicine  were  set 
forth  in  detail  by  the  report  of  the  Na- 
tional Commission  on  Community  Health 
Services.  Even  though  all  segments  of  our 
profession  do  not  accept  the  report  of  the 
Commission  as  valid,  that  report  nonetheless 
must  be  considered  in  our  future  actions. 
It  expressed  a philosophy  that  health  is  no 
longer  only  a personal  matter;  health  has 
become  a community  affair. 

Other  goveimmental  health  programs,  in- 
cluding medicare;  Title  19;  the  heart  dis- 
ease, cancer,  and  stroke  program;  Appala- 
chia; the  comprehensive  health  care  pro- 
grams of  the  Public  Health  Service;  and 
others  emphasize  regional  and  community 
action  to  organize  new  forms  of  health  care 
provision.  The  AMA  has  alerted  physicians 
and  their  state  and  county  societies  to  the 
need  for  active  participation  and  especially 
leadership  in  these  programs. 

Communitywide  planning  for  the  health 
care  of  all  citizens  has  become  a recog- 
nized obligation.  The  only  question  unan- 
swered is  who  shall  meet  the  obligation. 
The  leadership  in  the  planning  will  naturally 
devolve  on  those  who  not  only  are  best  quali- 
fied to  deal  with  it,  but  on  those  who  are 
most  willing  to  do  so. 

Fortunately,  we  find  that  physicians  and 
their  medical  societies,  at  local,  state,  and 
national  levels,  are  increasingly  accepting 
the  responsibility  of  encouraging  and  ini- 
tiating plans  for  more  comprehensive  com- 
munity health  services.  Where  physicians 
and  their  societies  do  not  accept  the  leader- 
ship responsibility  which  should  be  theirs 
because  of  training  and  qualification,  they 
will  find  that  the  planning  and  implementa- 
tion will  be  carried  on  without  them  and  it 
most  likely  will  be  to  their  own  disadvan- 


tage once  they  start  living  with  programs 
designed  without  their  participation. 

Although  my  intention  is  to  discuss  solu- 
tions, it  is  necessary  at  this  point  to  review 
some  of  the  problems  which  make  the 
changes  necessary. 

All  of  the  problems  are  ramifications  of 
one  underlying  circumstance:  the  increased 
demand  for  medical  services.  It  is  a demand 
that  has  assumed  proportions  of  a generally 
unanticipated  size. 

There  are  more  factors  contributing  to 
this  growth  in  demand  than  I have  time  to 
list,  but  I want  to  mention  a few  principal 
ones. 

One  is  improved  health  education  on  the 
part  of  the  public.  Government,  at  every 
level,  voluntary  health  agencies,  and  profes- 
sional associations  like  our  own  have  spent 
millions  of  dollars  expounding  the  advan- 
tages of  early  diagnosis  and  more  compre- 
hensive care. 

Another  factor  is  the  change  in  the  indi- 
vidual’s concept  of  personal  responsibility 
where  the  financing  of  health  care  is  con- 
cerned. This  has  been  brought  about  by  the 
rapid  growth  of  voluntary  health  insurance, 
by  benefit  plans  of  labor  unions  and  corpor- 
ations which  provide  services  totally  paid  for 
by  the  employer,  and  by  the  proliferation 
of  government  health  programs,  at  federal, 
state,  and  local  levels,  which  have  stimulat- 
ed demand  particularly  among  the  low  in- 
come and  medium  income  groups  at  whom 
the  benefits  are  primarily  aimed. 

Still  another  factor  is  the  increasing  ef- 
fectiveness of  medical  care.  I need  not  re- 
mind this  group  how  much  better  care  a 
person  can  get  from  a physician  today  than 
he  could  a generation  ago,  or  even  a decade 
ago.  Every  advance  has  made  medical  serv- 
ice more  attractive,  and  more  desirable  to 
the  public. 

The  last  factor  I intend  to  include  is  the 
growth  of  our  nation’s  economy  since  World 
War  Two  that  has  made  possible  increasing 
amounts  and  quality  of  both  goods  and  serv- 
ices to  a greater  number  of  people  than  ever 
before.  As  our  gross  national  product  has 
risen  from  less  than  $300  billion  in  1950 
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to  nearly  $700  billion  in  15  years,  national 
expenditures  for  health  have  also  risen  to 
nearly  $40  billion. 

Barring  major  economic  or  international 
disruption,  it  appears  that  the  nation’s 
health  expenditures  will  continue  to  expand 
rapidly. 

The  fact  that  the  health  care  system  will 
substantially  expand  must  be  of  major 
concern  to  those  responsible  for  training  all 
types  of  health  personnel,  as  well  as  to  those 
charged  with  organizing  and  administering 
health  services. 

It  is  important  to  point  out  that  the  time 
for  our  exertion  of  leadership  in  this  tre- 
mendous growth  is  relatively  short.  One 
of  these  days,  the  Vietnam  war  will  end.  It 
is  possible  that  when  it  does,  the  billions 
of  dollars  our  government  is  now  spending 
to  fight  the  war  will  be  returned  to  tax- 
payers. 

However,  much  of  it  can  be  expected  to 
be  channeled  into  the  health  field  through 
new  programs  and  expansion  of  present  pro- 
grams to  plan  and  provide  health  care  for 
the  people. 

The  development  of  governmental  health 
care  programs  now  seems  awesome  enough. 
But  we  can  only  imagine  the  giant  steps 
it  will  take,  once  a portion  of  the  money 
that  now  supports  a war  is  available  to  sup- 
port increased  domestic  programs. 

What  the  medical  profession  does,  or  does 
not  do,  in  the  very  near  future  will  deter- 
mine, to  a large  extent,  the  degree  of  leader- 
ship it  will  be  able  to  exercise  over  the 
planning  and  providing  of  health  care  to 
the  people  of  this  country.  The  profession 
cannot  delay,  because  the  changing  climate 
will  not  wait. 

In  seeking  leadership,  we  cannot  reason- 
ably hope  to  meet  the  challenges  through  a 
simple  multiplication  of  numbers. 

For  example,  the  United  States  now  has 
something  more  than  300,000  physicians, 
of  whom  185,000  are  in  private  practice,  and 
the  rest  are  providing  service  in  settings 
other  than  private  practice,  are  in  research, 
are  completing  internship  or  residency  train- 


ing, are  in  teaching  or  administration,  or 
have  retired,  or  no  longer  practice. 

New  medical  schools  are  developing,  but 
because  of  the  need  to  draw  men  out  of  prac- 
tice and  into  the  faculties  of  schools,  the 
net  gain  will  not  be  felt  until  they  have 
been  in  operation  for  a number  of  years. 

There  are  numerous  estimates  as  to  short- 
ages in  the  allied  health  occupations  and 
professions.  Some  authorities  say  that 
within  the  next  10  to  15  years,  we  shall  need 
268,000  more  professional  nurses,  125,000 
more  practical  nurses,  40,000  more  speech 
therapists,  38,000  more  medical  technolo- 
gists, 30,000  more  dieticians,  and  18,000 
more  social  workers.  There  also  will  be  an 
increasing  need  for  hundreds  of  thousands 
of  lesser-trained  auxiliary  personnel  in  hos- 
pitals, in  laboratories  and  in  other  health 
facilities. 

Those  are  estimates,  and  are  not  prov- 
able. The  important  point,  however,  is  not 
whether  any  future  projection  is  exact,  but 
that  the  health  services  field  is  the  nation’s 
fastest  growing  employment  field.  It  is 
now  the  third  largest,  behind  agriculture 
and  construction.  It  is  expected  to  be  first 
by  the  early  nineteen-seventies  (1970’s). 

The  AMA  does  everything  it  can  to  re- 
cruit young  men  and  women  into  the  health 
field,  including  medicine  and  allied  profes- 
sions and  occupations. 

Since  1960,  the  AjMA  has  distributed  more 
than  3,000,000  pieces  of  informational  ma- 
terial to  interested  students,  and  has  shown 
its  medical  career  films  more  than  10"0,000 
times.  In  1966,  the  AMA  produced  a 144- 
page  paperback  book  entitled  “Horizons  Un- 
limited,” of  which  more  than  150,000  compli- 
mentary copies  have  been  distributed.  The 
book  gives  in-depth  information  on  careers 
in  medicine  and  its  allied  fields. 

The  AMA  encourages  state  and  local  med- 
ical societies  to  help  organize  future  physi- 
cian clubs  in  high  schools,  and  to  endorse 
Boy  Scout  medical  explorer  posts. 

Annually,  the  AMA  staff  handles  25,000 
inquiries  from  medical  societies,  individual 
physicians,  high  school  and  college  coun- 
selors, students,  parents  and  allied  health 
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organizations,  providing  information  regard- 
ing careers  in  more  than  20  health  profes- 
sions and  occupations. 

In  its  November  meeting  in  1966,  the 
House  of  Delegates  of  the  AMA  reaffirmed 
its  interest  in  and  support  of  the  advance- 
ment of  education  and  training  of  allied 
health  professional  and  technical  personnel. 

To  repeat  a thought  I introduced  earlier, 
the  size  and  significance  of  the  challenge 
before  us  makes  it  unlikely  we  shall  meet 
the  needs  only  through  the  increase  of  num- 
bers. Instead,  we  must  seek  and  find  a 
whole  new  structure  and  organization  for 
the  provision  of  health  care. 

.We  need  new  systems  of  delivery.  And 
more  important,  basic  to  the  design  and  de- 
velopment of  new  systems,  we  must  recog- 
nize, if  not  necessarily  accept,  some  ideas 
that  appear  to  run  contrary  to  what  we  have 
traditionally  believed. 

One  of  the  new  ideas  is  the  doctrine  that 
medical  care  is  a right  of  every  citizen. 
This  theory  is  actually  a compliment  to  the 
medical  profession.  Scientific  medical  care 
has  become  so  desirable,  so  acceptable,  and 
so  essential  that  it  is  accepted  as  a human 
right. 

We  have  always  accepted  the  fact  that 
everyone  is  entitled  to  good  medical  care. 
The  millions  of  man-hours  that  physicians 
have  given  to  the  charity  cases  or  to  pa- 
tients they  knew  could  pay  only  a small  por- 
tion of  their  customary  charge  proves  such 
an  acceptance. 

Organized  medicine  is  on  record  as  favor- 
ing the  provision  of  health  care  for  those 
who  are  unable  to  finance  it  for  themselves. 

The  public  and  the  representatives  of  the 
people  in  government,  more  and  more,  are 
going  to  demand  that  what  they  call  this 
“right”  be  met. 

A second  idea  is  that  when  the  patient  of 
tomorrow  presents  himself  for  medical  care, 
he  will  not  so  much  enter  a doctor’s  office 
as  he  will  step  into  a complex  system  of 
medicine  involving  many  individuals. 

This  is  already  true  to  a great  extent.  As 
specialization  has  increased,  it  has  become 


possible  for  the  patient  to  have  access  to 
experts  in  a number  of  different  fields,  re- 
ceiving help  from  one  or  more  of  them  un- 
der the  direction  and  at  the  request  of  his 
own  physician. 

Medicine  in  the  future  will  be  only  a fur- 
ther elaboration  and  perfection  of  the  pres- 
ent system,  in  which  the  physician  will  have, 
virtually  at  his  elbow,  every  kind  of  special- 
ist and  every  type  of  ancillary  personnel 
whose  individual  skills  can  help  him  do  a bet- 
ter job  for  his  patient. 

A patient  goes  to  a physician  for  help. 
Help  is  what  he  will  get  in  the  future  as 
now,  only  it  will  be  better  than  he  has 
ever  been  able  to  get  before.  But  he  will  not 
always  be  able  to  get  whatever  he  needs 
from  any  single  physician.  That  will  be- 
come even  more  true  than  it  is  today  as  the 
increasing  demand  for  service  makes  the 
physician’s  time  more  crowded  than  it  is 
now. 

The  physician  of  the  future  will  work  un- 
der a new  job  description.  Along  with  his 
medical  responsibilities,  he  will  have  to  ac- 
cept and  execute  managerial  functions. 
Rather  than  being  the  doctor  of  a genera- 
tion ago  who  did  everything  that  had  to 
be  done  for  the  patient,  the  physician  of  the 
future  will  be  a coordinator  among  the  many 
persons  who  will  combine  their  efforts  to 
give  his  patient  the  care  that  is  needed, 
whether  preventive,  diagnostic,  therapeutic, 
convalescent,  or  rehabilitative. 

This  does  not  necessarily  mean  entering 
group  practice.  The  association  can  be  main- 
tained on  an  informal  as  well  as  formal  basis. 
But  it  does  seem  that  some  kind  of  group- 
ing or  association  is  needed  in  order  to  co- 
ordinate the  services  of  various  physicians 
along  with  the  various  clerical  and  allied 
occupational  and  professional  people  to  pro- 
vide high  quality,  comprehensive  care. 

The  third  idea  is  that  it  is  not  enough  for 
the  physician  to  do  a good  job  with  his  own 
practice.  He  must  feel  a responsibility,  and 
execute  his  responsibility,  regarding  the  en- 
tire pattern  of  health  care  throughout  the 
community. 

Wherever,  in  the  community,  a person 
becomes  ill  or  suffers  an  accident,  it  is  the 
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medical  profession’s  responsibility  to  see  that 
the  community  has  a mechanism  to  care  for 
him,  and  to  see  that  the  mechanism  is  well- 
organized  and  effective.  That  means  physi- 
cians, the  medical  profession,  must  accept 
the  responsibility  for  everything  from  the 
training  of  ambulance  drivers  to  hospital 
emergency  room  procedures  to  the  availabil- 
ity and  training  of  allied  medical  personnel. 

Again,  as  you  can  see,  the  physician’s  re- 
sponsibility as  a member  of  the  medical  pro- 
fession must  extend  beyond  his  traditional 
relationship  with  an  individual  patient. 
While  most  persons  will  be  treated  within 
the  community’s  health  system  by  one,  or 
only  a few  physicians,  every  physician  in 
the  community  shares  equal  responsibility 
for  the  efficient  working  of  an  over-all  sys- 
tem. 

The  system,  the  pattern  of  health  care 
in  the  community,  must  be  so  established 
that  service  is  available  where  needed  and 
w'hen  needed,  24  hours  a day,  seven  days  a 
week.  This  calls  for  a great  deal  of  skillful 
organization,  and  emphasizes  the  managerial 
functions  that  are  rapidly  becoming  a new 
and  vital  part  of  the  physician’s  job  descrip- 
tion. 

Because  this  is  a free  country  and  because 
physicians  have  always  fiercely  defended  the 
freedom  of  their  profession,  and  rightly  so, 
we  have  the  privilege  of  not  accepting  any 
of  these  I’esponsibilities.  There  is,  at  the 
present  time,  nothing  that  can  coerce  the 
profession  into  establishing  community  sys- 
tems for  comprehensive  health  care. 

We  can  continue  to  let  people  outside  of 
our  profession  draw  the  blueprints  with  which 
we  must  build  the  practice  of  medicine. 
Whoever  has  designed  systems  of  indigent 
care  in  the  past,  for  example,  has  managed 
to  create  two  classes  of  medical  care  in  this 
country  where  there  formerly  was  only  one. 

Because  we  are  free,  we  can  let  this  divi- 
sion continue  and  multiply.  It  is  conceiv- 
able, looking  at  the  present  situation,  that 
we  might  one  day  have  several  more  classes 
of  medical  quality:  one  for  the  indigent; 
one  for  the  aged;  one  for  children;  and  one, 
presumably  the  best,  for  the  few  remaining 
persons  w'ho  pay  their  own  care. 


Or  we  can  take  the  leadership  in  design- 
ing and  building  a completely  integrated, 
excellent  system  of  community  health  care 
for  all  citizens.  If  the  system  is  to  be  ex- 
cellent, it  must  be  designed  and  implemented 
by  physicians,  with  their  perception  of  the 
real  problems  of  medicine.  We  cannot  hope 
to  see  a system  which  we  consider  good,  and 
in  which  we  are  glad  to  practice,  if  we 
permit  it  to  be  designed  by  nonphysicians, 
whoever  they  may  be. 

Health  care  is  not  exclusively  the  domain 
of  the  private  practicing  physician;  of  the 
government;  of  state  health  departments; 
of  academic  institutions;  nor  of  the  many 
welfare  agencies,  public  and  private,  who 
are  interested  in  it.  It  is  the  responsibility 
of  all  of  them,  and  a good  system  can  only 
result  from  the  amalgamation  and  coordina- 
tion of  all  of  those  elements. 

But  someone  must  be  the  leader.  Someone 
must  blend  the  efforts  of  all  of  the  separate 
segments  of  interest  into  one  program,  sys- 
tem or  mechanism  to  provide  comprehensive 
health  care  within  each  community  and 
throughout  the  nation. 

I believe  that  leadership  must  be  assumed 
by  the  medical  profession. 

There  are  five  reasons  for  doing  so. 

First,  we  have  a moral  obligation  to  back 
up  with  action  what  we  maintain,  that  we 
shall  see  to  it  that  everyone  has  access  to 
good  health  care. 

Second,  we  cannot  afford  to  ignore  a seg- 
ment of  the  population  that  wdll  be  able,  in 
the  future,  to  sustain  private  practice. 

Third,  we  must  deny  criticism  that  we 
“have  it  so  good’’  practicing  among  more 
favored  individuals  that  we  can  overlook 
those  less  favored. 

Fourth,  we  must  take  every  opportunity 
to  emphasize  the  principle  that  free  care  is 
only  for  the  needy. 

And,  fifth,  we  must  be  in  at  the  planning 
stage  of  any  innovations  in  the  delivery  of 
health  care. 

If  the  privately  practicing  segment  of 
medicine,  through  its  organizations,  does  not 


316 


Nebraska  S.  M.  J. 


lead  in  the  establishment  of  the  system,  one 
or  more  other  segments  of  society  will  do  so, 
most  likely  to  the  disadvantage  of  patients 
and  of  the  private  practitioners. 

Locally  and  nationally,  we  in  medicine 
have  wanted  and  expected  the  support  of 
community  leaders  for  our  cause,  the  cause 
of  free  medicine.  They  are  people  who  have 
many  problems.  If  we  expect  to  gain  their 
support  for  our  problems,  we  are  going 
to  have  to  show  them  that  we  are  working 
diligently  to  solve  at  least  one  of  theirs.  We 
won’t  get  them  on  our  side  by  ignoring  them 
or  by  working  against  their  efforts  which 
we  feel  overlap  our  domain. 

My  formula  for  beginning  this  tremendous 
job  is  a simple  one  to  describe. 

First,  the  local  medical  society  must  make 
a public  commitment.  It  must  put  itself  and 
its  members  on  the  line  as  undertaking  the 
establishment  of  a comprehensive  commun- 
ity health  system. 

Second,  it  must  take  the  initiative  in  draw- 
ing together  all  of  the  elements  of  the  com- 
munity that  have  a legitimate  interest  in 
health  care,  to  mobilize  their  combined  ef- 
forts in  a study  of  existing  health  facilities 
and  existing  needs  within  the  community. 


And  third,  again  it  must  take  the  lead  in 
cooperation  with  all  of  the  combined  ele- 
ments in  establishing  a program  to  meet 
whatever  needs  are  discovered. 

The  AMA  and  its  staff  stand  ready  to 
help  in  any  possible  way.  But  every  society 
that  wants  to  undertake  the  responsibility 
must  recognize  that  local  problems  are  local. 
They  are  not  susceptible  to  grand  regional 
or  national  solution.  It  is  imperative  that 
each  society  critically  study  its  own  com- 
munities and  the  population  it  serves  to  find 
specific  methods  to  solve  its  own  specific 
problems. 

There  is  no  other  way  the  job  can  be  done. 
If  it  is  attempted  on  any  grander  scale  than 
the  community  level,  then  we  would  be 
making  exactly  the  same  mistake  that  gov- 
ernment has  made  in  the  past  in  trying  to 
develop  a national  solution  and  make  it  work 
in  every  local  situation. 

Regardless  of  what  we  have  done  or  not 
done  in  the  past,  we  must  realize  now  that 
what  we  do  or  fail  to  do,  beginning  now, 
will  have  a profound  effect  on  the  system 
under  which  health  care  is  delivered  in  the 
future  . . . and  an  equally  profound  effect 
upon  the  professionals  who  are  involved  in 
that  system  of  delivery. 


Three- Year  Survey  of  Antibacterial  Spectra 
of  the  More  Commonly  Used  Chemothera- 
peutic Agents  — J.  P.  Truant  (Providence 
Hosp,  Southfield,  Mich).  Canad  Med 
Assoc  J 96:589-596  (March  11)  1967. 

Eight  major  bacterial  groups  (25,000 
strains)  of  gram-positive  and  gram-nega- 
tive organisms  which  were  isolated  from  a 
variety  of  clinical  specimens  were  tested 
by  the  disk-plate  and  tube  dilution  procedure. 
The  in  vitro  antibacterial  spectra  of  17  com- 
monly used  chemotherapeutic  agents  were 
recorded  and  evaluated  statistically  during 
a three-year  period.  Penicillin  G,  erythromy- 
cin, and  chloramphenicol  were  very  effective 


against  members  of  the  Diplococcus  and 
Streptococcus.  The  synthetic  penicillins  in- 
hibited 99%  of  Staphylococcus  aureus  where- 
as penicillin  G was  effective  against  only 
45%  of  these  strains.  There  was  a signifi- 
cant increase  in  the  number  of  tetracycline- 
resistant  strains  of  both  D pneumoniae  and 
the  Lancefield  group  A streptococci.  A 
yearly  increase  in  gram-negative  pathogens 
was  noted.  These  organisms  (ie,  Escherichia, 
Aerobacter,  Proteus,  Pseumonas)  showed 
greater  resistance  to  the  majority  of  chemo- 
therapeutic agents  than  did  the  gram-posi- 
tive organisms.  The  percentages  of  sus- 
ceptible strains  for  each  bacterial  group 
appear  in  the  text. 
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Medical  Uses  of  Pest  Control  Chemicals* 


Not  generally  known  is  the  fact 
that  many  chemical  formula- 
tions generally  associated  with 
application  to  structural  dwellings,  soil, 
crops,  weeds,  and  pests  are  sometimes  ad- 
ministered by  the  healing  professions,  inten- 
tionally, to  people.  Enumerated  below  are 
a few  of  those  more  common  pesticides  in 
current  use. 

Chlorinated  Hydrocarbons 

DDT  — First  synthesized  in  1847  by  0th- 
mar  Zeidler  and  later  redeveloped  in  the 
early  nineteen-forties  as  an  insecticide 
by  Paul  H.  Muller,  a Nobel  laureate 
soon  after  this ; it  was  and  still  is  being 
applied  to  the  environment  or  people  to 
eradicate  the  vectors  of  bubonic  plague, 
yellow  fever,  malaria,  encephalitis,  ty- 
phus, and  rocky  mountain  spotted  fever. 

DDD  — In  1948,  2,2-bis(p'chlorophenyl)-l, 
1-dichloroethane,  a compound  related  to 
and  a contaminant  of  technical  grade 
DDT,  was  found  to  cause  adrenal  corti- 
cal destruction  in  dogs.  Later,  it  was 
found  by  Cueto  and  others  that  only 
the  o,p'  and  m,p'  forms  were  active  as 
adrenalytic  agents  and  that  these  are 
the  drugs  that  are  now  being  used  ex- 
perimentally for  nonsurgical  adrenalec- 
tomies and  in  remission  of  Cushing’s 
Syndrome. 1 

BHC  — There  are  four  common  isomers  of 
1,2,3, 4, 5,6  hexachlorocyclohexane,  of 
which  the  gamma  isomer  is  insecticidal- 
ly  the  most  active.  Early  attempts  to 
use  BHC  as  a vermifuge  were  only  par- 
tially successful  as,  in  many  instances, 
the  people  got  sicker  than  the  worms. 

Gamma  BHC  — (Lindane  or  Gammexane)  is 
marketed  as  Kwell®  1%  in  a cream, 
lotion,  and  shampoo  for  the  control  of 
human  pediculosis.  This  last  malady 
is  sometimes  referred  to  in  the  French 
literature  as  les  crabes. 

♦Read  at  the  14th  Annual  Cal-Poly  Pest  Control  Conference, 
December,  1966. 


RICHARD  T.  RAPPOLT,  SR.,  M.D. 


Organic  Phosphates 

Paraoxon  — (Mintacol®,  Bayer  E 600®)  — 
Following  absorption  in  the  human,  para- 
thion  is  converted  by  the  liver  to  para- 
oxon which  is  responsible  for  the  anti- 
cholinesterase activity  sometimes  at- 
tributed to  unmetabolized  parathion. 
First  prepared  in  1944  by  Schrader  as 
di-ethyl-4-nitrophenyl  phosphate.  Para- 
oxon was  used  in  ophthalmology  as  a 
pupil  constrictor  (miosis)  in  a 0.02% 
aqueous  solution,  and  it  constricts  the 
normal  human  eye  in  approximately  10 
minutes,  the  effect  of  which  lasts  some 
three  to  ten  days.^ 

TEPP  — First  synthesized  in  1854  by  de 
Clermont  as  tetraethylpyrophosphate,  it 
was  not  generally  appreciated  as  an  anti- 
cholinestrerase  agent  until  the  nineteen- 
thirties.  TEPP  has  been  used  in  cases 
of  glaucoma,  myasthenia  gravis,  and 
spastic  ileus ; but  because  of  the  dangers 
of  regulating  the  dose,  cumulation,  and 
side  effects  such  as  ciliary  spasm,  head- 
ache, and  temporary  myopia,  it  has 
largely  been  replaced  by  other  less  toxic 
drugs.® 

Diptrex®  — This  organic  phosphate  and  its 
congeners  have  been  used  in  cases  of 
urinary  bilharziasis  in  Cairo,  U.A.R., 
and  at  the  Tulane  University  School  of 
Tropical  jMedicine,  in  an  oral  sustained 
release  medication  for  eradication  of  all 
gastrointestinal  infestations.-* 

Pyrethrum  Derivatives 

Pyrethrin  I — Although  this  active  ingi’edi- 
ent  of  pyrethrum  flowers  (African 
Daisy,  Chrysanthemum)  has  a long  his- 
tory of  insecticidal  “knock-down,”  its 
human  toxicity  is  low.  In  contrast, 
many  cases  of  contact  dermatitis  or  res- 
piratory allergy  (or  both)  have  been  re- 
ported among  persons  occupationally  ex- 
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posed  especially  if  they  were  previously 
sensitive  to  ragweed  pollen.  The  py- 
rethrum  ointments  have  been  used  in 
the  treatment  of  human  scabies  though 
allergies  have  developed  as  a result  of 
treatment. 

Substituted  Phenols 

DNOC  — Dinitrophenols  were  at  one  time 
used  in  diet  prepai-ations  due  to  their 
ability  to  increase  peripheral  oxidative 
metabolism,  which,  in  some  instances, 
resulted  in  death. 

Rodenticides 

Warafarin  — A coumadin  derivative,  the 
first  successful  anticoagulant  rodenti- 
cide,  is  now  used  by  the  medical  profes- 
sion extensively  in  the  treatment  of 
thromboembolic  diseases  and  in  long- 
term administration  following  myocar- 
dial infarction. 

Red  Squill  — Extracts  from  the  dried  sea 
onion  (Urginea  maritima)  contain  sev- 
eral cardiac  glycosides  similar  in  action 
to  digitalis.  It  is  no  longer  generally 
used  therapeutically. 

Carbamate  Compounds 

iMephenesin  Carbamate  — Sixty  per  cent  of 
the  patients  treated  responded  to  this 
drug  in  the  alleviation  of  pain  to  tic 
douloureux,  which  would  have  ultimate- 
ly led  them  to  a potentially  dangerous 
surgical  procedure.® 


Pyridiol  Carbamate  — An  antibradykinin 
agent  has  been  reported  to  inhibit  the 
formation  of  atherosclerotic  plaques  on 
the  intima  of  aortas.  This  may  have 
some  future  applications  in  the  preven- 
tion of  heart  disease.'^ 

Herbicides 

2,4-D  — Of  interest  to  western  practitioners 
particularly  is  the  fact  that  the  herbi- 
cide 2,4-D  has  been  used  in  the  treat- 
ment of  coccidioidomycosis.® 

One  could  go  on  ad  infinitum  with  other 
drugs  and  compounds  that  have  been  used 
first  as  pesticides  and  then  as  therapeutic 
agents  or  vice  versa.  From  antiquity,  we 
have  such  things  as  cyanide,  strychnine,  ar- 
senic and  other  heavy  metals,®  while,  re- 
cently, the  antibiotic,  streptomycin,  long 
used  in  the  treatment  of  tuberculosis  has 
been  used  to  combat  fire  blight  and  wildfire 
of  tobacco  plants. 
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Complications  From  Preoperative  Irradiation 
Therapy  for  Lung  Cancer  — T.  T.  Tildon 
and  R.  K.  Hughes  (Wadsworth  Hosp,  VA 
Center,  Los  Angeles).  Ann  Thor  Surg 
3:307-326  (April)  1967. 

Twenty-eight  patients  received  preoper- 
ative irradiation  and  pulmonary  resection. 
Following  this  combined  treatment  four  post- 
operative deaths  occurred:  one  from  bron- 
chopleural fistula,  one  from  pneumonia  and 
empyema,  one  from  acute  radiation  pneumo- 
nitis in  the  residual  lung,  and  one  from  bi- 
lateral pneumonia.  An  additional  postopera- 


tive death  followed  preoperative  irradiation 
and  exploratory  thoracotomy;  this  was  due 
to  bilateral  pneumonia.  Four  out  of  six  pa- 
tients at  risk  developed  evidence  of  irradia- 
tion fibrosis  in  ipsilateral  residual  lobes. 
Eight  of  28  irradiated  and  resected  patients 
developed  postoperative  pneumonia.  At  op- 
eration, hilar  vessels  were  often  shortened 
and  fragile.  Tumor  margins  were  occasional- 
ly difficult  to  define.  The  average  delay  be- 
fore operation  for  the  irradiated  patients  was 
77  days.  The  complication  rate  and  mortal- 
ity following  preoperative  irradiation  was 
high  in  comparison  to  that  of  the  21  controls. 
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Draft  Status  of  Physicians  and 
Allied  Medical  Specialists 


WHEN  the  Department  of  De- 
fense recently  announced  that 
it  is  requisitioning  2,118  physi- 
cians and  111  osteopaths,  it  was  the  first 
time  that  a call  had  been  made  for  the  induc- 
tion of  men  in  this  latter  category.  Under 
Selective  Ser\ice  regulations,  the  Secretary 
of  Defense  may,  from  time  to  time,  place 
with  the  Director  of  Selective  Service  a call 
or  requisition  for  a specified  number  of  men 
in  any  medical,  dental,  or  allied  specialist 
category  required  for  induction  in  the 
Armed  Forces.  It  is  under  this  authority, 
since  the  Korean  War  Doctor  Draft  went 
off  the  law  books,  that  calls  have  been  made 
for  physicians,  dentists,  and  veterinarians. 

Under  authority  of  the  current  law,  1,529 
physicians  were  called  for  in  September  1965, 
and  100  veterinarians  in  October  1965,  all 
for  induction  during  the  first  quarter  of 
1966.  In  March  1966,  the  Department  of 
Defense  asked  for  900  male  nurses,  and  in 
May  it  called  for  100  optometrists.  Also  in 
May,  there  was  a call  for  2,496  physicians, 
a number  which  was  later  reduced  to  1,713. 
Tlie  calls  received  in  March  and  May  of 
1966  were  for  delivery  July  through  Septem- 
ber of  that  year.  Persons  in  allied  specialist 
categories  are  tendered  commissions,  and  if 
they  accept  the  commission  tendered,  their 
order  for  induction  by  Selective  Service  is 
cancelled  and  they  then  come  under  orders 
to  active  duty  as  their  service  sees  necessary. 

Selective  Service  regulations  do  not  spe- 
cifically deal  with  any  particular  group  or 
segments  of  a group,  and  as  a result,  it  is 
necessary  to  survey  the  complete  set  of 
regulations  before  it  is  possible  to  determine 
exactly  where  any  special  segment  of  the 
population  or  any  individual  fits.  Under  the 
regulations,  provision  is  made  for  the  defer- 
ment of  students  in  professional  schools  and 
in  setting  forth  the  criteria  for  such  defer- 
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ment,  the  regulations  specify  students  in  the 
field  of  “medicine,  dentistry,  veterinary 
medicine,  osteopathy,  optometry,  pharmacy, 
chiropractic,  or  chiropody  . . .” 

The  regulation  covering  deferment  be- 
cause of  hardship  for  dependents  applies 
in  the  case  of  a registrant  who  is  a father 
and  who  maintains  a bona-fide  family  rela- 
tionship with  the  child  in  his  home,  and 
“who  is  not  a physician,  dentist,  or  veteri- 
narian, or  who  is  not  in  an  allied  specialist 
category  which  may  be  announced  by  the 
Director  of  Selective  Service  after  being  ad- 
vised by  the  Secretary  of  Defense  that  a spe- 
cial requisition  . . . will  be  issued  for  the 
delivery  of  registrants  in  such  category.” 

The  regulations  in  reference  to  “Allied 
Specialist  Category”  define  that  group  to 
include,  but  is  not  limited  to  doctors  of  osteo- 
pathy, optometrists,  and  registered  profes- 
sional male  nurses. 

The  impended  call  for  physicians  and 
osteopaths  provides  for  induction  during  the 
period:  July,  August,  and  September,  1967. 
Local  boards,  in  filling  the  call,  will  be 
concerned  mainly  with  physicians  who  com- 
plete their  internship  June  30,  and  who 
have  not  been  accepted  into  the  Berry  Plan 
or  have  failed  to  accept  a commission  in  the 
reserves  of  one  of  the  Armed  Forces  under 
that  plan.  Calls  are  issued  to  registrants 
classified  in  1-A,  available,  starting  with  the 
men  under  26,  the  oldest  first,  and  if  the 
number  available  under  age  26  is  not  suffi- 
cient to  meet  the  call,  the  processing  is  ex- 
tended to  men  over  26,  the  youngest  being 
called  first. 
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Anesthesia  in  General  Practice, 
A Meditative  Essay 


Anesthesia  without  a doubt 

is  one  of  the  most  important 
facets  of  medical  science.  Re- 
lief of  pain  is  a godsend  to  a fellow  human 
caught  in  agony.  Pain  is  a problem  with 
which  every  doctor  must  struggle  periodic- 
ally. In  large  centers  and  cities,  specialists 
are  carefully  trained  to  administer  drugs, 
carry  out  necessary  procedures,  and  handle 
cases  artistically.  But  not  everyone  is  close 
to  a large  center  or  to  a large  city  where 
such  specialists  are  available.  For  instance, 
in  the  rural  areas  the  responsibility  for  anes- 
thesia falls  on  the  general  practitioner  or  a 
nurse.  The  degree  of  training  that  these 
rural  practitioners  have  in  anesthesia  is 
quite  variable,  as  is  their  adeptness  in  using 
it. 

Some  small  town  physicians  administer 
halothane  and  other  newer  anesthetic 
agents  with  sophisticated  equipment  such 
as  is  seen  in  the  large  centers.  Some  have 
monitoring  equipment  for  heart  rate  and 
respirations  as  well  as  central  venous  pres- 
sures. These  are  generalists  who  have  spent 
some  extra  time  in  anesthesia  and  are  in 
many  cases  extremely  adept  at  the  art  of 
anesthesiology.  But  what  of  the  other  ex- 
treme where  a good  physician  in  another 
area  must  use  more  primitive  anesthetic 
methods  for  the  relief  of  pain? 

Obviously  a great  number  of  anesthetics 
are  given  under  less  than  optimal  conditions 
by  less  than  optimally  trained  personnel. 
But  nevertheless  the  anesthetics  must  be 
given  by  the  physician  or  nurse  at  the  time 
and  place  where  they  are  needed.  There  are 
many  reasons  why  the  country  physician 
must  give  general  anesthetics.  Not  the  least 
of  these  reasons  is  the  financial  costs  of  a 
city  hospital  which  many  rural  people  can- 
not afford.  Another  very  important  rea- 
son is  the  proximity  of  the  local  hospital  to 
home  and  friends.  Many  rural  people  utterly 
refuse  to  go  to  the  city  if  a procedure  can 
be  carried  out  in  their  local  hospital. 
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Every  physician  must  try  to  give  his  pa- 
tients the  best  treatment  available.  The  fi- 
nancial feasability  of  the  treatment  must 
also  be  taken  into  consideration.  It  is  not 
within  the  scope  of  every  physician  to  give 
a perfect  anesthetic  with  the  very  best  equip- 
ment, but  it  should  be  within  the  scope  of 
every  general  physician  to  give  an  adequate 
and  relatively  safe  anesthetic.  In  too  many 
cases  outmoded  and  unsafe  anesthetics  are 
being  given.  Respirations  are  depressed  to 
dangerously  low  levels  without  resuscitative 
equipment  at  hand.  Relatively  toxic  anes- 
thetics are  used  (such  as  chloroform)  too 
freely  by  some.  Agents  like  chloroform  may 
have  acute  or  delayed  toxic  effects  some- 
times not  recognized  as  being  due  to  the 
anesthetic,  but  nonetheless  the  patients 
sustain  harm  from  such  a drug.  Agents 
such  as  pentothal,  when  used  alone,  are  in- 
adequate anesthetics,  and  dangerously  large 
doses  must  be  given  for  the  purpose  of  get- 
ting analgesia.  The  barbiturates  are  in  gen- 
eral poor  analgesics. 

We  understand  that  any  agent  safe  in  one 
man’s  hand  may  be  lethal  in  another’s,  but 
our  plea  is  for  the  use,  by  generalists,  of 
less  dangerous  agents  with  a greater  margin 
of  safety.  These  less  dangerous  agents  will 
reduce  the  operative  and  anesthetic  mortal- 
ity and  bring  about  a minimal  amount  of 
postoperative  anesthetic  side  effects. 

We  also  urge  that  the  utmost  care  be  taken 
in  administering  the  anesthetics  used.  The 
attitude  of  many  is  that  because  they  have 
used  some  anesthetic  for  years  without  se- 
rious problems,  they  need  not  worry  about 
anything  while  administering  the  drug.  This 
attitude  of  careless  abandon  has  cost  many 
lives,  we  are  sure.  We  must  all  try  to  insure 
ourselves  against  an  anesthetic  tragedy  by 
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having  resuscitative  equipment  and  drugs 
within  our  reach  during  the  course  of  any 
anesthetic. 

The  minimum  equipment  requirements  for 
resuscitation  should  include  a method  of 
passing  air  under  pressure  to  the  patient, 
such  as  a rebreathing  bag,  an  oral  airway, 
and  an  endotracheal  airway  used  with  a 
laryngoscope.  Needless  to  say  the  laryn- 
goscope must  have  a good  light,  and  the 
anesthetist  must  be  adept  in  using  these 
tools.  Too  many  physicians  cannot  use 
these  things  properly,  and  the  chances  of 
recovery  of  the  patient  who  gets  into  trouble 
during  surgery  are  diminished  accordingly. 
Oxygen  should  be  available  as  well  as  an 
open  IV.  The  choice  of  resuscitative  drugs 
of  course  must  be  left  up  to  the  physician. 
These  drugs  will  vary,  depending  on  the 


anesthetic  drug  being  used.  These  few  safe- 
guards are  cheap  insurance  against  needless 
deaths. 

Another  point  we  feel  very  strongly  about 
is  the  physician’s  mental  attitude  in  de- 
livering an  anesthetic.  We  personally  feel 
that  a little  fear  in  the  physician  each  time 
he  gives  an  anesthetic  is  not  to  be  frowned 
on.  A little  fear  lends  added  powers  of  ob- 
servation and  makes  one  more  cautious 
than  when  he  is  too  confident.  A prudent 
man  will  often  show  fear  when  a fool 
rushes  in  unthinkingly.  The  ratio  of  one 
death  per  every  one  thousand  anesthetics 
given  is  only  a measure  of  failure  to  treat 
and  protect  our  patients  adequately.  Some 
deaths  are  inevitable  in  our  line  of  work, 
but  nonetheless  we  should  strive  to  mini- 
mize the  toll. 


Comparative  Effects  of  Caloric  Restriction 
and  Metabolic  Acceleration  on  Body  Com- 
position in  Obesity  — M.  F.  Gall,  L.  H. 
Kyle,  and  J.  J.  Canary  (Georgetown  Univ 
Hosp,  Washington,  D.C.).  J Clin  Endocr 
27:273-278  (Feb)  1967. 

Change  in  body  weight,  total  body  fat  and 
the  fat-free  body  mass  was  evaluated  in  four 
patients  during  moderate  caloric  restriction 
(150  CAL)  and  moderate  caloric  restric- 
tion plus  metabolic  acceleration  (600-800 
CAL  900  mg  desiccated  thyroid).  Com- 
positional changes  were  obtained  from  the 
distribution  of  tritiated  water,  nitrogen  bal- 
ance and  measurement  of  corporeal  density 
(helium  dilution).  Weight  loss  averaged 
235  gm/day  with  moderate  caloric  restric- 


tion, was  increased  with  severe  caloric  re- 
striction (338  gm/day),  and  was  maximal 
(450  gm/day)  with  metabolic  acceleration. 
In  contrast,  fat  loss  which  averaged  213  gm/ 
day  with  moderate  caloric  restriction  was 
unchanged  with  severe  caloric  restriction 
(196  gm/day)  or  metabolic  acceleration  (22 
gm/day).  Loss  of  the  fat-free  body  mass 
which  was  minimal  with  moderate  caloric 
restriction  (22  gm/day)  increased  signifi- 
cantly with  severe  caloric  restriction  (143 
gm/day)  and  was  gi’eatest  with  caloric  re- 
striction plus  metabolic  acceleration  (228 
gm/day).  Increased  rate  of  weight  loss  pro- 
duced by  either  severe  caloric  restriction  or 
metabolic  acceleration  is  derived  predomi- 
nantly from  erosion  of  the  fat-free  body 
mass. 
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Nebraska  Health  Referral  Service 


Young  men  aged  18  to  24  dis- 
qualified for  the  armed  serv- 
ices by  Selective  Service  are  of- 
fered a chance  to  improve  their  health  status 
with  the  aid  of  Health  Referral  Service 
(HRS),  an  agency  of  Health,  Education  and 
Welfare  (HEW),  sponsored  in  Nebraska  by 
the  State  Department  of  Health.  This  pro- 
gram was  initiated  during  September  1965 
in  cooperation  with  the  Armed  Forces  Ex- 
amining Services  (AFES)  in  Omaha,  Ne- 
braska. 

A rejectee  who  avails  himself  for  this  pro- 
gram is  interviewed  at  AFES  by  a com- 
petent nurse.  She  tells  him  why  he  was  re- 
jected, and  explains  the  importance  of  cor- 
recting his  defect.  Many  of  these  men  are 
not  aware  of  their  condition  when  discovered 
during  the  course  of  their  examination  at 
AFES.  Further  counselling  and  referral  to 
his  family  physician  or  public  agency  is 
undertaken  by  regional  counselors  from  the 
Vocational  Rehabilitation  Services  after  the 
rejectee  returns  home.  There  is  no  intent 
that  such  services  will  render  the  youth  suit- 
able for  the  draft. 

Some  of  the  men  rejected  at  AFES  are 
already  under  care  by  his  local  physician, 
hence  no  further  action  is  indicated.  Others 
are  not  subject  for  treatment  such  as  men 
with  permanent  injuries  or  congenital  ano- 
malies that  are  not  correctable.  Still  oth- 
ers cannot  be  reached  or  are  not  interested 
in  this  program. 

A total  of  10,887  preinducted  men  were 
examined  at  AFES  during  1966  as  compared 
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to  7,503  men  examined  during  1965.  The 
increase  is  due  to  marked  acceleration  of 
the  draft.  The  number  of  men  rejected  dur- 
ing 1966  was  2,673.  Health  Referral  Serv- 
ice interviewed  1,064  rejectees  and  405 
youths  were  referred  to  their  local  physi- 
sians  or  to  public  agencies. 

Complete  data  has  been  tabulated  for  the 
various  defects,  using  codes  of  the  Inter- 
national Classification  of  Diseases.  Anyone 
interested  in  this  data  may  receive  a copy 
on  request. 

It  is  interesting  to  note  that  over  95% 
of  the  hypertensive  cases  listed  in  this 
group  (182  cases)  are  associated  with  obes- 
ity. Other  significant  forms  of  disease  con- 
sist of  rheumatic  fever  (198  cases) ; obesity 
(421  cases) ; diabetes  (30  cases) ; hernia 
(105  cases);  peptic  ulcer  (119  cases);  psy- 
chosis and  related  disorders  (86  cases) ; and 
diseases  of  bone,  including  old  fracture 
(1,028  cases). 

Summary 

A total  of  10,887  preinductees  from  Ne- 
braska were  examined  at  AFES  during 
1966,  and  2,673  youths  were  rejected.  Of 
the  rejected  group  405  men  were  referred 
to  private  physicians  and  public  agencies. 
The  various  types  of  diseases  prevalent  in 
this  group  are  described  briefly. 


Postmortem  Findings  in  25  Cases  of  Sudden 
Heart  Arrest  in  the  Perioperative  Period — 

J.  G.  Sharnoff,  (Dept  of  Pathology,  Mount 
Vernon  Hosp,  Mount  Vernon,  NY).  Lancet 
2:876-878  (Oct  22)  1966. 

Twenty-five  cases  of  sudden  heart  arrest 
and  death  in  the  operative  period  have  been 
examined  by  postmortem  and  the  results 


analyzed.  Pulmonary  thromboembolism  and 
coronary  artery  thrombosis  or  acute  myo- 
cardial infarction  were  observed  in  17  cases 
(68%).  The  prophylactic  administration  of 
heparin  anticoagulation  in  this  most  critical 
hypercoagulable  period  may  reduce  the  high 
incidence  of  sudden  heart  arrest  and  death 
during  operation  and  the  immediate  post- 
operative period. 
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Medicinews 

Vietnamese,  U.S.  medical  educators  meet 
with  A.M.A.— 

Dr.  Ngo  Gia  Hy,  dean  of  the  University 
of  Saigon  Faculty  of  Medicine,  met  in  .Chi- 
cago May  24-26,  1967  with  a group  of  medi- 
cal educators  and  officials  of  the  American 
jNIedical  Association  and  U.S.  Agency  for 
International  Development  (AID)  to  consid- 
er immediate  plans  for  the  further  develop- 
ment of  the  joint  U.S.-\hetnamese  program 
for  strengthening  medical  education  in  South 
Viet  Nam. 

The  appointment  of  Norman  Hoover,  M.D., 
Rochester,  Minn.,  as  new  field  director  of 
the  program  was  announced. 

The  program  was  initiated  almost  a year 
ago  upon  joint  agreement  by  the  govern- 
ments of  the  U.S.  and  South  Viet  Nam,  the 
American  Medical  Association  and  the  Sai- 
gon Faculty  of  Medicine. 

The  American  Medical  Association  super- 
vises and  coordinates  the  program,  and  in- 
vites selected  U.S.  medical  school  depart- 
ments to  participate,  under  a contract  with 
the  Agency  for  International  Development. 

The  World  Medical  Association,  Inc. — 

Individual  membership  in  The  World  IVIed- 
ical  Association  is  now  open  to  all  members 
of  the  American  Medical  Association. 

Dues  are  $10  per  year.  This  includes  a 
subscription  to  World  Medical  Journal  and 
the  privilege  of  participation  in  the  World 
]\Iedical  Assembly  each  year. 

The  21st  World  Medical  Assembly  will  be 
held  in  Madrid,  Spain,  September  10-17, 
1967.  The  1968  Assembly  will  be  held  in 
Australia. 

The  World  Medical  Association  is  a so- 
ciety of  the  free,  professional  medical  as- 
sociations of  the  free  nations.  Sixty  national 
medical  associations  are  members,  including 
the  AMA. 

The  20th  World  Medical  Assembly  last 
winter  in  jNIanila  created  for  the  first  time 
an  individual  associate  membership  within 
the  Wj\IA.  Members  of  the  national  medical 
associations  may  now  join  WMA  as  indi- 
viduals. 


Gerald  D.  Dorman,  M.D.,  of  New  York 
City,  member  of  the  AMA’s  Board  of 
Trustees,  is  Chairman  of  the  Council,  gov- 
erning body  of  the  WMA.  The  WMA  Head- 
quaiders  Secretariat  is  located  at  10  Colum- 
bus Circle,  New  York  City.  Secretary  Gen- 
eral is  Alberto  Z.  Romualdez,  M.D. 

Application  for  individual  membership 
may  be  made  to  WMA  at  the  New  York 
City  office.  Applications  should  be  accom- 
panied by  a check  for  $10,  with  a statement 
that  the  applicant  is  a member  in  good  stand- 
ing of  AMA.  The  letter  should  specify 
whether  the  applicant  wishes  to  receive  the 
World  Medical  Jownal  in  the  English,  Span- 
ish or  French  language  edition.  Checks  should 
be  made  payable  to  The  World  ]\ledical  As- 
sociation, Inc.,  a tax-exempt  organization. 
Five-year  memberships  are  available  for  $50. 
Information  regarding  the  21st  World  Medi- 
cal Assembly  will  be  mailed  promptlj^  to  all 
applicants  for  individual  membership. 

WMA  was  organized  in  1947.  In  1965  it 
was  incorporated  as  a nonprofit  educational 
and  scientific  organization  under  the  laws 
of  New  York  State.  With  incorporation  of 
WMA  it  was  possible  to  obtain  tax-free  status 
recognition  on  funds  donated  to  the  organ- 
ization. 

Nebraska  Heart  Association — 

An  Omaha  physician.  Dr.  Richard  Booth, 
has  been  elected  president  of  the  Nebraska 
Heart  Association  for  1967-68.  Dr.  Booth 
is  director  of  the  Cardiac  Center  at  St.  Jo- 
seph’s Hospital,  and  professor  of  medicine  at 
the  Creighton  University  School  of  Medicine. 

Named  president-elect  of  the  state  asso- 
ciation for  1968-69  was  Dr.  Arthur  L.  Smith 
of  Lincoln. 

Dr.  Booth  succeeds  Dr.  Robert  C.  Rosen- 
lof  of  Kearney.  Dr.  Rosenlof  praised  the 
Heart  Association  staff  members  and  the 
many  volunteers  for  their  untiring  efforts 
the  past  year.  In  his  president’s  report,  he 
noted  with  special  pride  the  nearly  $70,000 
in  research  projects  conducted  in  Nebraska 
through  Heart  Association  financing.  He 
said  17  separate  research  projects  were  un- 
dertaken by  research  scientists  at  the  Uni- 
versity of  Nebraska  and  Creighton  Univer- 
sity. 
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Through  the  glass,  not  looking — 

The  number  of  people  now  being  injured 
each  year  in  this  country  by  walking  or  fall- 
ing into  glass  doors,  bathtub  and  other 
panels  is  now  100,000. 

Emmies,  Oscars  and  the  A.M.A. — 

The  American  Medical  Association  recent- 
ly announced  four  award  winners  in  the  na- 
tional television  competition  for  excellence  in 
medical  journalism.  A first  place  award 
went  to  the  National  Broadcasting  Com- 
pany for  their  special  program  on  air  pollu- 
tion “The  Air  of  Disaster.”  Special  commen- 
dations were  presented  to  three  other  win- 
ners. The  American  Broadcasting  Company 
and  the  National  Broadcasting  Company 
were  selected  for  their  network  shows  “To 
Save  a Soldier”  and  “The  National  Health 
Test.” 

The  third  special  AMA  commendation 
went  to  the  only  locally  produced  program 


to  be  honored  for  a documentary  on  the 
shortage  of  nurses  in  the  Nebraska  Blue 
Cross  - Blue  Shield  “Profile  in  Medicine” 
series  on  KETV.  The  award-winning  Ne- 
braska program  was  written  and  produced 
by  KETV’s  Lee  Terry  and  Gregg  Pflaum  in 
cooperation  with  Nebraska  Blue  Cross  - Blue 
Shield  Public  Relations  Director,  Robert  A. 
Watterson.  The  first  program  in  the  “Pro- 
file in  Medicine”  series  this  year  described 
the  activities  of  a Fullerton,  Nebraska  physi- 
cian, Dr.  James  C.  Maly,  in  the  Amazon 
Jungle.  A second  program  in  the  current 
series  now  in  production  will  describe  medi- 
cine behind  the  Iron  Curtain  as  seen  by  Ne- 
braska physicians. 

AAP  issues  manual — ■ 

The  American  Academy  of  Pediatrics  has 
released  a comprehensive  report  on  child 
health  care  standards ; the  manual  is  entitled 
“Standards  of  Child  Health  Care.”  It  con- 


Dr.  Frank  Tanner  (right),  President-Elect  of  the  Nebraska  Medical  Association,  presents  AMA 
television  award  to  Ken  James,  Vice  President  of  KETV  and  William  T.  Heavey,  Executive  Di- 
rector of  Nebraska  Blue  Cross  - Blue  Shield. 
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tains  information  concerning  perinatal  care, 
neonatal  care,  preventive  pediatrics,  care  of 
the  child  during  illness,  equipment  and  facil- 
ities needed  for  child  health  care,  use  of 
allied  health  personnel,  records,  education, 
community  responsibilities,  consultation,  and 
manpower.  Single  copies  may  be  obtained 
from  the  AAP  for  $2.00;  the  address  is  1801 
Hinman  Avenue,  Evanston,  Illinois  60204. 


Medicare  again — 

Percent  of 
pnvate  patients : 
65  and  over 

Before  medicare  ..  18 


Now 


21 


Private  patients 
visits  (millions) 

(7/65-  3/66) 
180.1 

(7/66  - 3/67) 
197.1 


Student  American  Medical  Association — 

The  SAMA  had  its  17th  annual  meeting 
in  May,  and  in  Chicago.  The  House  of 
Delegates  acted  on  50  resolutions,  and  passed 
these,  which  thereby  became  SAMA  policy. 

1.  “In  favor  of  medically  supervised 
therapeutic  abortion  if  requested  by  the  pa- 
tient and  if  the  doctor,  with  the  agreement 
of  two  other  doctors,  believe  in  its  medical 
necessity  . . .” 

2.  “SAMA  continues  to  support  the  policy 
of  allowing  physicians  to  fulfill  their  mili- 
taiy  obligation  without  actually  being  a 
member  of  the  Armed  Forces  by  alternate 
service  in  the  United  States  Public  Health 
Service.” 

3.  Endorsed  “in  principle  the  freedom  of 
physicians  to  prescribe  drugs  by  trade 
name.” 


Douglas  County  Heart  Association — 

Ur.  John  F.  Hession,  Omaha,  has  been 
elected  president  of  the  Douglas  County 
Heart  Association  for  1967-1968.  He  suc- 
ceeds Dr.  Albert  Carr  who  will  be  leaving 
the  University  of  Nebraska  College  of  Medi- 
cine to  accept  a position  in  another  state. 
Dr.  Hession  is  assistant  professor  of  medi- 
cine at  the  Creighton  University  School  of 
Medicine,  and  director  of  the  University’s 
Student  Health  Services.  He  has  been  a 
board  member  of  Douglas  County  Heart 


Association  since  its  formation  three  years 
ago. 


Our  Medical  Schools 

Creighton  receives  grants — 

Two  faculty  members  of  the  Creighton 
University  School  of  Medicine  have  re- 
ceived federal  grants  for  training  and  re- 
search. 

Dr.  Richard  W.  Booth,  director  of  the 
Cardiac  Center  at  St.  Joseph’s  Hospital  and 
professor  of  medicine  at  Creighton,  received 
a $34,303  training  grant  from  the  National 
Heart  Institute  of  the  U.S.  Public  Health 
Service.  The  grant  is  for  medical  cardiology 
training. 

Dr.  Fletcher  Miller,  chairman  of  the  de- 
partment of  surgery  at  Creighton,  re- 
ceived a grant  of  $21,748  for  research.  The 
project  is  research  in  bile  drainage  and 
serum  cholesterol.  It  also  was  granted 
through  the  National  Heart  Institute  of  the 
Public  Health  Service. 


Professor  in  absentia — 

The  University  of  Nebraska  Medical  Cen- 
ter has  announced  a new  program  designed 
to  incorporate  into  its  teaching  the  talents 
of  distinguished  professors  throughout  the 
world. 

The  “Professor  in  Absentia”  program  will 
use  television  tapes  and  a two-way  telephone 
hookup. 

A distinguished  professor  will  be  invited 
to  the  medical  center.  His  lecture  will  be 
video-taped,  and  replayed  for  different 
groups  of  students. 

After  each  replay  of  the  tape,  the  class 
will  discuss  the  lecture  with  the  lecturer  over 
a two-way  telephone  hookup  (the  tele-lecture 
system). 

The  visiting  professor  might  be  asked  to 
tape  a series  of  lectures  for  more  extensive 
use. 

Video  tapes  of  patient  treatment  and 
study  techniques  will  be  exchanged  with 
other  medical  centers  and  discussed  jointly 
over  the  telephone  hookup. 
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Video  tapes  and  the  telelecture  will  also 
be  used  in  the  Medical  Center’s  continuing 
educational  program. 

Instead  of  sending  a faculty  member  to 
present  an  educational  program  to  a medical 
society  meeting  in  some  distant  community, 
as  is  done  at  the  present,  the  lecture  will  be 
video  taped  and  delivered  by  a technician 
who  will  also  operate  the  equipment. 

At  the  end  of  the  video-taped  lecture,  the 
professor  will  discuss  it  with  the  physicians 
over  the  telephone  hookup. 

C.U.  grants — 

The  Creighton  University  School  of  Medi- 
cine has  received  five  research  and  training 
grants  totaling  $107,965.  All  are  from  the 
United  States  Public  Health  Service. 

Dr.  Fletcher  A.  Miller,  Chairman  of  the 
Department  of  Surgery,  will  use  a grant  of 
$21,748  for  the  study  of  bile  drainage  and 
serum  cholesterol;  an  award  of  $19,764  will 
be  used  by  Dr.  Alfred  W.  Brody,  Profes- 
sor of  Medicine,  for  research  on  cardiovas- 
cular physiology;  Dr.  David  J.  Hentges, 
Assistant  Professor  of  Microbiology,  will 
utilize  a grant  of  $16,833.  His  studies  will 
concern  ways  of  preventing  intestinal  tract 
infections  such  as  diarrhea  and  dysentery. 

Dr.  Richard  W.  Booth,  Professor  of  Medi- 
cine, will  administer  a medical  cardiology 
training  grant  valued  at  $34,303.  A psychi- 
atry training  grant  of  $15,217  will  be  ad- 
ministered by  Dr.  Beverley  T.  Mead,  Chair- 
man of  the  Department  of  Psychiatry  and 
Neurology. 

Dr.  Maly  honored — 

Dr.  James  C.  Maly,  a 1946  graduate  of  the 
Creighton  University  School  of  Medicine,  re- 
ceived Creighton’s  annual  Alumni  Achieve- 
ment Citation  at  the  Creighton  University 
Commencement  June  5,  1967. 

Dr.  Maly  conducts  a general  practice  in 
Fullerton,  Nebr.  He  was  cited  for  his  work 
with  the  Mundurucu  Indians  in  South  Amer- 
ica. Dr.  Maly  set  up  a clinic  for  jungle  In- 
dians in  1966.  He  became  interested  in 
their  needs  when  he,  Mrs.  Maly,  and  several 
companions  crash-landed  in  the  Brazilian 


jungles  in  1965.  Both  of  Dr.  Maly’s  legs 
were  broken  and  another  member  of  the 
group  suffered  a broken  back. 

The  Americans  were  rescued  by  the  Mun- 
durucu Indians,  long  regarded  as  one  of  the 
fiercest  head-hunting  tribes  in  South  Amer- 
ica. 

Dr.  Maly  will  return  to  the  jungle  clinic 
this  summer  to  offer  his  medical  services 
for  several  weeks. 

In  the  midwest,  the  Fullerton  physician 
has  become  widely  known  as  a flying  M.D. 
He  frequently  flies  patients  to  Omaha  for 
special  medical  care,  and  further  utilizes  the 
convenience  of  air  travel  by  using  his  private 
plane  to  attend  weekly  medical  conferences 
in  Omaha  as  well  as  outside  of  Nebraska. 

Dr.  Maly  is  a recipient  of  the  Blue  Cross- 
Blue  Shield  Humanitarian  Award  and  this 
year  was  presented  the  Ak-Sar-Ben  Good 
Neighbor  Award. 


Naval  reserve  company  formed — 

The  first  Naval  Reserve  Medical  Company 
to  be  established  at  the  Creighton  University 
School  of  Medicine  has  been  activated  with 
Dr.  E.  J.  Slowinski  as  commanding  officer. 

Dr.  Slowinski,  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  holds  the 
rank  of  commander  in  the  Naval  Reserve. 
The  unit  has  a membership  of  15  students 
who  are  commissioned  as  ensigns  1915,  a 
commission  designating  student  status. 

Naval  medicine  will  be  integrated  into  the 
students’  regular  medical  curriculum  at  the 
twice-monthly  meetings  held  by  the  unit. 
Upon  graduation  from  the  Creighton  School 
of  Medicine,  members  of  the  unit  receive 
promotions  to  lieutenant  senior  gi’ade. 

Dr.  Slowinski  noted  that  participation  in 
the  Naval  Reserve  Medical  Company  pro- 
vides students  with  opportunities  for  special 
research  clerkships  on  active  duty  with  the 
Navy  between  their  freshman  and  sopho- 
more years.  Members  of  the  unit  may  also 
participate  in  clinical  clerkships  at  large 
Naval  hospitals  during  their  elective  period 
in  their  junior  or  senior  year. 
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Down  Memory  Lane 

1.  Our  American  Medical  Directory  fifth 
edition  credits  Nebraska  with  1911  physi- 
cians. The  Federal  registrations  under  the 
Harrison  law  on  March  31,  1917,  totaled 
1800.  Of  this  number  about  25  are  osteo- 
paths. 

2.  The  Fox  bill  is  now  a law.  It  called 
for  a reorganization  of  the  public  health 
administration  in  the  state.  Nebraska  had 
been  operating  since  territorial  days  under 
emergency  measures.  This  law  virtually 
means  a new  Health  Department. 

3.  The  immediate  need  of  medical  men 
for  the  army  comes  as  a definite  call  to  every 
Nebraska  physician. 

4.  Although  gymnasium  work  is  com- 
pulsory in  many  universities  and  colleges, 
in  others  only  those  who  wish  take  the  work 
are  so  registered. 

5.  About  all  that  has  been  attempted  in 
this  country,  so  far,  is  the  workman’s  com- 
pensation, and  the  employer’s  liability  law, 
which  we  note  was  quite  liberally  amended 
by  our  last  long-drawn-out  state  legislature. 

6.  I might  mention  all  boards  of  health 
at  the  present  time  be  more  vigilant  than 
ever  to  prevent  disease.  Many  can  remem- 
ber our  experience  at  the  time  of  the  Spanish- 
American  war  in  the  recruiting,  transporting 
and  disbanding  troups  of  war. 

7.  Following  the  regular  business  meeting 
we  enjoyed  a double  treat  consisting  of  an 
address  on  “Medical  Preparedness,”  by  Dr. 
Wm.  Jepson  and  a delicious  banquet  served 
by  the  ladies  of  the  English  Lutheran 
Church. 

8.  That  the  method  of  science  is  the  meth- 
od of  modern  medicine  is  obvious. 

Nebraska  State  Medical  Journal 
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While  Making  Rounds 

Notes  on  the  front  of  the  chart  department — 

They  are  now  writing  on  the  chart  covers, 
believe  it  or  not,  and  as  we  were  about  to 
see  Mrs.  Blake-lMartin,  we  swear  we  saw, 
on  the  front  of  her  chart,  the  words,  “Mrs. 
Blake-Martin  has  expired.”  As  we  drew 


closer  to  the  desk,  the  unimportant  message 
became  clear,  and  we  stopped  shaking  and 
read,  “the  order  for  Demerol  for  Mrs.  Blake- 
Martin  has  expired.”  We  don’t  use  words 
like  expire.  We  even  say  inhale  and  exhale, 
not  inspire  and  you-know-what. 

Our  own  monthly  statistical  report — 

1.  The  approximate  mean  altitude  of  the 
United  States  is  2,500  feet.  The  figure  for 
Nebraska  is  2,600  feet,  making  ours  the  most 
American  of  the  50  states,  altitude-wise,  as 
they  say. 

2.  About  one  out  of  eight  Americans 
snore. 

On  organ  transplants — 

When  every  last  part  of  a man’s  body 
has  been  replaced,  why  then,  is  he  not  faced 
with  the  question,  “Who  am  I?” 

Poetry  department : daylight  saving  time  and 
the  physician’s  lament — 

In  winter  I get  up  at  night. 

In  summer  I do,  too. 

They  really  said  it  department — 

“I  break  out  in  hives  bronchially.” 

“I  got  unhappies  all  up  and  down.” 

“I’m  so  flustrated.” 

On  eponyms — 

Cesarean  section : the  only  eponym  that 
will  not  disappear,  and  nobody  knows  what 
it  means. 

Why  do  doctors  charge  so  much  department — 

The  starting  salary  for  a physician  in  a 
very  large  city  in  California  is  $1,143  per 
month.  The  starting  salary  for  a city 
plumber  is  $1,222.  Let  us  make  our  point 
perfectly  clear.  The  plumber  gets  more 
than  the  doctor,  and  we  haven’t  seen  any 
books  attacking  plumbers,  have  you? 

Words  We  Can  Do  Without 

Bimonthly 
Biannual 
Biennial 
Crispy 
12  P.M. 

In  contention 
Recap 

Claudication 
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FEATURES 


From  Your  President  — 


After  the  passage  of  P.L.  89-239,  in  1965, 
The  Nebraska  State  Medical  Association 
took  the  responsibility  of  sponsoring  a Re- 
gional Medical  Program  for  Nebraska  and 
South  Dakota.  A planning  grant  was  writ- 
ten and  accepted  by  the  Division  of  Re- 
gional Medical  Programs  of  the  Department 
of  Health,  Education  and  Welfare  in  Janu- 
ary, 1967,  and  a grant  was  received  to  fund 
the  planning  activities  of  the  program  for 
two  years.  We  are  now  in  the  process  of 
setting  up  the  executive  and  committee 
structures  to  administer  the  activities  neces- 
sary to  planning  in  the  fields  of  Heart  Dis- 
ease, Cancer,  Stroke,  and  Related  Diseases 
as  applicable  to  our  region.  Most  of  this  is 
well  known  to  many  of  you.  Dr.  Dan  Nye 
wrote  a good  article  about  it  which  was  pub- 
lished in  the  Journal  this  year,  so  I will  not 
elaborate  further. 

My  concern  at  this  time  is  to  urge  each 
of  you,  as  a member  of  the  Nebraska  State 
Medical  Association,  to  interest  yourself  in 
the  Regional  Medical  Program  so  that  you 
may  cooperate  in  whatever  way  necessary 
to  the  success  of  the  program.  I have  heard 
members  sound  off  about  this  Program 
enough  to  make  me  aware  that  there  are 
many  who  are  misinformed  about  the  ob- 
jectives of  the  program.  Some  still  feel 
that  the  Federal  Government  wants  to  build 
large  regional  medical  centers  which  they 
would  control  completely.  The  last  allusion 
to  this  by  Health,  Education,  and  Welfare, 
that  I heard,  was  that  the  patient  should 
be  kept  as  close  to  home  as  possible,  if  not, 
indeed,  at  home.  Some  feel  that  this  is  a 
program  largely  for  the  existing  medical 
centers,  medical  schools,  research  institu- 
tions, etc.  To  the  contrary,  if  present  con- 
cepts are  followed,  the  program  will  boil 
down  to  one  of  continued  and  increased 
education  for  the  private  practitioner  who 
delivers  his  services  to  the  patient. 

Reduced  to  simple  terms,  it  seems  to  me, 
the  government  is  really  saying  to  us  that 
we  are  not  delivering  modern,  up-to-the- 
minute  service  to  our  patients  because  of  the 
long  lag  between  discovery  through  research 


and  practical  application  by  the  practicing 
physician.  It  follows,  then,  that  if  we  want 
to  preserve  private  medicine  as  it  exists  to- 
day, we,  as  practitioners,  need  to  cooperate 
to  the  extent  that  we  not  only  seek  a system 
of  continuing  education,  but  that  we  be- 
come involved  in  formulating  such  a system 
and  applying  it  to  ourselves,  in  particular, 
and  the  profession,  in  general. 

I feel  that  our  medical  schools  are  the 
principal  agencies  to  which  we  should  apply 
for  further  education,  and  I have  so  stated 
to  the  deans  of  several  medical  schools. 
Varying  reactions  have  resulted.  I was  told 
by  the  dean  of  a New  York  medical  school 
that  many  of  their  postgraduate  courses  were 
so  poorly  attended  that  they  had  to  be  dis- 
continued. Another  said  that  lack  of  space, 
faculty,  and  money  prevented  a sound  post- 
graduate program  development  in  his  area. 
One  dean  told  me  that  he  was  lucky  enough 
to  have  enough  time,  faculty,  and  space  to 
take  care  of  the  regular  medical  students. 

Some  of  this  can  be  changed,  and  it  prob- 
ably will  be,  but  nothing  constructive  will 
result  without  cooperation  from  the  prac- 
ticing physician.  We  must  be  willing  to 
continue  to  inform  ourselves  so  that,  to- 
gether with  all  our  colleagues,  we  can  stay 
ahead  of  the  government  forces  who  demand 
more  of  us  than  we  are  doing  at  present. 

ROBERT  J.  MORGAN,  M.D. 
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Welcome,  New  Members 


Doberneck,  Raymond,  M.D Omaha 

Krapohl,  Andrew,  M.D Omaha 

Pitner,  Richard,  M.D Omaha 

Schultz,  Richard,  M.D.  Omaha 

Skultety,  F.  Miles,  M.D Omaha 


All  About  Us 

Doctor  Cecil  L.  Wittson,  Omaha,  has  been 
named  a vice-president  of  the  American 
Psychiatric  Association. 

Doctor  Quinton  J.  Bianchine,  Denver,  will 
join  the  Mary  Fanning  Memorial  Hospital  as 
pathologist  on  July  1,  1967. 

Doctor  Dean  Watland,  Omaha,  has  been 
elected  president  of  the  Nebraska  State  So- 
ciety of  Anesthesiologists. 

Doctor  S.  R.  Neil,  who  is  leaving  Nio- 
brara, was  recently  awarded  the  Distin- 
guished Citizen’s  Citation  by  that  commun- 
ity. 

Doctor  Lynn  W.  Thompson,  Omaha,  has 
been  elected  president  of  the  Nebraska  Com- 
mittee on  Medical  Transportation  and  Com- 
munications. 

Doctor  J.  Harry  Murphy,  Omaha,  was  re- 
cently honored  as  he  retired  earlier  this 
year  as  medical  director  of  Meyer  Therapy 
Center. 

Doctor  Stanley  Serbousek,  Chadron,  was 
recently  appointed  by  Governor  Tiemann  to 
the  Nebraska  delegation  to  the  Interstate 
Compact  on  Education. 

Doctor  Thomas  J.  Gurnett,  Omaha,  has 
been  named  president-elect  of  the  Nebraska 
Diabetes  Association.  Doctor  Robert  C. 
Rosenlof,  Kearney,  w'as  recently  installed  as 
president. 

Dr.  and  Mrs.  Kenneth  F.  Kimball  have  re- 
turned from  a five  week  trip  through  Europe. 
Dr.  Kimball  attended  the  World  Congress 
on  Motoring  Medicine  in  Vienna,  Austria 
where  he  presented  papers  on  Ambulance 
Design  and  Emergency  Medical  Communi- 
cations. The  trip  to  Vienna  was  combined 
with  a comprehensive  study  of  emergency 


medical  care  and  ambulance  service  in  Eng- 
land, France,  Switzerland,  Italy,  Austria, 
Germany,  Belgium,  The  Netherlands,  Den- 
mark, and  Sweden. 


Scene 


1.  Drugs — 

The  Department  of  Health,  Education  and 
Welfare  is  making  a broad  study  of  prescrip- 
tion drugs  which  will  be  the  basis  of  a rec- 
ommendation on  whether  their  costs  should 
be  covered  by  medicare  when  they  are  used 
outside  a hospital. 

HEW  Secretary  John  W.  Gardner  appoint- 
ed a task  force  of  HEW  officials  to  evaluate 
the  study  and  make  the  recommendation. 

“Prescription  drugs  are  an  essential  ele- 
ment of  modern  medical  care,”  Gardner  said. 
“In  the  last  25  years  we  have  witnessed 
greater  advances  in  the  use  of  drugs  than 
in  the  whole  previous  history  of  medicine. 
Today  drugs  and  biologicals  make  possible 
the  prevention  and  successful  treatment  of 
illnesses  that  were  serious  and  frequently 
fatal. 

“Yet  for  many  older  Americans  the  cost 
of  needed  drugs  prescribed  by  a physician 
is  a heavy  duty  burden,  representing  15  to 
20  percent  of  their  medical  care  costs.  Many 
older  Americans  find  themselves  with  lim- 
ited financial  resources  at  the  very  time 
that  age  brings  an  increasing  incidence  of 
chronic  disease  and  greater  needs  for  medical 
care,  including  prescription  drugs.” 

President  Johnson  directed  last  January 
that  Gardner  “undertake  immediately  a com- 
prehensive study  of  the  problems  of  includ- 
ing the  cost  of  prescription  drugs  under  medi- 
care.” Studies  on  some  aspects  of  the  ques- 
tion were  started  then  and  are  near  com- 
pletion. Other  specific  studies  are  in  vari- 
ous stages  of  progress. 

But  Congress  may  decide  the  issue  be- 
fore the  full  study  is  completed.  The  Senate 
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Finance  Committee  will  hold  hearings  this 
summer  on  such  a medicare  extension. 

Dr.  Philip  R.  Lee,  Assistant  HEW  Secre- 
tary and  Chairman  of  the  task  force,  said 
that  even  if  the  study  is  incomplete,  HEW 
will  take  a stand  anyway  when  the  Senate 
Finance  Committee  takes  up  the  legislation. 

One  bill  would  finance  medicare  coverage 
of  drugs  by  increasing  from  $3  to  $4  the 
cost  of  monthly  premiums  for  the  voluntary 
doctor  bills  insurance  program  (Plan  B)  for 
persons  65  and  over.  Sponsored  by  Sen. 
Joseph  M.  Montoya  (D.,  N.M.),  the  bill 
would  provide  that  generic  drugs  rather 
than  trade  name  products  be  used  whenever 
possible. 

Another  bill  is  sponsored  by  Chairman 
Russell  B.  Long  (D.,  La.),  the  Senate’s  lead- 
ing critic  of  the  drug  industry.  It  would 
spur  generic  purchasing  for  all  federally- 
connected  welfare  programs. 

“The  task  force  will  examine  a number  of 
factors  which  are  closely  involved  with  the 
use  of  prescription  drugs  and  with  present 
and  proposed  methods  of  purchasing  them,” 
Lee  said.  “Many  of  these  factors  concern 
not  only  drug  costs  — and  who  pays  them  — 
but  also  the  quality  of  medicare  care.” 

Among  the  major  areas  listed  for  task 
force  study; 

1.  Present  patterns  of  drug  prescription 
by  physicians. 

2.  Present  patterns  of  prescription  drug 
use  and  expense  by  patients. 

3.  Present  resources  used  to  meet  drug 
costs  (including  personal  resources, 
aid  from  relatives,  insurance,  govern- 
ment assistance). 

4.  Present  drug  cost  coverage  programs 
(including  federal,  state,  commercial 
insurance,  union,  and  foreign  pro- 
grams) . 

5.  Distribution  systems  (including  inde- 
pendent pharmacies,  central  pharma- 
cies, mail-order  distribution,  physician 
dispensing,  and  hospital  dispensing). 

6.  Reimbursement  factors  (including  de- 
termination of  costs ; co-insurance ; 


deductibles;  and  limitations  on  dollar 
costs,  drug  quantities,  and  drug 
types). 

7.  Accounting  methods  (including  nomen- 
clature, coding,  data  processing). 

8.  Pharmacological  aspects  (including 
generic  equivalents  vs.  clinical  equiva- 
lents). 

9.  Clinical  aspects  (including  formula- 
tory  systems). 

10.  Legal  and  fiscal  aspects. 

11.  Impact  of  proposed  methods  of  pur- 
chasing prescription  drugs  on  costs 
and  quality  of  patient  care,  on  medical 
profession,  on  pharmacy  profession, 
on  drug  industry,  on  government. 


2.  Measles — 

Surgeon  General  William  H.  Stewart  says 
that  measles  (rubella)  should  be  eradicated 
this  year,  but  other  cripplers  and  killers 
like  venereal  disease  and  cancer  still  baffle 
researchers. 

“This  year,  1967,  may  well  go  down  in  his- 
tory as  the  year  of  measles  eradication  in 
the  United  States,”  Stewart  told  a House 
Appropriations  Subcommittee,  in  testimony 
recently  published. 

Stewart  said  the  measles  vaccine,  licensed 
four  years  ago,  is  “bringing  the  disease  to 
the  vanishing  point.”  The  Public  Health 
Service  researchers  now  are  working  with 
an  “experimental  vaccine”  trying  to  con- 
quer German  measles,  he  said. 

Other  health  problems,  such  as  cancer, 
heart  disease,  and  gonorrhea,  continue,  how- 
ever, to  pose  numerous  research  problems, 
Stewart  reported. 

Stewart  told  the  Appropriations  Subcom- 
mittee that  the  “fastest  rising  causes  of 
death  and  disability”  in  this  nation  are 
emphysema  and  other  chronic  respiratory 
diseases.  He  said  deaths  from  emphysema 
and  chronic  bronchitis  have  increased  about 
nine  times  in  the  last  20  years,  causing  more 
than  60,000  deaths  a year. 
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The  federal  health  official,  who  estimated 
that  some  300,000  people  die  each  year,  in- 
directly from  smoking,  also  reported  that  a 
new  less  dangerous  cigarette  may  be  de- 
veloped. 

“There  is  reason  to  believe  that  the  de- 
velopment of  a less  hazardous  cigarette  is 
potentially  within  reach,”  he  said.  But  he 
put  no  timetable  on  development  of  this  tj^je 
of  cigarette. 


3.  Air  pollution — 

The  American  Medical  Association  sup- 
ports all  except  one  provision  of  legislation 
(S.  780)  that  would  expand  the  federal  gov- 
ernment’s role  in  the  federal-state  program 
to  curb  air  pollution. 

In  a letter  to  the  Senate  Subcommittee  on 
Air  and  Water  Pollution,  Dr.  F.  J.  L.  Blas- 
ingame,  executive  vice  president  of  the 
AMA,  pointed  out  that  the  AMA  has  been 
directing  the  attention  of  physicians  and 
other  health  workers  to  the  problems  of  air 
pollution  through  a series  of  meetings  and 
its  publications.  He  also  noted  that  the 
AMA  has  supported  such  legislation  in  past 
years. 

“In  spite  of  past  legislation  and  ongoing 
federal,  state  and  local  programs  which  are 
carried  on  in  cooperation  with  private  in- 
dustry, the  American  Medical  Association 
recognizes  that  air  pollution  continues  as  a 
major  environmental  problem,”  Dr.  Blas- 
ingame  said.  “Increased  program  emphasis 
on  research  and  development  in  techniques 
of  air  pollution  control  and  abatement  is 
worthy  of  the  support  of  the  medical  profes- 
sion. 

“The  bill  before  you  contains  one  provision 
which  we  cannot  support.  Section  107  of  S. 
780  w’ould  require  the  Secretary  of  HEW  to 
establish  emission  standards  for  certain  in- 
dustries. On  the  basis  of  present  infonna- 
tion  and  understanding  of  the  relationship 
between  emissions  and  the  effect  it  has  on 
surrounding  air,  such  a requirement  is  un- 
realistic and  would  not  accomplish  its  intend- 
ed pui*pose.” 


Fate  of  Patients  With  Recurrent  Carcinoma 

of  the  Breast  — A.  N.  Papaioannou,  F.  J. 

Tanz,  and  H.  Volk  (Albert  Einstein  College 

of  Medicine  of  Yeshiva  Univ,  New  York). 

Cancer  20:371-376  (March)  1967. 

The  appearance  of  metastases  many  years 
after  primary  treatment  is  not  rare.  The 
factors  which  determine  prolonged  latent 
periods  are  unknown.  The  belief  that  metas- 
tases which  are  latent  for  many  years  pur- 
sue a slow  course  after  clinically  evident,  was 
not  substantiated  in  several  instances.  This 
study  undertook  to  identify  possible  charac- 
teristics of  such  patients  and  detennine  their 
fate.  Fifty-seven  women  with  breast  can- 
cer whose  recurrences  developed  five  years 
or  more  after  treatment  were  studied. 
Whereas  the  mean  interval  from  treatment 
to  recurrence  was  10.4  years,  the  mean  sur- 
vival time  after  recurrence  averaged  1.9 
years.  A comparison  of  this  group  with  an- 
other group  of  66  patients  who  developed 
recurrences  between  one  and  two  years  after 
treatment  revealed  only  a slight  and  statis- 
tically insignificant  (P  < .09)  difference  in 
survival  time  after  recurrence  between 
these  groups.  In  the  majority  of  patients 
in  this  study,  metastatic  breast  cancer  re- 
maining latent  for  prolonged  periods  tended 
to  pursue  a comparatively  rapid  course  once 
it  became  clinically  manifest;  this  is  only 
slightly  different  from  the  patient  with 
early  recurrence. 


The  Taste  Test  in  Adrenal  Insufficiency  — 
J.  Kosowicz  and  A.  Pruszewicz  (Medical 
Academy,  Poznan,  Poland).  J Clin  Endocr 
27:214-218  (Feb)  1967. 

Two  simple  taste  tests,  with  2 millimols 
per  liter  NaCl  solution  and  with  galvanic 
current,  were  performed  in  33  cases  of  Ad- 
dison’s disease  or  hypopituitarism.  The 
method  wdth  galvanic  current  (electrogus- 
tometry)  proved  to  be  very  simple  and  of 
diagnostic  importance,  demonstrating  taste 
hypersensitivity  in  all  untreated  patients 
and  in  a large  majority  of  patients  during  a 
temporary  break  in  cortisol  administration 
After  cortisol  therapy  the  taste  hypersensi- 
tivity disappeared  and  taste  threshold  was 
brought  to  normal. 
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Anniversary  Time 

July  1,  1966: 

Medicare  went  into  effect. 


Quote  Unquote 

An  editor  cannot  always  act  as  he  would 
prefer. 

— Ibsen 

When  in  doubt,  tell  the  truth. 

— Twain 


Go  west,  young  man. 


— Soule 


No  firing  till  you  see  the  whites  of  their 
eyes. 

— Frederick  the  Great 


/4uxc(t€in4f 

TO:  Dr.  Frank  Cole 
FROM:  Mrs.  Arthur  L.  Smith,  Jr. 

RE:  President’s  message  for  the  Woman’s 

Auxiliary 

Time!  Its  hours  fly  swiftly  and  another 
year  passes.  Three  years  have  passed  since 
you  asked  me  to  serve.  These  have  been 
years  of  growing  in  acquaintances  and  friend- 
ships, in  knowledge  and  understanding,  in 
evaluation  and  vision.  Through  these  chan- 
nels, I hope  we  can  have  meaningful  com- 
munication and  a deep,  sincere  desire  to 
think  about  and  determine  how  we  can  con- 
tinue to  serve  effectively  through  our  Aux- 
iliary program  as  members-at-large  as  well 
as  members  of  organized  groups. 

As  President-Elect  of  our  National  Aux- 
illiary,  Mrs.  Karl  Ritter  reminded  us  at  Con- 
vention that  our  “Program  is  never  static 
but  neither  is  it  ever  completely  new.  The 
stability  of  our  organization  is  maintained 
by  the  firm  continuity  of  its  purpose  and 
program.  But  while  we  build  on  the  past 
. . . we  constantly  seek  new  approaches  and 
devices  which  we  need  for  fresh  interest 
and  growth.” 

When  we  are  taking  stock  of  our  pro- 
gram and  making  plans  for  our  year  ahead. 


each  of  us  also  must  take  stock  of  one- 
self. What  are  my  values?  Am  I provid- 
ing time  to  meet  my  responsibilities?  Am 
I giving  of  my  talents  where  they  count  ? Do 
I have  a sense  of  fulfillment  in  being  part 
of  an  auxiliary  program  or  project  that 
enriches  the  life  of  an  aged  or  lonely  per- 
son; that  enlarges  the  world  of  a blind 
child,  that  prevents  a communicable  dis- 
ease from  spreading,  that  attracts  a capable 
young  person  into  a health  career,  that  pro- 
vides badly  needed  funds  for  a medical  stu- 
dent, that  helps  a wheel-chair  patient  con- 
tinue to  care  for  her  family,  that  reassures 
young  parents  that  their  children  are  in 
the  hands  of  a trained  babysitter  or  home- 
maker? Taking  stock  helps  us  to  put  our 
program  and  our  lives  in  perspective. 

So  in  seeking  your  full  support,  I ask 
each  of  you  to  reflect  on  these  questions, 
then — 

“Come  labor  on.  Who  dares  stand  idle 
on  the  harvest  plain 

While  all  around  him  waves  the 
golden  grain?” 

— Jane  Laurie  Borthwick 


Pioneer  Physicians’  Wives — 

A history  of  western  Nebraska  would  not 
be  complete  without  an  account  of  a cour- 
ageous physician’s  wife,  Mrs.  Elisha  Barker 
Graham. 

In  1879  she  came  with  her  doctor  hus- 
band to  their  new  home  on  a cattle  ranch 
in  Sioux  County  on  the  Niobrara  River, 
14  miles  east  of  the  Wyoming  line.  The  only 
other  women  in  that  vicinity  at  that  time 
were  at  Fort  Robinson,  35  miles  away.  The 
nearest  railroad  was  at  Cheyenne.  Although 
the  Grahams  were  orginally  New  Yorkers 
and  accustomed  only  to  city  life,  they 
brought  with  them  the  courage  to  cope  with 
the  challenges  of  the  range  country  frontier. 
They  made  good  lives  for  themselves  and  for 
those  about  them.  They  conducted  the  first 
Sunday  School  class  in  their  locality.  Ranch- 
ers and  cowboys  for  miles  around  attended, 
using  their  guitars  to  accompany  the  hymns 
that  were  sung.  Mrs.  Graham  planted  the 
first  vegetable  garden  and  harvested  a crop 
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sufficiently  bountiful  to  share  with  the  cow- 
boys and  neighboring  ranchers. 

Dr.  and  Mrs.  Graham  moved  to  Los  An- 
geles in  later  years,  but  memories  of  their 
contributions  to  the  communitj"  lingered  long 
for  the  early  settlers  of  Sioux  County. 

— Mrs.  R.  B.  Rundquist 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  8 — Hastings,  Elks  Lodge 
July  22  — Chadron,  Elks  Club 
August  0 — Ogallala,  Elks  Club 
August  19  — Broken  Bow,  Elks  Club 
August  26  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS  — August  14  through 
16,  1967 ; Skirvin  Hotel,  Oklahoma  City, 
Oklahoma.  White  to:  Don  H.  O’Donoghue, 
1111  North  Lee  Street,  Oklahoma  City, 
Oklahoma;  or  to:  American  Academy  of 
Orthopaedic  Surgeons,  29  East  Madison 
Street,  Chicago,  Illinois  60602. 

5TH  ANNUAL  SEMINAR  ON  THE  MEDI- 
CAL ASPECTS  OF  COMPETITIVE  ATH- 
LETICS — Hotel  Cornhusker,  Lincoln, 
Nebraska,  August  18  and  19,  1967. 

AMERICAN  MEDICAL  WRITERS  ASSO- 
CIATION — 27th  annual  meeting  at  the 
Palmer  House  in  Chicago,  September  21 
to  24,  1967.  Write  to:  AMWA,  Post  Of- 
fice Box  267,  Arlington,  Virginia  22210. 

ANNUAL  OTOLARYNGOLOGIC  ASSEM- 
BLY of  1967  — October  14  through  20, 
1967,  in  the  new  Illinois  Eye  and  Ear  In- 
firmary at  the  Medical  Center,  Chicago, 
offered  by  the  Department  of  Otolaryn- 
gology of  the  College  of  Medicine  of  the 
University  of  Illinois.  Write  to:  Depart- 
ment of  Otolaryngology,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

THERAPY  IN  ADVANCED  CANCER,  Basic 
and  Clinical  Aspects  — October  16-21, 


1967 ; University  of  Wisconsin  Medical 
Center.  Write  to : R.  J.  Samp,  M.D.,  Cancer 
Program  Coordinator,  University  Hos- 
pitals, Madison,  Wisconsin  53706. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— The  1967  Assembly  will  convene  in  the 
Sheraton-Fontenelle  Hotel  in  Omaha,  Oc- 
tober 23,  24,  and  25. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  (the  Easter 
Seal  Society)  — Annual  Convention,  No- 
vember 16-19,  1967 ; Century  Plaza  Ho- 
tel, Los  Angeles.  , 

MEDICAL  ASPECTS  OF  SPORTS,  Ninth 
National  Conference  — Houston,  Texas; 
November  26,  1967,  in  conjunction  with 
the  Annual  Clinical  Convention  of  the 
AMA,  November  26-29. 


Successful  Use  of  the  Miller- Abbott  Tube — 

M.  Deitel.  Canad  J S u r g 10 :245-257 

(April)  1967. 

A two-year  record  was  kept,  during  which 
intestinal  intubation  was  successfully  ac- 
complished in  98.3%  of  369  patients.  Pre- 
operative deflation  of  small  bowel  facilitates 
elective  small  and  large  bowel  surgery,  par- 
ticularly in  presence  of  multiple  adhesions, 
and  it  has  application  in  gynecologic  and  ab- 
dominal aortic  surgery.  Postoperative  de- 
compression is  accomplished.  The  inflatable- 
deflatable  balloon  permits  control  over  loca- 
tion. Nonstrangulating  obstructions  may  be 
relieved  early;  late  obstructions  require  a 
tube  with  larger  lumen.  Patency  is  main- 
tained readily  with  Caroid  solution.  In  44 
admissions  for  intestinal  obstruction,  no 
failure  in  passage  occurred.  Use  of  the  ]\I-A 
tube  in  repair  of  huge  hernias,  identifica- 
tion of  site  of  bleeding,  and  radiological  de- 
lineation of  small  bowel  tumors  is  also  shown. 
In  the  majority  of  the  cases  the  tube  was 
used  for  elective  major  surgery.  Postoper- 
atively,  no  patient  required  surgery  for  in- 
testinal obstruction. 
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Proceedings  of 
Board  of  Councilors 

May  2,  1967 

The  first  session  of  the  Board  of  Councilors  was 
held  at  the  Sheraton-Fontenelle  Hotel,  Omaha,  Ne- 
braska, May  2,  1967. 

The  following  members  were  present:  Drs.  Leroy 
W.  Lee,  Omaha;  Wm.  Glenn,  Falls  City;  H.  D. 
Kuper,  Columbus;  C.  L.  Anderson,  Stromsburg; 
Chas.  F.  Ashby,  Geneva;  Rex  Wilson,  O’Neill;  H. 
V.  Smith,  Kearney;  L.  S.  McNeill,  Hastings;  and 
C.  J.  Cornelius,  Sidney. 

Dr.  McNeill,  Chairman,  called  for  approval  of  the 
minutes  of  the  Mid-Winter  Meeting  as  printed  in 
the  April  issue  of  the  Journal,  and  these  minutes 
were  approved  as  printed. 

Dr.  McNeill  informed  the  Board  of  Councilors 
that  due  to  the  resignation  of  Dr.  Horace  V.  Mun- 
ger  as  Secretary-Treasurer  of  the  State  Associa- 
tion, the  Board  would  need  to  elect  a Secretary- 
Treasurer  to  fill  the  unexpired  term  of  Dr.  Munger. 
The  Councilors  were  informed  that  the  Board  of 
Tnastees  had  appointed  Dr.  Paul  Maxwell  for  the 
interim  period. 

The  motion  was  made  and  seconded  that  Dr. 
Maxwell  be  elected  to  fill  this  unexpired  term,  and 
this  was  approved. 

The  Chairman  called  for  nominations  for  one  mem- 
ber of  the  Board  of  Trustees,  the  term  of  Dr. 
C.  N.  Sorensen  expiring.  Following  discussion,  it 
was  moved  that  this  be  tabled  until  the  second 
session,  and  this  was  approved. 

The  Chairman  called  for  nominations  for  one  mem- 
ber of  the  Medicolegal  Advice  Committee,  the  term 
of  Dr.  O.  A.  Kostal  expiring.  It  was  moved  and 
seconded  that  Dr.  Kostal  be  reelected,  and  this  was 
approved. 

The  Chairman  called  for  nominations  for  one 
member  of  the  Council  on  Professional  Ethics,  the 
term  of  Dr.  Walter  Benthack  expiring.  It  was 
moved  and  seconded  that  Dr.  Benthack  be  reelected, 
and  this  was  approved. 

Drs.  Bancroft  and  Gilligan  not  being  present  to 
report  on  the  Code  of  Cooperation  being  developed 
between  the  Medical  Association  and  the  Bar  As- 
sociation, it  was  decided  to  delay  this  matter  until 
the  second  session  in  case  Dr.  Gilligan  could  be 
present  to  report  on  this  matter. 

Dr.  McNeill  read  the  following  requests  for  Life 
Membership  and  they  were  approved:  Drs.  Robert 
Hahn,  Omaha;  James  W.  VaVerka,  Omaha;  Wm. 
Egan,  Omaha;  Frank  T.  Herhahn,  Scottsbluff;  H.  V. 
Claim,  Rushville;  and  W.  W.  Graham,  Elgin. 

The  resolution  from  the  Nebraska  Division  of 
the  American  Cancer  Society  was  discussed,  and  it 
was  moved  and  seconded  to  accept  this  resolution. 
The  motion  carried. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

May  3,  1967 

The  second  session  of  the  Board  of  Councilors 
was  called  to  order  by  the  Chairman,  Dr.  McNeill. 

The  following  members  of  the  Board  of  Coun- 


cilors were  present:  Drs.  Leroy  W.  Lee,  Omaha; 

Wm.  Glenn,  Falls  City;  J.  T.  Keown,  Pender;  H.  D. 
Kuper,  Columbus;  Chas.  Ashby,  Geneva;  Rex  Wil- 
son, O’Neill;  H.  V.  Smith,  Kearney;  C.  L.  Anderson, 
Stromsburg;  Max  Raines,  North  Platte;  L.  S.  Mc- 
Neill, Hastings;  and  C.  J.  Cornelius,  Sidney. 

The  minutes  of  the  first  session  were  read  by  the 
Chairman,  and  these  were  approved  as  read. 

Mr.  Neff  told  the  Councilors  that  due  to  the 
fact  that  the  State  Association  had  twelve  dis- 
ti'icts  and  the  State  Civil  Defense  was  divided  into 
eight  districts,  there  had  been  some  difficulty  in 
selecting  the  Directors  and  Alternate  Directors  for 
some  of  these  Civil  Defense  Districts.  Mr.  Milton 
Parker  of  the  State  Civil  Defense  office  was  asked 
to  present  a new  plan  for  selecting  these  persons, 
and  the  following  were  selected: 

1st  District — 

John  Wiedman,  Lincoln 
John  Porter,  Beatrice 

2nd  District — 

Richard  Svehla,  Omaha 
H.  Dey  Myers,  Schuyler 

3rd  District — • 

D.  H.  Morgan,  Jr.,  M.D. 

Roger  Mason,  McCook 

4th  District — 

James  Dunlap,  Norfolk 
Gordon  Adams,  Norfolk 

5th  District — 

John  Heinke,  Scottsbluff 

C.  J.  Coimelius,  Sidney 

6th  District — 

Theo.  Koefoot,  Broken  Bow 

D.  W.  Kingsley,  Jr.,  Hastings 

7th  District — 

Max  Raines,  North  Platte 
D.  L.  Larson,  North  Platte 

8th  District — 

Thos.  Deakin,  Valentine 
Rex  Wilson,  O’Neill 

Dr.  McNeill  stated  that  the  election  of  one  mem- 
ber of  the  Boai'd  of  Trustees  had  been  tabled  at 
the  first  session,  and  called  for  nominations  for 
this  office.  Dr.  Nutzman  was  granted  permission 
of  the  floor  and  suggested  the  name  of  Dr.  C.  B. 
Dorwart  of  Sidney.  After  due  consideration  of  the 
fact  that  Dr.  Dorwart  was  from  the  same  town 
and  society  as  Dr.  Cornelius  currently  serving  as 
Councilor  and  that  Scottsbluff  had  no  representa- 
tion in  the  State  Association  set-up  as  such,  it  was 
moved  that  Dr.  Carl  Frank  of  Scottsbluff  be  elected 
to  the  Board  of  Tioistees.  This  was  approved. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

May  4,  1967 

The  third  session  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  L.  S.  McNeill,  Chairman. 

The  following  councilors  were  present:  Drs.  Le- 
roy W.  Lee,  Omaha;  Wm.  Glenn,  Falls  City;  J.  T. 
Keown,  Pender;  H.  K.  Kuper,  Columbus;  C.  L.  An- 
derson, Stromsburg;  Cbas.  F.  Ashby,  Geneva;  H. 
V.  Smith,  Kearney;  L.  S.  McNeill,  Hastings;  Max 
Raines,  North  Platte;  and  C.  J.  Comelius,  Sidney. 
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The  minutes  of  the  second  session  were  read  by 
Dr.  McNeill  and  these  were  approved. 

Dr.  S.  I.  Fuenning,  Chairman  of  the  Health  Edu- 
cation in  Schools  and  Colleges  committee,  explained 
the  state  suiwey  of  school  health  program  and 
seiwices  in  the  elementary  and  secondaiy  schools  in 
the  State  of  Nebraska,  for  which  the  Councilors  had 
accepted  the  responsibility.  Information  and  other 
materials  were  given  each  Councilor  as  an  aid  in 
cari-ying  out  this  survey. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Supplementary  Reports  to 
House  of  Delegates 

REPORT  OF 

ALLIED  PROFESSIONS  COMMITTEE 

Richard  M.  Pitsch,  M.D.,  Seward,  Chairman : Kenneth  P. 
Dalton,  M.D.,  Genoa  : Wallace  E.  Engdahl,  M.D.,  Omaha ; 

Wm.  Doering,  M.D.,  Franklin ; E.  G.  Brillhart,  M.D.,  Colum- 
bus ; Wm.  T.  Griffin,  M.D.,  Lincoln. 

The  Allied  Professions  Committee  held  one  meet- 
ing during  the  past  twelve  months  on  April  19, 
1967,  at  the  Nebraska  Psychiatric  Institute,  Omaha, 
Nebraska.  This  was  a joint  meeting  with  the  Ne- 
braska Nurses  Association. 

Present  were  E.  G.  Brillhart,  M.D.,  Wm.  T. 
Griffin,  M.D.,  Jerry  X.  Tamisiea,  M.D.,  Dan  A. 
Nye,  M.D.,  Kenneth  Neff,  Executive  Secretary,  and 
Richard  Pitsch,  M.D.,  Chairman. 

The  meeting  was  called  by  the  request  of  the 
Nebraska  Nurses  Association  to  discuss  proposed 
joint  statements  for  Nursing  Practice.  The  Ne- 
braska Nurses  Association’s  aim  is  to  have  these 
proposed  joint  statements  endorsed  by  the  Ne- 
braska Nurses  Association,  the  Nebraska  Medical 
Association,  and  the  Nebraska  Hospital  Association. 

The  four  topics  of  particular  interest  to  the  Ne- 
braska Nurses  Association  this  time  are  as  fol- 
lows: (1)  Administration  of  investigational  drugs; 
(2)  Veinpuncture;  (3)  Administration  of  immuniza- 
tions; (4)  Closed  chest  cardiac  resuscitation.  En- 
closed at  the  end  of  this  report  is  a copy  of  the 
letter  from  the  Nebraska  Nurses  Association  to  the 
Nebraska  State  Medical  Association  which  outlines 
a Statement  of  Policies  in  regards  to  each  of  the 
four  (4)  topics  above. 

Actually,  the  Nebraska  Nurses  Association  is  ask- 
ing for  a statement  of  policies  through  these  pro- 
posed joint  statements.  Apparently  there  is  no 
written  statement  of  policy  in  regards  to  these  mat- 
ters at  the  state  level  between  each  of  the  three 
organizations  listed  above.  However,  some  hos- 
pitals do  have  similar  arrangements  between  the 
hospital,  nursing  staff,  and  medical  staff,  but  this 
is  at  only  a local  level. 

However,  these  statements  as  made  at  state 
level  are  broad  enough,  so  more  specific  statements 
at  local  levels  can  be  established,  so  that  each 
locality  can  have  it’s  needs  met  on  an  individual 
basis. 

There  are  other  topics  which  were  discussed,  which 
are  potentials  for  future  subjects  to  be  dealt  with 
by  written  Joint  Statements  for  Nursing  Practice, 
but  the  representatives  from  the  Nebraska  Nurses 


Association  thought  that  the  mutual  agreement  at 
this  time  in  regards  to  the  above  four  topics  would 
be  adequate. 

The  representatives  of  the  Nebraska  Nurses  As- 
sociation were  informed  that  we  as  a committee 
could  not  make  the  agreement  to  the  Joint  State- 
ments for  Nursing  Practice  as  proposed,  but  that 
the  proposal  would  have  to  be  presented  to  the 
House  of  Delegates  for  action. 

The  members  of  the  Allied  Professions  Committee 
recommend  that  these  Proposed  Joint  Statements  for 
Nursing  Practice  be  presented  to  the  House  of  Dele- 
gates. 

The  following  states  do  have  Joint  Policy  State- 
ments developed  by  the  Nurses  Association  with 
other  groups  as  of  1966:  Arizona,  California,  Colo- 
rado, Idaho,  Illinois,  Kentucky,  Maine,  Maryland, 
Massachusetts,  Michigan,  Montana,  N e w Mexico, 
New  York,  North  Dakota,  Ohio,  Oregon,  Pennsyl- 
vania, Rhode  Island,  Vermont,  Washington,  West 
Virginia,  and  Wisconsin.  However,  the  problems 
covered  in  this  Statement  of  Policies  of  each  indi- 
vidual state  vaiy  with  the  needs  of  the  individual 
State  Nursing  Association. 

In  conclusion,  it  is  necessary  to  have  some  form 
of  written  statement  of  policy  in  regards  to  mat- 
ters of  importance  when  there  are  organizations  as 
large  as  the  Nebraska  Medical  Association,  and  the 
Nebraska  Nurses  Association,  and  the  Nebraska 
Hospital  Association  working  together. 

Oral  statements  of  policy,  handed  down  from 
person  to  person,  have  a tendency  to  undergo 
changes  that  are  not  intended.  Written  statements 
of  policy  help  to  make  better  understanding  as  to 
what  is  expected  from  each  group  involved. 

The  Proposed  Joint  Statements  for  Nursing  Prac- 
tice are  as  follows: 

With  the  tremendous  scientific,  technical  and 
medical  advances  there  comes  increased  respon- 
sibilities for  members  of  a health  team  to  meet 
the  demands  of  society  for  improved  health  serv- 
ices. This  increased  knowledge  and  added  re- 
sponsibility implies  change  in  the  traditional 
area  of  medical  and  nursing  practice. 

Nurses  are  concerned  about  the  professional 
and  legal  scope  of  their  practice  within  the  de- 
pendent area  of  nursing  function.  The  depend- 
ent area  of  nursing  function  as  described  by 
the  AMA  Legal  Definition  of  Nursing  Practice 
means,  “the  administration  of  medications  and 
treatments  prescribed  by  a licensed  physi- 
cian or  dentist.”  There  is  a great  increase  in 
the  range  of  tasks  or  procedures  nurses  are  be- 
ing asked  to  perform  within  this  dependent 
function.  The  registered  professional  nurses 
have  requested  interpretation  of  their  role  and 
responsibility  in  certain  emergency  situations 
and  in  specific  dependent  nursing  procedures 
through  the  development  of  Joint  Position 
Statements  approved  by  the  appropriate  medi- 
cal, nursing  and  hospital  administration  groups. 

It  is  recognized  that  the  ultimate  decision 
as  to  the  role  and  responsibility  of  the  doctor 
and  nurse  in  carrying  out  certain  procedures 
in  a hospital  or  agency  rests  with  the  decision- 
making group  of  the  individual  hospital  or 
agency. 
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It  is  further  recognized  that  neither  these 
statements  nor  the  policy  of  the  employing 
agency  relieves  the  individual  nurse  of  the 
responsibility  for  his  or  her  own  acts. 

I.  ADMINISTRATION  OP  INVESTIGATION- 
AL DRUGS 

By  definition  investigational  drugs  are  those 
which  have  not  yet  been  released  by  the  Fed- 
eral Food  and  Drug  Administration  for  general 
use.  Since  investigational  drugs  have  not  been 
certified  as  being  for  general  use  and  have 
not  been  cleared  for  sale  in  interstate  com- 
merce by  the  Federal  Food  and  Drug  Admin- 
istration, hospitals  and  their  medical  staffs 
have  an  obligation  to  their  patients  to  see  that 
proper  procedures  for  their  use  are  established. 

Each  institution  or  agency  is  responsible  for 
setting  up  provisions  for  nursing  practice  con- 
sistent with  “Principles  Involved  in  the  Use 
of  Investigational  Drugs  in  Hospitals”  ap- 
proved by  Board  of  Trustees  of  the  American 
Hospital  Association,  September,  1957,  and 
endorsed  by  Board  of  Directors  of  the  American 
Nurses  Association,  May,  1962. 

It  is  recognized  to  be  proper  practice  for  a 
registered  professional  nurse  to  administer  in- 
vestigational drugs  when  the  following  criteria 
have  been  met: 

(1)  Investigational  drugs  are  used  only  un- 
der the  direct  supervision  of  the  principle  in- 
vestigator who  is  a member  of  the  medical 
staff  and  who  assumed  the  burden  of  securing 
the  necessary  consent. 

(2)  The  hospital  does  all  in  its  power  to 
foster  research  consistent  with  adequate  safe- 
guard for  the  patient. 

(3)  The  nurses  called  upon  to  administer 
investigational  drugs,  have  available  to  them 
basic  information  concerning  such  drags  — 
including  dosage  forms,  strengths  available, 
actions  and  uses,  side  effects,  and  symptoms 
of  toxicity,  etc. 

(4)  The  hospital  has  established,  preferably 
through  the  pharmacy  and  therapeutics  com- 
mittee, a central  unit  where  essential  informa- 
tion on  investigational  drugs  is  maintained 
and  whence  it  may  be  made  available  to  au- 
thorized personnel. 

(5)  The  phaiTnacy  department  is  the  appro- 
priate area  for  the  storage  of  investigational 
drags,  as  it  is  for  all  other  drugs.  This  also 
provides  for  the  proper  labeling  and  dispens- 
ing in  accord  with  the  investigator’s  written 
orders. 

II.  VENIPUNCTURE 

It  is  recognized  to  be  proper  practice  for 
I’egistered  professional  nurses  to  administer 
fluids  intravenously  (including  blood)  and/or 
to  withdi’aw  venous  blood  when  the  following 
criteria  have  been  met: 

(1)  The  nurse  has  had  proper  instraction 
and  supervised  practice. 

(2)  The  procedure  has  been  ordered  for  a 
specific  patient  by  a licensed  physician. 

(3)  The  power  to  establish  policies  govern- 
ing the  administration  of  intravenous  fluids 


(including  blood)  and/or  withdrawal  of  venous 
blood  by  registered  professional  nurses  is  vest- 
ed in  a governing  body  of  each  hospital  or 
agency.  The  governing  body,  including  repre- 
sentatives of  the  medical  staff,  nursing  staff, 
and  administration,  has  (a)  set  forth  in  writ- 
ing the  conditions  under  which  procedures  may 
be  performed  by  registered  professional 
nurses,  (b)  determined  the  proper  instruction 
and  pi'actice  necessary  for  performance  of  the 
procedure  and  (c)  listed  in  writing  the  types 
of  fluid  and  medication  the  nurse  may  admin- 
ister intravenously. 

(4)  The  administration  of  intravenous 
fluids  and/or  the  withdrawal  of  venous  blood 
outside  of  a hospital  may  be  performed  by  a 
registered  professional  nurse  if  the  require- 
ments as  prescribed  in  paragraphs  1,  2,  and 
3 have  been  met. 

III.  ADMINISTRATION  OF  IMMUNIZATIONS 

It  is  recognized  that  in  public  and  private 
offices  where  published  procedures  are  estab- 
lished and  followed  governing  immunizations 
practices,  nurses  trained  in  the  technique  may 
carry  out  immunization  and  testing  procedures 
according  to  the  following  principles: 

(1)  Immunization  is  carried  out  with  well 
persons. 

(2)  Immunization  is  not  a therapeutic  pro- 
cedure — it  is  not  administered  for  a specific 
diagnosed  condition.  It  is  well  recognized  as 
a safe  procedure  among  those  for  whom  there 
exists  no  contraindications. 

(3)  Contraindications  for  immunization  will 
be  determined  by  simple  standardized  ques- 
tioning. 

IV.  CLOSED  CHEST  CARDIAC  RESUSCITA- 
TION 

Closed  chest  cardiac  resuscitation,  including 
massage  and  defibrilation,  is  a medical  pro- 
cedure and  will  be  carried  out  by  the  registered 
professional  nurse  only  in  an  emergency  situ- 
ation in  the  absence  of  the  physician  and/or 
until  the  arrival  of  the  physician.  Closed  chest 
cardiac  resuscitation  by  the  registered  profes- 
sional nurse  is  proper  practice  when  the  fol- 
lowing criteria  have  been  met: 

(1)  The  decision  to  delegate  this  responsi- 
bility to  the  registered  professional  nurse  in 
an  emergency  situation,  has  been  accepted  in 
writing  by  the  governing  body  of  the  individual 
hospital  or  agency. 

(2)  Any  nurse  accepting  the  responsibility 
for  initiating  closed  chest  cardiac  resuscitation 
has  been  properly  trained  in  the  technique. 

(3)  A comprehensive  on-going  training  pro- 
gram is  provided  by  the  hospital  or  agency  in 
order  to  assure  adequate  preparation  of  the 
nurse  in  the  proper  technique  of  closed  chest 
cardiac  resuscitation. 

Respectfully  submitted, 

RICHARD  M.  PITSCH,  M.D., 
Chairman. 
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REPORT  OF 

INTERPROFESSIONAL  COUNCIL 

During  the  past  12  months  the  intei'professional 
council  held  the  two  regular  meetings,  one  on  Sep- 
tember 15,  1966,  and  the  second  one  on  February 
16,  1967,  both  at  the  Elks  Country  Club  in  Colum- 
bus, Nebraska. 

The  interprofessional  council  is  composed  of  mem- 
bers of  the  Allied  Professional  Committee  of  the 
Nebraska  Medical  Association;  also  representatives 
from  the  Nebraska  Dental  Association,  the  Nebras- 
ka Veterinarian  Association,  the  Nebraska  Nurses 
Association,  and  the  Nebraska  Pharmaceutical  As- 
sociation. 

Those  present  September  15,  1966,  from  the  Ne- 
braska Medical  Association  were  W.  A.  Doering, 
M.D.,  Franklin;  E.  G.  Brillhart,  M.D.,  Columbus; 
Ken  R.  Dalton,  M.D.,  Genoa,  and  Richard  M.  Pitsch, 
Seward. 

Those  present  February  16,  1967,  were  E.  G. 
Brillhart,  M.D.,  Columbus;  Ken  R.  Dalton,  M.D., 
Genoa,  and  Richard  M.  Pitsch,  M.D.,  Seward,  Ne- 
braska. 

Ken  R.  Dalton,  M.D.,  was  elected  secretary-treas- 
urer of  the  Interprofessional  Council  for  the  follow- 
ing year  at  the  September  15,  1966  meeting. 

Topics  such  as  objective  of  the  Interprofessional 
Council  and  recruiting  for  the  various  professions 
were  discussed.  It  was  suggested  that  each  profes- 
sion take  advantage  of  the  Centennial  Health  Fair 
to  recruit  more  students  for  the  various  profes- 
sions. 

A suggestion  was  made  that  the  Intei-professional 
Council  be  given  more  publicity  to  let  the  public 
know  that  this  group  existed  and  was  meeting  regu- 
larly, and  what  the  objectives  of  the  group  were. 

Respectfully  submitted, 

RICHARD  M.  PITSCH,  M.D. 

REPORT  OF  AD  HOC  COMMITTEE  ON 
NURSING  EDUCATION 

J.  X.  Tamisiea,  M.D.,  ChaiiTnan  : Monte  Scott,  M.D.,  Kearney  ; 
Warren  Bosley,  M.D.,  Grand  Island  ; Robert  Morgan,  M.D., 
Alliiance. 

At  the  invitation  of  the  Ad  Hoc  Committee,  the 
following  people  attended  the  meeting:  Miss  Edna 
Fagan,  Director  of  the  Nebraska  Methodist  Hos- 
pital School  of  Nursing,  Omaha,  Nebraska;  Mrs. 
Daphne  Weston,  Director,  School  of  Nursing,  Mary 
Banning  Hospital,  Hastings,  Nebraska;  Sister  M. 
Martha,  Director,  School  of  Nursing,  St.  Francis 
Hospital,  Grand  Island,  Nebraska;  Mrs.  Margaret 
Pavelka,  Director  of  Nursing,  Bryan  Memorial  Hos- 
pital; Sister  M.  Gerharda,  Director  of  Nursing,  St. 
Elizabeth  Hospital,  Lincoln,  Nebraska;  Miss  Rena 
Boyle,  Ph.D.,  Director,  School  of  Nursing,  Uni- 
versity of  Nebraska,  Omaha,  Nebraska;  Miss  Doro- 
thy Vossen,  Director,  School  of  Nursing,  Creighton 
University,  Omaha,  Nebraska;  Miss  Kathleen 
Cheney,  Director,  School  of  Nursing,  Immanuel  In- 
stitute, Omaha,  Nebraska;  Sister  M.  Rosene,  Direc- 
tor, St.  Catherine’s  School  of  Nursing,  Omaha,  Ne- 
braska; Sister  M.  Louis,  Director,  School  of  Nurs- 
ing, St.  Joseph’s  Hospital,  Omaha,  Nebraska;  Mrs. 
Clara  Malone,  Director,  School  of  Vocational  Nurs- 
ing, Omaha  City  Schools,  Omaha,  Nebraska;  and 


Miss  Helen  Marsh,  Director,  State  Board  of  Nurs- 
ing, State  House  Station,  Lincoln,  Nebraska. 

The  members  of  the  committee  present  were 
Monte  Scott,  M.D.,  and  J.  X.  Tamisiea,  M.D.,  chair- 
man. 

With  the  cooperation  of  the  invited  guests,  the 
committee  considered  the  problems  of  (1)  the  nurs- 
ing needs  of  the  State  of  Nebraska,  (2)  the  status  of 
nurses’  training  programs  in  the  State  of  Nebraska, 
and  (3)  in  what  areas  the  Nebraska  State  Medical 
Association  could  be  of  assistance  in  attempting  to 
meet  the  nursing  needs  of  the  state. 

During  the  period  of  1962  through  1963,  4500 
registered  nurses  were  employed  in  the  State  of 
Nebraska.  Two-thirds  of  those  employed  were  mar- 
ried. The  number  of  registered  nurses  who  were 
licensed  at  that  time  was  less  than  now. 

In  1967  there  were  7500  nurses  living  in  the 
State  of  Nebraska  who  were  issued  an  annual  li- 
cense. During  the  preceding  year  293  nurses  moved 
from  other  states  into  Nebraska  and  were  issued  a 
Nebraska  nurses’  license  by  endorsement  from 
their  parent  state.  A total  of  567  nurses  who  held 
current  Nebraska  licenses  were  endorsed  to  other 
state  boards  of  nursing  for  licensure.  However, 
323  of  these  nurses  had  not  lived  in  Nebraska  dur- 
ing the  twelve  months  preceding  their  application 
for  transfer  and  were,  in  actuality,  moving  from 
another  state  to  a different  one.  Only  244  of  the 
567  nurses  requesting  transfer  had  lived  in  Ne- 
braska during  the  preceding  year  and  were  moving 
to  another  state.  Therefore,  in  the  last  year,  Ne- 
braska actually  gained  49  nurses  which  is  the 
difference  between  the  293  who  moved  into  the 
state  and  244  who  had  resided  in  the  state  and 
had  left. 

As  of  January  23,  1967,  Nebraska  had  1,724 
Licensed  Practical  Nurses. 

At  the  present  time  Dr.  Martin  at  the  Univer- 
sity of  Omaha  is  conducting  a sm-vey  for  the  Ne- 
braska Nurses  Association  in  an  attempt  to  deter- 
mine the  number  of  positions  for  nurses  existing 
in  the  hospitals  within  the  state.  In  this  suiwey 
she  is  also  attempting  to  determine  the  number  of 
positions  currently  vacant.  The  results  of  this  sur- 
vey should  be  available  in  the  immediate  future. 

The  guests  of  the  ad  hoc  committee,  however, 
said  that  the  suiwey  was  probably  not  of  suffi- 
cient depth  and  that  other  surveys  would  have  to 
be  done  in  order  to  find  out  the  yearly  averages  of 
the  nursing  staffing  patterns  in  the  State  of  Ne- 
braska. (Dr.  Martin’s  study  encompassed  only  one 
month  of  the  year  and  will  not  reflect  a yearly 
average).  The  number  of  nursing  hours  rendered 
to  each  patient  per  patient  day  will  not  be  deter- 
mined nor  will  the  ratio  of  professional  versus  non- 
professional hours  of  nursing  care  be  detennined. 
One  other  deficiency  of  the  current  survey  is  that 
there  will  be  no  attempt  to  determine  how  many 
of  the  nursing  positions  filled  are  filled  with  part- 
time  nurses. 

The  Nebraska  Nurses  Association  has  established 
a Community  Planning  Committee  headed  by  Miss 
Dorothy  Dixon,  R.N.,  which  is  contemplating  the 
assessment  of  the  total  nursing  needs  for  the  State 
of  Nebraska  which  would  include  not  only  the  hos- 
pitals but  also  the  schools,  doctors’  offices,  and  in- 
dustrial needs  of  the  state. 
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It  was  the  consensus  of  those  pi’esent  that  an 
appreciable  portion  of  the  state’s  licensed  nurse 
manpower  potential  was  inactive  due  to  obliga- 
tions of  raising  their  families.  However,  those 
nurses  who  have  raised  their  families  are  needed 
back  in  the  nursing  field  because  of  their  experi- 
ence and  maturity.  These  nurses  may  be  recruited 
back  into  active  nursing  if  proper  inducements  are 
forthcoming.  Refresher  courses  at  a state  or  local 
level  will  be  needed.  Day  centers  for  the  care  of 
their  children  who  are  not  of  school  age  should  be 
provided. 

Compensation  for  nurses  must  be  competitive  on 
a national  level.  The  nurses  are  exposed  to  wide- 
spread national  recruitment  campaigns  with  high 
salaries  from  other  states.  Some  nurses  are  at- 
tracted to  these  positions  with  the  high  wages 
even  though  the  cost  of  living  may  be  higher 
there.  Unless  there  is  essentially  a national,  com- 
petitive level  of  compensation,  there  will  always 
be  difficulty  in  recruiting  nurses  into  communities 
where  wages  are  lower  even  though  the  cost  of  liv- 
ing is  also  lower. 

Some  hospitals  that  have  schools  of  nursing  are 
offering  cash  bonuses  if  gi’aduates  will  stay  in  their 
employ  for  one  year.  Communities,  as  Tecumseh, 
offer  a scholarship,  sponsored  by  the  hospital  aux- 
iliary, enabling  candidates  to  enroll  in  a school  of 
nursing  if  they  will  return  to  the  sponsoring  hos- 
pital for  two  years. 

As  of  Januaiy  31,  1967,  there  were  14  schools 
of  nursing  in  the  State  of  Nebraska,  three  of  which 
offer  the  four-year  baccalaureate  degree  program, 
the  remaining  11  offering  the  three-year  diploma 
program. 

The  present  student  enrollment  is  1,718;  1,405 

of  whom  are  enrolled  in  three-year  diploma  schools 
and  313  of  whom  are  enrolled  in  four-year  bacca- 
laureate degree  programs.  The  class  which  en- 
rolled in  the  fall  of  1966  had  55  vacancies,  which 
were  not  filled.  A total  of  646  students  were  ad- 
mitted during  the  fall  of  1966.  A total  of  2,117 
nursing  students  could  be  handled  with  the  present 
facilities  and  existing  faculties.  The  discrepency 
between  the  1,718  presently  enrolled  and  the  de- 
sirable number  is  in  part  due  to  attrition  of  the 
student  body  after  enrollment.  The  attrition  is 
due  to  students  who  fail  to  make  passing  grades 
or  withdraw  for  personal  reasons.  Nationally, 
there  is  an  attrition  rate  of  33%  and  in  Nebraska 
it  is  23%.  In  1966,  432  students  were  graduated 
from  the  schools  in  Nebraska  and  in  1967  it  is  an- 
ticipated that  509  will  graduate,  which  represents 
an  increase  of  77  graduates. 

The  performance  of  the  nurses  educated  in  the 
State  of  Nebraska  on  the  pooled  nursing  examina- 
tion has  for  the  last  13  or  14  years  been  within  the 
top  ten  states  in  the  nation.  The  examination  is  a 
composite  made  up  by  all  of  the  states  so  that 
each  state  is  using  the  same  examination.  Most 
states,  including  Nebraska,  use  a grade  of  350 
as  passing.  The  nurses  educated  in  Nebraska  who 
took  the  examination  in  1966  showed  their  standard 
of  performance  ranked  with  all  of  the  other  states 
as  follows:  Medicine,  5th;  Surgery,  2nd;  Obstetrical 
Nursing,  1st;  Pediatric  Nursing,  1st;  and  Psychi- 
atric Nursing,  2nd.  Ninety-six  per  cent  of  those 
taking  the  examination  who  were  trained  in  Ne- 


braska, met  or  exceeded  the  minimum  score  of  350 
with  only  a 4%  failure  rate. 

The  national  rate  of  failures  in  this  nursing  ex- 
amination are  as  follows:  Graduates  from  a bac- 
calaureate degree  program,  9%  failures;  graduates 
from  a diploma  program,  15%  failures;  graduates 
from  associate  degree  programs,  29%  failures. 

There  are  four  Licensed  Practical  Nurse  training 
programs  in  Nebraska.  As  of  February  28,  1967, 
the  enrolled  student  body  in  these  programs  was 
281.  In  April  1967,  approximately  116  will  take 
their  examinations  for  licensui-e.  The  L.P.N. 
trained  in  Nebraska  has  always  performed  well  on 
the  examination.  In  1966  the  Nebraska  L.P.N.’s 
ranked  fourth  in  the  nation.  Very  few  of  the  Ne- 
braska trained  L.P.N.’s  failed  the  examination. 

All  of  the  nurse  training  programs  that  exist 
in  the  State  of  Nebraska  are  performing  at  an  ac- 
ceptable level  and  all  but  one  are  accredited  by  the 
National  League  of  Nursing  Accrediting  Body. 
The  most  important  need  of  Nebraska’s  existing 
schools  of  nursing  and  the  one  that  is  felt  national- 
ly, is  to  strengthen  the  existing  faculties.  In  the 
State  of  Nebraska  in  1967  there  are  50  vacancies  in 
the  faculties  of  the  nursing  schools.  The  need  is 
probably  even  greater  since  some  of  these  positions 
are  filled  with  people  who  are  not  qualified  instruc- 
tors by  existing  standards.  Nationally,  1,800  nurs- 
ing educators  are  needed.  At  the  present  time, 
the  State  of  Nebraska  provides  no  master  degree 
program  in  nursing,  which  is  a prerequisite  for  a 
nursing  educatoi'.  The  University  of  Nebraska 
under  Dr.  Boyle  is  trying  to  build  a faculty  so  that 
they  will  be  able  to  provide  such  a program  in  the 
future.  Creighton  University  has  no  plans  of  of- 
fering this  type  of  training  program.  This  raises 
the  problem  of  sending  interested  nurses  to  other 
states  to  receive  the  required  education  if  they  are 
to  continue  in  the  field  of  nursing  education.  If 
they  go  to  other  states,  will  they  return  ? They 
will  retui-n  only  if  the  positions  which  are  offered 
in  Nebraska  are  attractive  and  competitive  with 
those  offered  in  other  states. 

If  the  needs  for  faculty  at  the  schools  of  nurs- 
ing education  can  be  met,  then  the  student  enroll- 
ment can  be  augmented.  At  the  present  time  there 
is  no  organized,  statewide  program  for  recruitment 
of  people  interested  in  nursing.  As  was  mentioned 
earlier,  some  hospital  auxiliaries  have  made  scholar- 
ships available  with  the  provision  that  the  student 
upon  graduation  would  return  to  the  local  com- 
munity and  work  for  a time  in  order  to  repay  his 
scholarship.  Junior  high  school  and  high  school 
counselors  thi’oughout  the  state  need  assistance  in 
guiding  interested  persons  into  nursing.  Because 
statements  made  by  the  ANA  and  the  NLN  in  1965 
have  been  quoted  in  the  press  indicating  that  di- 
ploma programs  are  no  longer  desirable,  future 
nurses  have  been  confused  as  to  what  schools  they 
should  apply  for  admission.  The  high  school  coun- 
selors are  similarly  confused.  At  a national  as  well 
as  a local  level  there  is  now  agreement  that  all 
types  of  nursing  programs  must  be  maintained  in 
order  to  meet  the  needs  of  the  community  and  pa- 
tient. (See  appendix). 

The  potential  candidate  for  nurses  training  should 
be  encouraged  and  stimulated  to  follow  his  or  her 
interest.  The  candidate  with  an  excellent  educa- 
tional background,  financial  resources,  and  desire 
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should  be  stimulated  to  enter  a baccalaureate  pro- 
gram. The  candidate  with  a good  academic  back- 
ground, but  somewhat  limited  financial  resources 
should  be  directed  toward  the  diploma  programs  in 
nursing.  The  candidate  who  is  preferably  a high 
school  graduate  with  limited  financial  resources 
should  be  encouraged  to  enter  a licensed  practical 
nursing  program.  Students  who  cannot  qualify  for 
any  of  the  three  previous  programs,  but  who  have 
an  interest  in  nursing,  should  be  encouraged  to  be- 
come nurses  aids. 

Whether  or  not  the  existing  training  programs 
should  be  expanded  with  initiation  of  associate  de- 
gree programs  in  the  state  was  discussed.  Many 
problems  are  associated  at  the  present  with  the 
associate  programs.  The  foremost  problem  would 
be  finding  a faculty  for  such  a program.  Faculty 
for  the  existing  schools  is  in  short  supply  and  ini- 
tiation of  new  programs  would  only  further  dilute 
the  availability  of  competent  faculty  members. 
One  of  the  deficiencies  in  associate  degree  programs 
is  the  inadequacy  of  clinical  facilities  in  hospitals 
or  clinics  available  in  the  same  communities  as  junior 
community  colleges.  The  financing  of  the  schools 
is  difficult  because  the  cost  of  operating  a school 
of  nursing  is  large  and  the  funds  for  the  project 
would  have  to  be  derived  from  the  same  source  as 
support  the  existing  junior  college  programs.  A fur- 
ther problem  manifested  nationally  is  the  accredi- 
tation of  the  community  colleges.  In  the  State  of 
Nebraska  there  are  five  such  colleges,  none  of 
which  are  accredited  by  the  regional  accrediting 
Body  (that  is,  the  North  Central  Association).  At 
the  present  time,  the  University  of  Nebraska  will 
recognize  and  transfer  credits  from  only  two  of 
these  five  junior  colleges.  Nationally  45%  of  the 
junior  colleges  are  not  accredited  by  their  regional 
accrediting  bodies.  Students  trained  in  these  nurs- 
ing programs  would  be  unable,  if  they  so  desire,  to 
apply  the  credits  which  they  have  earned  toward 
advancement  of  their  education  to  a baccalaureate 
or  a masters  degree.  These  students  would  have 
to  start  all  over  at  an  accredited  university.  At 
a national  level  the  trainees  from  the  associate  de- 
gree programs  have  not  performed  as  well  on  the 
nurse  examinations.  When  these  programs  were 
first  initiated  as  pilot  studies,  their  performance  was 
better  than  presently.  In  1959  only  10%  of  them 
failed  the  examinations.  Since  that  time,  however, 
other  programs  have  been  instituted,  and  these  new 
programs  apparently  have  not  been  as  well  con- 
ceived as  were  the  pilot  programs  because  in  1967, 
24%  of  the  candidates  examined  from  these  pro- 
grams failed  the  nursing  examination. 

Up  to  the  present  time,  15  graduates  from  asso- 
ciate degree  programs  have  asked  for  licensure  by 
the  State  of  Nebraska.  Fourteen  of  these  appli- 
cants are  currently  licensed  and  one  was  denied 
licensure  on  the  basis  of  poor  recommendations. 
Ten  of  these  graduates  of  associate  degree  pro- 
grams are  currently  licensed  within  Nebraska  and 
five  of  them  are  currently  employed  in  the  state. 

Conclusions:  (1)  All  existing  nursing  training 

programs  in  the  state  should  be  supported  in  order 
that  they  may  meet  their  requirements  for  faculty 
and  for  expansion  of  student  enrollment.  (2)  There 
is  need  for  a statewide  recruitment  program  which 
should  function  at  a state,  county,  and  community 
level.  It  is  felt  that  the  Nebraska  State  Medical 
Association  and  its  individual  members  working 


with  their  state,  county,  and  local  organizations 
and  with  hospital  auxiliaries  could  be  of  immense 
assistance  in  such  recruitment.  The  people  of  Ne- 
braska must  see  that  all  students  interested  in  nurs- 
ing activities  should  be  guided  into  the  proper  pro- 
gram whether  it  is  a nurse  aid  program,  a licensed 
practical  nurse  program,  a three-year  diploma  pro- 
gram, or  a four-year  baccalaureate  degree  pro- 
gram if  the  nursing  needs  of  the  state  are  to  be 
met.  (3)  When  the  preceding  two  goals  have  been 
realistically  attained,  then  the  establishment  of  new 
training  programs  should  be  encouraged  and  ex- 
plored. (4)  The  total  nursing  needs  for  Nebraska 
should  be  analyzed,  and  the  effectiveness  of  the 
utilization  of  the  currently  available  nursing  man- 
power should  be  evaluated. 

RESOLUTION 

Whereas,  a shortage  of  nursing  personnel 
exists  in  the  State  of  Nebraska,  and 

Whereas,  nurse  training  programs  in  Ne- 
braska have  diligently  produced  quality  gradu- 
ates with  their  existing  facilities  and  faculties, 
and 

Whereas,  it  is  recognized  that  all  of  the 
existing  Baccalaureate  degree.  Diploma  and 
Licensed  Practical  Nurse  training  programs  in 
nursing  in  Nebraska  must  be  maintained  and 
strengthened  so  that  they  may  augment  their 
student  bodies,  and 

Whereas,  there  is  need  for  a cooperative, 
statewide  recruitment  of  personnel  into  all 
aspects  of  nursing  in  order  to  assure  a suffi- 
cient number  of  graduates  to  meet  the  needs  of 
Nebraska,  and 

Whereas,  there  is  need  to  recruit  trained 
nurses,  who  have  retired  from  nursing  in  oi'der 
to  raise  their  families,  back  into  the  active 
practice  of  their  profession. 

Therefore  be  it  resolved  that  the  Nebras- 
ka State  Medical  Association  will,  at  a state 
and  local  level,  help  strengthen  and  maintain 
all  existing  Baccalaureate  degree.  Diploma,  and 
Licensed  Practical  Nurse  training  programs  in 
Nursing  in  Nebraska  so  that  they  may  produce 
a greater  number  of  trained  nurses  for  Ne- 
braska, and 

Be  it  further  resolved  that  the  Nebraska 
State  Medical  Association  commend  the  Nebras- 
ka nurse  training  programs  for  their  past  ef- 
forts, and 

Be  it  further  resolved  that  the  Nebraska 
State  Medical  Association  cooperate  in  the  es- 
tablishment and  activation  of  a statewide  re- 
cruitment to  not  only  encourage  interested  peo- 
ple to  enter  all  fields  of  nursing,  but  also  to 
encourage  the  trained  nurse,  whose  family  is 
now  raised,  to  return  to  the  active  practice  of 
nursing,  and 

Be  it  further  resolved  when  existing  nurse 
training  programs  have  been  strengthened  to  the 
optimum,  that  the  Nebraska  State  Medical  As- 
sociation aid  in  investigating  the  feasibility  and 
establishment  of  new  nurse  training  programs 
in  nursing,  and 

Be  it  further  resolved  that  the  Nebraska 
State  Medical  Association  cooperate  with  other 
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interested  groups  in  analyzing  the  needs  for 
and  the  utilization  of  nurses  in  Nebraska. 

Respectively  submitted, 

J.  X.  TAMISIEA,  MD., 
Chairman. 

STATEMENT  ON  NURSING  EDUCATION 

The  NLN  Board  of  Directors  at  its  September 
1966  meeting  requested  that  the  League  issue  a 
statement  on  issues  facing  nursing  as  these  relate 
to  health  care  and  services.  The  following  statement 
by  the  Steering  Committee  of  the  Division  of  Nurs- 
ing Education  was  endorsed  by  the  NLN  board  in 
Febniary,  1967  for  the  guidance  of  the  NLN  mem- 
bership. 

The  membership  of  the  National  League  for  Nurs- 
ing adopted  the  following  resolution  in  May  1965 
at  the  NLN  Biennial  Convention: 

Resolution  No.  5 

“The  NLN  in  convention  assembled  recog- 
nizes and  strongly  supports  the  trend  toward 
college-based  programs  in  nursing.  The  NLN 
recommends  community  planning  which  will 
recognize  the  need  for  immediate  expedition  of 
recruitment  efforts  and  implement  the  order- 
ly movement  of  nursing  education  into  institu- 
tions of  higher  education  in  such  a way  that 
the  flow  of  nurses  into  the  community  will  not 
be  interrapted. 

“To  forward  the  continuing  professionaliza- 
tion of  nursing  reflected  in  this  statement,  the 
National  League  for  Nursing  shall  sponsor  a 
vigorous  campaign  of  interpreting  the  different 
kinds  of  programs  for  personnel  prepared  to 
perform  complementary  but  different  functions. 

“The  NLN  strongly  endorses  educational 
planning  for  nursing  at  local,  state,  regional, 
and  national  levels  to  the  end  that  through  an 
orderly  development  a desirable  balance  of 
nursing  personnel  with  various  kinds  of  prep- 
aration become  available  to  meet  the  nursing 
needs  of  the  nation  and  to  insure  the  uninter- 
rupted flow  of  nurses  into  the  community.” 

Since  the  passage  of  Resolution  No.  5 many  fac- 
tors have  seriously  affected  nursing  education  and 
nursing  services.  These  factors  have  tremendous 
impact  on  the  future  provision  of  quality  nursing 
care  for  the  people  of  the  nation. 

They  include: 

1.  The  serious  shoi'tage  of  faculty  for  all  types 
of  educational  programs  in  nursing.  Sta- 
tistics indicate  that  while  the  number  of 
nurse  faculty  members  increased  over  the 
past  two  years  (1964-66),  the  number  of  edu- 
cational programs  has  also  increased.  In 
1964,  1,817  programs  reported  15,580  full- 
time nurse  faculty  and  1,419  unfilled  budgeted 
positions.  In  1966,  2,195  programs  reported 
17,391  full-time  nurse  faculty  and  1,762  un- 
filled budgeted  positions. i 

2.  The  imbalance  in  ratios  of  registered  nurse 
personnel  to  auxiliary  nursing  personnel  is 
continuing  to  grow  at  an  alarming  rate. 

3.  The  marked  movement  by  institutions  of  high- 
er education  toward  the  development  of 
nursing  programs  both  in  the  junior  and 


community  colleges  and  the  senior  colleges  and 
universities. 

4.  The  rapid  and  premature  closing  of  diploma 
nursing  programs  is  cause  for  serious  concern. 
There  was  a drop  of  1,443  students  graduated 
from  diploma  schools  in  1964-65.  The  num- 
ber of  programs  in  1966  is  821.  It  is  ex- 
pected that  on  the  basis  of  reported  closing 
of  schools,  this  number  will  drop  below  750 
by  September  1968.  Of  the  76  schools  clos- 
ing, 49  are  NLN  accredited  programs. 

5.  The  dependence  of  nursing  care  of  the  future 
on  many  trends  not  foreseeable  at  this  time 
including  changes  in  the  character  of  medical 
care,  in  the  patterns  of  providing  health  serv- 
ices, in  the  preparation  of  allied  health  work- 
ers, and  in  developments  in  the  field  of  edu- 
cation. 

6.  The  growing  trend  to  prepare  various  groups 
of  auxiliary  personnel  to  assume  responsibility 
for  the  nursing  care  of  patients,  even  though 
such  auxiliary  personnel  are  neither  prepared 
by,  nor  supervised  by,  nurses.  The  emergence 
of  such  groups  reflects  the  critical  shortage 
of  nurses. 

In  the  light  of  these  facts  and  trends,  we  be- 
lieve: 

1.  In  order  that  the  nursing  needs  of  the  pa- 
tients may  be  met  by  nurses  with  the  type 
and  the  quality  of  preparation  required  in 
today’s  health  care  programs,  the  transfer- 
ence of  nursing  education  from  hospital- 
based  programs  to  those  based  in  appropriate 
educational  institutions  — universities,  senior 
and  junior  colleges,  technical  and  vocational 
schools  — should  take  place  only  after  com- 
munity (regional,  state,  or  local)  exploration, 
assessment,  and  planning  has  provided  reason- 
able assurance  that  the  programs  based  or 
initiated  in  institutions  of  higher  education 
can  prepare  as  many  or  more  graduates  than 
currently  being  prepared  under  present  ar- 
rangements. This  involves  provision  for  fac- 
ulty, facilities,  and  finances  adequate  to  en- 
sure the  development  of  high-quality  pro- 
grams. 

2.  In  accordance  with  Resolution  No.  5 and  with 
the  i-ecommendations  of  the  Surgeon  General’s 
report  and  the  statements  in  the  Report  of 
the  NLN  Committee  on  Perspectives,2  cur- 
rently NLN’s  major  efforts  for  expansion  of 
programs  should  be  dii'ected  toward  educa- 
tionally sound  associate  degree  and  bacca- 
laureate degree  programs. 

3.  Until  the  goal  of  Resolution  No.  5 can  be 
effected,  NLN  has  the  responsibility  to  as- 
sist all  educational  programs  in  nursing- 
masters,  baccalaureate,  diploma,  associate  de- 
gree, and  practical  nursing  — with  school  and 
faculty  improvement,  accreditation  seivices, 
and  student  recruitment. 

4.  The  quality  of  nursing  care  will  be  influ- 
enced by  the  knowledge  and  skill  level  of 
the  practitioners  involved  in  giving  that  care. 
This  in  turn  will  be  influenced  by  the  ratio 
of  professional  nurses  to  technical  and  voca- 
tional nurses  and  auxiliary  nursing  person- 
nel.2  The  cmvent  imbalance  that  exists  in 
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ratios  of  nursing  personnel  and  the  inade- 
quate preparation  of  auxiliary  personnel  does 
not  assure  quality  nursing  care.  To  provide 
such  care  and  to  improve  the  preparation  of 
these  workers,  the  NLN  must  continue  to  give 
direction,  guidance,  and  consultation  in  the 
planning  and  implementation  of  curricula  for 
auxiliary  nursing  programs. 

Certain  resources  and  activities  are  necessary  in 
order  to  provide  for  orderly  transition.  The  rapidity 
with  which  Resolution  No.  5 will  be  implemented 
will  vary  according  to  each  community’s  ability  to: 

1.  Utilize  community  suiwey  techniques  to  deter- 
mine a demonstrated  need  for  new  bacca- 
laureate and  associate  degree  programs. 

2.  Determine  the  availability  of  qualified  fac- 
ulty. 

3.  Consider  the  availability  of  educational  insti- 
tutions interested  in  and  willing  to  introduce 
new  nursing  programs. 

4.  Consider  the  adequacy  of  academic  and  clin- 
ical facilities  for  the  provision  of  learning  ex- 
periences. 

5.  Consider  the  adequacy  of  anticipated  financing 
for  the  program. 

6.  Plan  effectively  to  achieve  maximum  use  of 
educational  resources. 

Until  the  need  has  been  demonstrated  and  appro- 
priate resources  are  available,  and/or  conditions  are 
met,  any  action  taken  will  nullify  the  reasonable- 
ness of  introducing  a new  program.  Expert  consul- 
tation will  be  needed  during  the  period  of  explora- 
tion, assessment,  and  planning. 

Every  institution  developing  new  programs  must 
assume  major  responsibility  for  assuring  the  com- 
munity, students,  and  the  nursing  profession  that 
the  quality  of  education  for  nursing  will  meet  desir- 
able standards  in  terms  of  both  academic  and  clin- 
ical values. 

APPENDIX 

National  League  for  Nursing.  10  Columbus  Circle,  New  York. 

N.Y.  10019. 

1.  Nurse  Faculty  Census  1966.  National  League  for  Nurs- 
ing, New  York. 

2.  "Toward  Quality  in  Nursing.”  Report  of  the  Surgeon 
General’s  Consultant  Group  on  Nursing.  Public  Health  Seiwice, 
U.S.  Department  of  Health,  Education,  and  Welfare.  1963. 

"Perspectives  for  Nursing.”  National  League  for  Nursing, 
New  York,  1965. 

REPORT  OF  POLICY  COMMITTEE 

The  following  is  a supplementary  report  of  the 
Policy  Committee  on  those  subjects  referred  to  it 
by  the  House  of  Delegates  at  the  Mid-Winter  Ses- 
sion. 

RE-CERTIFICATION  — To  date,  there  has  not 
been  any  significant  progress  made  concerning  the 
re-certification  of  hospitalized  Medicare  patients. 
The  only  relief  in  this  area  appears  to  be  in  the 
Social  Security  Amendments  for  1967,  H.R.  5710, 
in  which  the  American  Medical  Association  strongly 
endorses  the  elimination  of  the  need  for  re-certi- 
fication.  It  would  appear  at  this  time  that  Federal 
Legislation  will  provide  the  only  potential  relief  for 
this  problem.  We  would  recommend  that  the  House 
of  Delegates  support  the  A.M.A.  on  this  issue. 

RESOLUTIONS  CONCERNING  CHANGES  IN 
A.M.A.  CODE  OF  ETHICS  — The  Executive  Sec- 
retaiy,  in  consultation  with  the  Policy  Committee, 


prepared  and  sent  letters  to  the  A.M.A.  as  directed 
by  the  Omaha-Douglas  County  Medical  Society  reso- 
lutions which  sought  the  reasons  behind  the  chang- 
ing of  the  A.M.A.  Code  of  Ethics  relating  to  Labora- 
tories. We  have  received  an  answer  from  Mr.  Ed 
Holman  from  the  A.M.A.,  and  the  letter  reads  as 
follows : 

F.  J.  L.  Blasingame,  M.D.,  has  sent  me  your 
letter  of  March  27  in  which  you  enclosed  a copy 
of  Resolutions  1 and  2.  Y'ou  ask  for  comments 
which  will  help  you  to  make  a report  in  con- 
nection with  these  two  resolutions. 

These  two  resolutions  refer  respectively  to 
the  Judicial  Council’s  opinion  on  “Laboratorj’ 
Services”  and  “Use  of  Terms  ‘Ethical’  and  ‘Un- 
ethical’ ” adopted  by  the  Council  at  its  Novem- 
ber 26,  1966,  meeting  and  accepted  by  the 
House  of  Delegates  at  its  Clinical  Convention 
in  November,  1966.  Each  of  the  resolutions  en- 
closed with  your  letter  asks  that  inquiry  be 
made  “as  to  why  such  action  was  taken.” 

The  opinion  of  the  Judicial  Council  entitled, 
“Laboratory  Services”  does  not  authorize  a 
physician  to  use  laboratoiy  facilities  providing 
inferior  sei'sdce.  The  opinion  of  the  Council 
entitled,  “Use  of  Terms  ‘Ethical’  and  ‘Uneth- 
ical’ ” calls  attention  to  the  fact  that  there 
are  differences  between  “ethical  conduct,”  “un- 
professional conduct,”  and  “conduct  contrary  to 
Association  policies.”  The  opinion  did  not' de- 
fine these  terms;  it  pointed  out  that  there  is  a 
difference  between  them. 

Only  the  delegates  who  voted  to  approve  the 
Report  of  the  Reference  Committee  recommend- 
ing approval  of  these  opinions  can  say  why 
they  voted  as  they  did. 

The  letter  does  not  apparently  answer  the  inquirj- 
and  perhaps  some  direction  should  be  given  to  the 
A.M.A.  Delegates  if  the  House  feels  this  matter 
should  be  pursued. 

Also  as  directed.  Dr.  Charles  Hudson,  President 
of  the  A.M.A.,  was  written  concerning  the  feeling 
of  this  Association  on  comments  which  he  had  made 
concerning  the  transition  of  Medicare. 

AD  HOC  COMMITTEE  ON  NURSING  EDUCA- 
TION — We  are  pleased  to  report  that  the  above 
committee  has  had  several  meetings  since  the  Mid- 
Winter  Session  and  the  report  of  their  activities 
is  in  the  hands  of  all  delegates  for  their  consid- 
ei’ation. 

VENDOR  PAYMENT  — A resolution  introduced 
at  the  Mid-Winter  Session  requested  the  Associa- 
tion to  attempt  to  introduce  legislation  to  remove 
the  vendoi’  payment  requirement  from  the  current 
Welfare  program.  Due  to  the  lateness  of  the  legis- 
lative session,  the  deadline  for  individual  bills  was 
past  and  inquiry  indicated  that  a committee  bill  on 
this  subject  could  not  be  introduced.  Therefore,  the 
consideration  of  this  matter  will  have  to  wait  until 
the  1969  Session  of  the  Legislature. 

1968  CENTENNLYL  MEETING  — The  Policy 
Committee  recommends  that  the  President  of  the 
Association  appoint  an  Ad  Hoc  Committee  consist- 
ing of  no  less  than  five  members  for  the  purpose  of 
making  plans  for  the  obseiwance  of  the  Nebraska 
State  Medical  Association  Centennial  Meeting  in 
1968.  This  committee  should  work  closely  with  the 
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Scientific  Sessions  Committee  so  that  the  Centen- 
nial observances  will  be  coordinated  with  the  over- 
all 1968  program.  It  is  further  suggested  that  the 
committee  communicate  with  the  Board  of  Trustees 
relative  to  the  appropriation  of  the  necessary  sums 
of  money  to  carry  out  the  Centennial  activities. 

REPORT  OF  INSURANCE  COMMITTEE 

The  Insurance  Committee  has  met  and  considered 
the  questions  of  Disability  Insurance  (Guardian 
Insurance  Company)  and  the  Keogh  Plan  (Mr.  Joe 
Yetman).  It  is  the  recommendation  of  this  Com- 
mittee that  we  avoid  endorsing  any  one  company, 
particularly  at  this  time,  in  regards  to  Disability 
Insurance  or  Keogh  Plan  financing,  and  that  each 
physician  decide  for  himself  and  act  for  himself 
in  this  matter. 

Respectfully  submitted, 

FRANK  COLE,  M.D., 
Chairman. 


REVISION  OF  BY-LAWS  OF  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
CHAPTER  VI  — DELEGATES 
Section  1.  Delegates  shall  be  members  of  and 
elected  by  component  societies,  or  groups  of  so- 
cieties so  organized,  having  a combined  membership 
of  five  or  more.  Each  component  society,  or  group 
of  societies  so  organized,  in  good  standing  having 
five  or  more  members  shall  be  entitled  to  send  to 
the  House  of  Delegates  each  year  one  delegate  for 
the  first  five  active  members  who  are  in  good 
standing  on  December  31  of  the  calendar  year  im- 
mediately preceding.  The  society,  or  group  of  so- 
cieties so  organized,  will  be  entitled  to  a second 
delegate  for  the  next  20  members  or  major  frac- 
tion (50%)  thereof  and  an  additional  delegate  for 
each  additional  fifty  members  or  major  fraction 
thereof. 


NUMERICAL  DETERMINATION  OF 


DELEGATES 

Number  of 
Member  Physicians 

0-  4 

5-  14  

15-  25  

26-  75  
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626-675  
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10 
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12 
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Each  delegate  shall  have  a regularly  elected  alter- 
nate who  shall  represent  his  component  society,  or 
group  of  societies  so  organized,  in  the  event  that  the 
delegate  is  unable  to  attend  part  or  all  of  the  ses- 
sions of  the  House  of  Delegates,  or  for  any  reason 
is  unable  to  qualify  for  such  service. 

Section  2.  A delegate  or  an  alternate  represent- 
ing a component  society,  or  group  of  societies  so 
organized,  shall  have  resided  and  practiced  in  Ne- 
braska and  shall  have  been  an  active  member  of  his 


component  society  for  at  least  two  years  immedi- 
ately preceding  his  election. 

Immediately  following  such  election,  the  secre- 
tary of  the  component  society,  or  group  of  societies 
so  organized,  shall  certify  the  elected  delegates  and 
alternates  to  the  Secretary-Treasurer  of  the  State 
Medical  Association. 

Section  3.  Delegates  of  the  component  society, 
or  group  of  societies  so  organized,  and  their  alter- 
nates shall  be  elected  for  a term  of  two  years  so 
rotated  that  one-half,  as  nearly  as  possible,  shall 
be  elected  each  year. 

(Section  4 does  not  need  changes,  and  reads  as 
follows) : 

Section  4.  During  a session  of  the  Association, 
an  accredited  delegate  or  his  regularly-elected 
alternate  may  serve  at  any  meeting  of  the  House 
of  Delegates;  and  the  decision  as  to  which  one  is 
to  be  seated  at  any  meeting  of  the  House  shall  be 
determined  between  themselves. 

Members  of  the  House  of  Delegates  shall  be 
officially  seated  at  any  meeting  when  they  have 
answei  ed  the  roll  call  prepared  by  the  Committee  on 
Credentials. 

Section  5.  Each  delegate  shall  be  entitled  to  one 
vote.  He  shall  represent  the  component  society,  or 
group  of  societies  so  organized,  through  which  his 
active  membership  originated.  Representation  in 
the  House  shall  not  be  accoided  to  a component  so- 
ciety, or  group  of  societies  so  organized,  whose 
delegates  or  alternate  is  absent. 

Chapter  XIII  — Component  Societies 

Section  3.  At  the  last  regular  meeting  of  the 
fiscal  year  preceding  the  Annual  Session  of  the 
Nebraska  State  Medical  Association,  each  com- 
ponent society,  or  group  of  societies  so  organized, 
shall  elect  delegates  and  alternates  to  represent  it 
in  the  House  of  Delegates,  as  prescribed  in  Chapter 
VI,  Sections  1,  2,  and  3 of  the  By-Laws.  The  sec- 
i-etary  of  each  component  society,  or  group  of  so- 
cieties so  organized,  shall  send  a list  of  such  dele- 
gates to  the  Secretary-Treasurer  of  the  Association, 
as  prescribed  in  Chapter  VI,  Section  2,  of  these  By- 
Laws. 


Proceedings  of 
House  of  Delegates 
Nebraska  State  Medical  Association 

May  1,  1967 

The  first  session  of  the  House  of  Delegates  was 
held  at  the  Sheraton-Fontenelle  Hotel,  Omaha,  Ne- 
braska, on  May  1,  1967.  The  House  was  called  to 
order  by  the  Speaker,  Dr.  Wm.  Nutzman. 

The  report  of  the  Credentials  Committee  showed 
that  44  delegates  were  present,  and  the  House  was 
declared  in  session. 

Dr.  Nutzman  called  for  approval  of  the  minutes 
of  the  Mid-Winter  Meeting  as  printed  in  the  April 
issue  of  the  Journal.  There  being  no  objection. 
Dr.  Nutzman  declared  these  minutes  approved  as 
published. 

The  following  Reference  Committee  appoint- 
ments were  approved  by  the  House: 
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Reference  Committee  No.  1 — 

Bernard  Wendt,  Chairman 
Dwaine  Peetz 
V.  D.  Norall 

Reference  Committee  No.  2 — 

L.  C.  Steffens,  Chairman 
R.  E.  Harry 
Paul  M.  Scott 

Reference  Committee  No.  3 — 

James  Dunlap,  Chairman 
H.  F.  Elias 
George  McMurtrey 

Reference  Committee  No.  4 — 

Edwin  Loeffel,  Chairman 
Houtz  Steenhurg 
Harlan  Papenfuss 

Reference  Committee  No.  5 — 

Charles  Landgraf,  Chairman 
Wm.  Doering 
R.  F.  Sievers 

Dr.  Nutzman  announced  the  times  and  place  for 
the  three  meetings  of  the  Nominating  Committee, 
and  the  following  Nominating  Committee  was  se- 
lected by  the  House  of  Delegates: 

1st  District — Carlyle  Wilson,  Omaha 
2nd  District — B.  F.  Wendt,  Lincoln 
3rd  District — H.  F.  Elias,  Beatrice 
4th  District — Robert  Benthack,  Wayne 
5th  District — Robert  Sorensen,  Fremont 
6th  District — W.  Ray  Hill,  Seward 
7th  District — K.  J.  Kenney,  Fairbuiy 
8th  District — James  Ramsey,  Atkinson 
9th  District — L.  S.  Steffens,  Kearney 
10th  District — H.  A.  McConahay,  Hol'drege 
11th  District — Bruce  Claussen,  North  Platte 
12th  District — C.  B.  Doi-wart,  Sidney 

Dr.  Nutzman  called  for  supplementai-y  committee 
reports,  and  asked  Dr.  Nye  for  the  report  of  the 
Policy  Committee.  Dr.  Nye  stated  that  the  report 
of  the  Policy  Committee  was  not  yet  reproduced, 
however  would  be  ready  for  distribution  later.  This 
report  was  referred  to  Reference  Committee  No.  1. 

The  House  was  informed  that  the  report  of  the 
Constitution  and  By-Laws  Committee  would  be  pre- 
sented at  the  second  session  of  the  House  on  Wed- 
nesday. 

The  next  report  called  for  was  that  of  the  Allied 
Professions  Committee  and  Dr.  Tamisiea  read  this 
report  and  also  the  report  of  the  Interprofessional 
Council.  These  two  reports  were  referred  to  Refer- 
ence Committee  No.  2. 

The  report  of  the  Insurance  Committee  was  read 
by  Dr.  Nutzman  and  this  was  referred  to  Reference 
Committee  No.  3. 

The  report  of  the  Ad  Hoc  Committee  on  Nursing 
Education  was  read  by  Dr.  Tamisiea  and  this  was 
referred  to  Reference  Committee  No.  4. 

The  next  order  of  business  before  the  House 
was  the  presentation  of  new  business,  and  Dr. 
Schenken  was  called  on  to  discuss  the  A.M.A.  Dis- 
ability Insurance  program.  Dr.  Schenken  said  that 
he  and  Dr.  Leininger  did  not  wish  to  be  instructed 
inasmuch  as  there  would  be  an  all-day  meeting 
on  this  subject  prior  to  the  A.M.A.  meeting  at 


which  time  more  information  on  this  would  be  pre- 
sented. 

Dr.  Bosley  gave  a report  on  the  current  status 
of  the  PKU  testing  bill  now  before  the  Legislature. 

Dr.  McGoogan,  representing  the  faculty  of  the 
University  of  Nebraska  College  of  Medicine,  pre- 
sented a brief  background  on  a resolution  which 
would  be  presented  concerning  the  need  for  funds 
for  expansion  of  the  Library  at  the  College  of 
Medicine. 

A brief  oral  report  on  the  Centennial  Health  Fair 
was  given  by  Dr.  A.  L.  Smith. 

Dr.  Nutzman  informed  the  House  that  Dr.  Paul 
Maxwell  had  been  appointed  as  interim  Secretarj'- 
Treasurer  of  the  Association  by  the  Board  of 
Ti-ustees  due  to  the  resignation  of  Dr.  Horace  V. 
Munger. 

Dr.  Schenken  repoited  on  a meeting  of  the  Na- 
tional Health  Forum  which  he  and  Dr.  Nye  had 
attended. 

Resolutions  were  called  for  and  the  following 
were  presented; 

Resolution  No.  1 — Dr.  McMurtrey,  Omaha-Doug- 
las  County  Medical  Society.  Re:  University  of  Ne- 
braska Medical  Library.  This  was  referred  to  Ref- 
erence Committee  No.  5. 

Resolution  No.  2 — Dr.  McMurtrey,  Omaha-Doug- 
las  County  Medical  Society.  Re:  Section  1801,  PL 
89-97.  This  was  referred  to  Reference  Committee 
No.  5. 

Resolution  No.  3 — Dr.  McMurtrey,  Omaha-Doug- 
las  County  Medical  Society.  Re:  Cigarette  smok- 
ing. This  was  referred  to  Reference  Committee  No. 
5. 

Resolution  No.  4 — Dr.  Gogela,  Lancaster  Coun- 
ty Medical  Society.  Re:  PL  89-749.  This  was  re- 
ferred to  Reference  Committee  No.  3. 

Dr.  Rogers,  Director  of  the  State  Department  of 
Health,  was  asked  to  discuss  PL  89-749  and  its 
implementation. 

Resolution  No.  5 — Lincoln  County  Medical  So- 
ciety. Re:  Panel  Programs  for  the  House  of  Dele- 
gates. This  was  referred  to  Reference  Committee 
No.  4. 

Room  assignments  for  the  Reference  Committees 
and  the  Nominating  Committee  were  made,  and  at- 
tention was  called  to  the  officers  which  were  to 
be  elected.  Mr.  Neff  called  attention  to  the  activ- 
ities for  the  remainder  of  the  day,  and  also  informed 
the  House  that  due  to  an  important  vote  in  the 
Senate,  Senator  Hruska  would  be  unable  to  be 
present  at  the  Tuesday  Luncheon  and  that  Repre- 
sentative Robert  Denney  would  be  the  speaker  at 
the  Tuesday  Luncheon. 

There  being  no  further  business,  the  House  was 
adjourned  until  8:00  a.m.,  Wednesday. 

Second  Session 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  the  Vice  Speaker,  Dr.  Mc- 
Fadden,  on  Wednesday,  May  3,  1967. 

The  report  of  the  Credentials  Committee  showed 
that  the  37  delegates  were  present,  and  the  House 
was  declaied  in  session. 
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The  first  order  of  business  was  the  consideration 
of  the  minutes  of  the  first  session.  Inasmuch  as 
each  member  had  a copy  of  the  minutes,  the  House 
gave  its  approval  to  dispense  with  the  reading  of 
these  minutes,  and  these  were  approved  as  printed. 

The  minutes  of  the  first  session  of  the  Board 
of  Councilors  were  read  by  Dr.  McFadden;  and 
these  minutes,  along  with  the  requests  for  Life 
Membership,  were  referred  to  Reference  Committee 
No.  5. 

Dr.  Charles  Hudson,  President  of  the  American 
Medical  Association,  was  introduced  to  the  House 
of  Delegates  by  Dr.  Nye  and  spoke  on  Medicare. 

Dr.  Nye  then  introduced  Dr.  Myron  C.  Waddell, 
President  of  the  Colorado  State  Medical  Association. 

Reports  of  the  Reference  Committees  were  called 
for  and  the  following  were  presented: 

Reference  Committee  No.  1 

Members  of  your  Reference  Committee  No.  1 
were  Drs.  Wendt,  Chairman,  Peetz  and  Norall. 

Your  Reference  Committee  No.  1 was  given  one 
report  to  consider,  that  of  the  Policy  Committee 
which  was  read  to  the  House  at  the  first  session. 
Your  Reference  Committee  considered  this  report 
and  recommends  its  approval. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  1 AS  A WHOLE. 

This  was  seconded,  and  discussion  followed  con- 
cerning the  tw’o  resolutions  relative  to  changes  in 
the  A.M.A.  Code  of  Ethics  which  were  presented 
at  the  Mid-Winter  Meeting  and  the  suggestion  of 
the  Policy  Committee  that  perhaps  some  direction 
should  be  given  to  the  A.M.A.  Delegates  if  the 
House  felt  this  matter  should  be  pursued.  Dr. 
Wendt  said  that  the  Reference  Committee  felt  that 
they  would  not  recommend  that  this  be  pursued 
further. 

The  report  of  Reference  Committee  No.  1 as  a 
whole  was  then  approved  by  the  House. 

Reference  Committee  No.  2 

Members  of  your  Reference  Committee  No.  2 
were  Drs.  Steffens,  Chairman,  Harry  and  Scott. 

Your  Reference  Committee  considered  the  report 
of  the  Allied  Professions  Committee  and  recom- 
mends the  approval  of  this  report  as  read. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 

approved  by  the  House. 

Your  Reference  Committee  considered  the  report 
of  the  Interprofessional  Council  as  read  and  rec- 
ommends the  approval  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 

approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  2 AS  A WHOLE.  This  was  approved 
by  the  House. 

Reference  Committee  No.  3 

Members  of  your  Reference  Committee  No.  3 
were  Drs.  Dunlap,  Chairman,  Elias  and  McMurtrey. 


Your  Reference  Committee  received  and  reviewed 
the  report  of  the  Insurance  Committee.  We  concur 
with  the  recommendation  of  this  Committee  and 
recommend  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  received  and  studied 
Resolution  No.  4,  concerning  apparent  contradic- 
tions in  PL  89-749.  We  believe  the  resolution  con- 
tains a potentially  valid  legal  objection  to  the 
statute  and  for  this  reason  we  recommend  adoption 
of  the  resolution. 

The  resolution  reads  as  follows: 

WHEREAS,  the  Public  Health  Services 
Amendments  of  1966,  PL  89-749,  establish  com- 
prehensive health  planning  at  all  levels  of 
government,  aimed  at  controlling  and  regulating 
health  services  for  every  person,  and 

WHEREAS,  implementation  of  the  law  re- 
quires establishment  of  state,  local  and/or 
area  health  planning  councils,  the  majority  of 
whose  members  must  be  consumers  of  health 
services,  and 

WHEREAS,  the  law  also  provides  that  there 
must  be  no  interference  with  existing  patterns 
of  private  professional  practice  of  medicine, 
dentistry,  and  related  healing  arts; 

NOW  THEREFORE  BE  IT  RESOLVED,  that 
the  law  has  a fatal  incompatibility,  in  that 
planning  of  health  services  by  unqualified  lay- 
men will  necessarily  interfere  with  existing 
patterns  of  private  professional  health  service, 
and 

THEREFORE,  BE  IT  FURTHER  RE- 
SOLVED, that  the  Nebi-aska  State  Medical  As- 
sociation instruct  its  member  delegates  to  the 
forthcoming  session  of  the  House  of  Delegates 
of  the  A.M.A.  to  introduce  this  resolution  and 
request  that,  under  guidance  of  legal  counsel, 
such  court  action  as  may  be  required  to  nullify 
PL  89-749  be  initiated. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  heard  considerable 
discussion  ingendered  by  a portion  of  Section  314 
of  PL  89-749,  which  reads  as  follows: 

“A  state  plan  for  comprehensive  state 
health  planning  must  provide  for  the  establish- 
ment of  a State  Health  Planning  Council  which 
shall  include  representatives  of  state  and  local 
agencies  and  non  - governmental  organiza- 
tions and  groups  conceimed  with  health, 
and  of  consumers  of  health  services,  to  advise 
such  state  agency  in  carrying  out  its  functions 
under  the  plan,  and  a majority  of  the  member- 
ship of  such  council  shall  consist  of  representa- 
tives of  consumers  of  health  seiwices.” 

We  believe  this  portion  of  the  law  is  typical  of 
the  nature  of  the  composition  of  many  of  the  health 
planning  committees  seiwing  governmental  func- 
tions. This  composition  in  most  cases  will  be  made 
up  of  a high  percentage  of  non-medical  individuals. 

For  this  reason,  we  would  recommend  to  Dr. 
Earl  Rogers  in  his  official  capacity  with  PL  89-749 
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that  he  give  careful  study  in  the  organization  of  the 
State  Health  Planning  Council  to  a strong  repre- 
sentation of  private  physicians.  To  this  end,  we 
would  suggest  that  consultation  between  Dr.  Rogers 
and  members  of  the  Planning  Committee  of  the 
Nebraska  State  Medical  Association  would  be  ap- 
propriate. 

There  is  an  implication  in  this  portion  of  the 
law  that  the  rules  of  life  for  health  and  medical 
matters  are  best  understood  by  non-medical  per- 
sonnel. This  implication  has  been  reiterated  count- 
less times  during  the  past  several  years  by  our 
social  planners. 

For  this  reason,  your  Reference  Committee  offers 
the  following  resolution: 

WHEREAS,  the  health  and  medical  needs  of 
our  nation  and  individual  citizens  are  of  para- 
mount importance,  and 

WHEREAS,  medical  matters  are  best  under- 
stood by  medically  trained  personnel,  and 

WHEREAS,  the  medical  profession  has  since 
time  immemorial  successfully  demonstrated  its 
willingness  and  ability  to  recognize  and  to  ac- 
cept responsibility  for  health  and  medical  care 
and  health  planning; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  go  on  rec- 
ord as  being  vigorously  opposed  to  health  care 
planning  committees,  which  committees  are  in 
the  main  composed  of  non-medical  individuals 
who  have  little  understanding  of  health  matters 
and  with  medical  individuals  who  by  virtue  of 
governmental  employment  have  had  little  or  no 
opportunity  or  desire  to  develop  an  awareness 
of  the  rights,  duties,  obligations,  and  expecta- 
tions of  the  private  citizen  and  private  physi- 
cian in  health  matters. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT  AND  THE 
RESOLUTION.  This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  3 AS  A WHOLE.  This  was  approved 
by  the  House. 

Later  in  this  second  session  of  the  House  of 
Delegates,  Dr.  Leininger  suggested  that  the  reso- 
lution on  Health  Care  Planning  Committees  of- 
fered by  Reference  Committee  No.  3,  be  directed 
to  the  American  Medical  Association  and  that  the 
wording  be  changed  accordingly.  Dr.  Dunlap  moved 
that  the  last  RESOLVED  be  amended  by  inserting 
“American  Medical  Association”  in  place  of  “Ne- 
braska State  Medical  Association,”  and  that  this 
resolution  again  be  read  at  the  third  session.  This 
was  approved  by  the  House.  This  would  then  read: 

“THEREFORE  BE  IT  RESOLVED,  that  the 
American  Medical  Association  go  on  record  as 
being ” 

Reference  Committee  No.  4 

Members  of  your  Reference  Committee  No.  4 
were  Drs.  Loeffel,  Chairman,  Steenburg  and  Papen- 
fuss. 

The  report  of  the  Ad  Hoc  Committee  on  Nursing 
Education  was  received.  Your  Reference  Commit- 
tee extends  the  commendation  of  the  Nebraska 


State  Medical  Association  to  this  committee  for  the 
excellence  of  its  report. 

The  Nebraska  State  Medical  Association  strong- 
ly supports  all  existing  programs  in  the  field  of 
nursing,  including  the  Baccalaureate  degree,  diploma 
and  licensed  practical  nurse  program.  We  urge 
expansion  of  these  programs  through  strengthening 
of  the  existing  programs  and  development  of  new 
training  programs  as  such  become  feasible.  In 
order  to  pro\dde  an  adequately  trained  faculty  for 
these  expanding  programs,  we  support  and  encour- 
age the  development  of  the  projected  Masters  de- 
gree program  in  nursing  at  the  University  of  Ne- 
braska. 

Your  Reference  Committee  heartily  endorses  the 
resolution  submitted  by  the  Ad  Hoc  Committee  and 
requests  that  copies  of  the  report  and  resolution 
be  sent  to: 

1.  Nebraska  Nurses  Association 

2.  Nebraska  League  of  Nurses 

3.  Directors  of  the  various  Schools  of  Nursing 
in  the  state 

4.  Allied  Professions  Committee 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

The  resolution  from  the  Lincoln  County  Medical 
Society  was  received.  Your  Reference  Committee 
is  in  sympathy  with  the  intent  of  this  resolution 
which  reads  as  follows: 

WHEREAS,  the  Lincoln  County  Medical  So- 
ciety has  always  supported  the  free  practice 
of  medicine,  and 

WHEREAS,  the  1967  Mid-Winter  Meeting  of 
the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  presented  a panel  discus- 
sion dealing  with  Medicare,  with  emphasis  on 
cooperation  on  the  members  of  the  Nebraska 
State  Medical  Association; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Lincoln  County  Medical  Society  objects  to  this 
type  of  program,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
Lincoln  County  Medical  Society  finds  it  diffi- 
cult to  sanction  the  attendance  of  their  dele- 
gate at  further  meetings  of  the  House  of  Dele- 
gates if  such  meetings  present  socialistically 
oriented  programs  designed  to  encourage  the 
cooperation  of  the  physicians  of  Nebraska  with 
Medicare. 

Because  it  is  necessary  for  medicine  to  remain 
organized,  it  is  vital  that  avenues  of  communica- 
tion and  discussion  be  available  to  all,  rather  than 
usurp  the  time  provided  for  deliberations  by  the 
House  of  Delegates,  your  Reference  Committee  rec- 
ommends that  such  future  forums  or  reports  be 
made  a part  of  the  general  program  of  the  meeting 
of  the  Nebraska  State  Medical  Association,  and  fur- 
ther that  a summai’y  of  these  sessions  be  made 
available  to  each  member  of  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
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TEE  NO.  4 AS  A WHOLE.  This  was  approved  by 
the  House. 

Reference  Committee  No.  5 

Members  of  your  Reference  Committee  No.  5 
were  Drs.  Landgraf,  Chairman,  Doering  and  Siev- 
ers. 

Your  Reference  Committee  considered  Resolution 
No.  1,  presented  by  the  Omaha-Douglas  County 
Medical  Society  concerning  the  library  at  the  Uni- 
versity of  Nebraska  College  of  Medicine.  The  Ref- 
erence Committee  endorses  this  resolution  and  moves 
its  adoption.  The  resolution  reads  as  follows: 

WHEREAS,  the  ever-growing  needs  of  the 
medical  profession  in  the  fields  of  education, 
at  both  the  graduate  and  under-graduate  levels, 
is  a well-recognized  problem,  and 

WHEREAS,  the  University  of  Nebraska  Col- 
lege of  Medicine  is  now  engaged  in  multiple 
efforts  to  improve  the  education  of  the  physi- 
cian at  all  levels,  including  in  this  effort,  an 
extensive  building  program,  and 

WHEREAS,  the  University  of  Nebraska  Col- 
lege of  Medicine  and  its  Alumni  Association 
are  now  engaged  in  a drive  for  funds  for  the 
completion  of  the  Medical  Library  portion  of 
this  building  program. 

THEREFORE,  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  go  on  record  as  supporting 
whole-heartedly  this  worthy  cause; 

AND  FURTHER,  BE  IT  RESOLVED,  that 
the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  offer  the  services  of  the 
Nebraska  State  Medical  Association  in  the 
promulgation  of  this  worthy  cause,  insofar  as 
is  practicable; 

AND  FURTHER  BE  IT  RESOLVED,  that 
the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  cause  this  resolution  to  be 
presented  to  the  news  media,  the  University  of 
Nebraska  College  of  Medicine  and  its  Alumni 
Association,  and  all  other  interested  parties. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
No.  2,  presented  by  the  Omaha-Douglas  County 
Medical  Society  concerning  Section  1801  of  PL 
89-97.  The  Reference  Committee  endorses  this  reso- 
lution with  the  following  change.  The  phrase  in 
the  first  RESOLVE,  “American  Medical  Associa- 
tion be  directed,”  is  deleted  and  replaced  with  the 
following  phrase,  “Nebraska  State  Medical  Associa- 
tion delegates  to  the  American  Medical  Association 
be  instructed  to  ask  at  the  June,  1967  meeting  of 
the  American  Medical  Association  House  of  Dele- 
gates that  the  American  Medical  Association  under- 
take . . .”  The  resolution  now  reads: 

WHEREAS,  Section  1801  of  PL  89  - 97 
states,  “Nothing  in  this  title  shall  be  con- 
strued to  authorize  any  Federal  officer  or  em- 
ployee to  exercise  any  supervision  or  control 
over  the  practice  of  medicine  of  the  manner 
in  which  medical  services  are  provided,  or  over 
the  selection,  tenure  or  compensation  of  any 


officer  or  employee  of  any  institution,  agency 
or  person  providing  health  services;  or  to  exer- 
cise any  supervision  or  control  over  the  ad- 
ministration or  operation  of  any  such  institu- 
tion, agency,  or  person,”  and 

WHEREAS,  the  Rules  and  Regulations 
promulgated  under  PL  89-97  in  many  areas 
have  exercised  supeiwision  and  control  over  the 
practice  of  medicine  and  its  practitioners. 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  delegates 
to  the  American  Medical  Association  be  instruct- 
ed to  ask  at  the  June,  1967,  meeting  of  the 
American  Medical  Association  House  of  Dele- 
gates that  the  American  Medical  Association 
undertake  an  analysis  to  determine  whether  or 
not  implementation  of  the  law  has  violated 
provisions  of  Section  1801,  and  also 

BE  IT  FURTHER  RESOLVED,  that  the  re- 
sults of  this  investigation  be  reported  to  the 
House  at  the  next  Interim  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

Your  Reference  Committee  considered  Resolution 
No.  3 from  the  Omaha-Douglas  County  Medical  So- 
ciety concerning  cigarette  smoking.  The  general 
intent  of  this  resolution  is  endorsed  with  the  fol- 
lowing changes.  In  the  first  RESOLVED,  the 
word  “potential”  is  inserted  between  the  words  “a” 
and  “health.”  In  addition,  in  the  second  RESOLVE 
the  phrase,  “its  members  to  cooperate  in  educational 
endeavors  to  discourage  cigarette  smoking  by  the 
general  public,  especially  youths  of  elementary,  high 
school  and  college  ages,”  is  deleted  and  replaced 
with  the  phrase,  “scientifically  valid  research  and 
education  concerning  cigarette  smoking.”  This  I'eso- 
lution  now  reads: 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  publicly  states  that  cigarette 
smoking  is  a potential  health  hazard;  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska State  Medical  Association  encourages 
scientifically  valid  research  and  education  con- 
cerning cigarette  smoking. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT  AS  AMENDED. 
This  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  THIS  REFERENCE  COMMIT- 
TEE NO.  5 AS  A WHOLE  AS  AMENDED.  This 
was  approved  by  the  House. 

Dr.  McFadden  called  for  unfinished  business,  and 
the  two  following  resolutions  were  presented: 

Resolution  No.  1 — Dr.  Steffens.  Re:  Hiring  of 
lobbyist  for  Association.  This  was  referred  to  Ref- 
erence Committee  No.  3. 

Resolution  No.  2 — Nominating  Committee.  Re: 
Vice  Presidency.  This  was  referred  to  Reference 
Committee  No.  4. 

Dr.  Cornelius  was  granted  permission  of  the 
floor  and  gave  the  House  a shoii;  report  of  obseiwa- 
tions  and  feelings  of  physicians  on  socialized  medi- 
cine in  the  countries  which  were  visited  last  sum- 
mer by  people  on  the  People  to  People  tour. 

Dr.  Gurnett  gave  a report  to  the  House  of  Dele- 
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gates  on  remarks  made  by  Dr.  Carruth  Wagner  of 
the  U.  S.  Public  Health  Service  at  a meeting  on 
Monday  evening.  Dr.  Wagner  talked  on  govern- 
ment programs  related  to  medicine.  Dr.  Gurnett 
stated  that  he  brought  these  remarks  to  the  at- 
tention of  the  House  as  he  felt  the  House  of  Dele- 
gates should  reaffirm  their  stand  in  opposition 
to  the  Medicare  program  and  that  it  should  be 
made  public. 

Dr.  Bosley  asked  that  a summary  of  the  re- 
marks made  by  Dr.  Cornelius  be  reproduced  and 
made  available  to  the  members;  and  Dr.  Gogela 
suggested  that  this  be  released  to  the  press.  These 
two  suggestions  were  approved  by  the  House. 

Dr.  Kuper  was  asked  to  present  the  report  of 
the  Constitution  and  By-Laws  Committee  to  the 
House  of  Delegates,  and  this  report  was  referred  to 
Reference  Committee  No.  5. 

Following  announcement  of  the  time  and  places 
for  meetings  of  the  Reference  Committees,  the 
meeting  was  adjourned  until  8:00  a.m.,  Thursday. 

Third  Session 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker,  Wm.  Nutzman,  M.D., 
on  May  4,  1967. 

A report  of  the  Credentials  Committee  showed 
that  40  delegates  were  present,  and  the  House  was 
declared  in  session. 

The  first  order  of  business  was  the  consideration 
of  the  minutes  of  the  second  session.  The  House 
gave  its  approval  to  dispense  with  the  reading  of 
the  minutes  as  each  delegate  had  a copy  of  these, 
and  the  minutes  were  approved  as  printed. 

Dr.  Nutzman  called  for  the  report  of  the  Nom- 
inating Committee  and  the  Chairman,  Dr.  Steffens, 
presented  the  following  slate  of  officers: 

President-Elect  — Frank  H.  Tanner,  M.D., 
Lincoln 

Vice  President  — George  B.  Salter,  M.D., 
Norfolk 

Councilors: 

5th  District  — H.  D.  Kuper,  M.D.,  Columbus 
6th  District  — W.  Ray  Hill,  M.D.,  Seward 
7th  District  — Chas.  Ashby,  M.D.,  Geneva 
8th  District  — Robert  Waters,  M.D.,  O’Neill 

Delegate  to  A.M. A.  — Earl  F.  Leininger,  M.D., 
McCook 

Alternate  Delegate  to  A.M. A.  — W.  C.  Kenner, 
M.D.,  Nebraska  City 

Board  of  Directors,  Nebr.  Medical  Service: 

R.  E.  Garlinghouse,  M.D.,  Lincoln 
R.  J.  Morgan,  M.D.,  Alliance 
D.  A.  Nye,  M.D.,  Kearney 
A.  J.  Offerman,  M.D.,  Omaha 
H.  J.  Papenfuss,  M.D.,  Lincoln 
Fay  Smith,  M.D.,  Omaha 

Delegate  to  North  Central  Conference: 

Paul  J.  Maxwell,  M.D.,  Lincoln 

It  was  moved  that  the  nominations  be  closed  and 
a unanimous  ballot  be  cast  for  the  slate  of  officers 
presented  by  the  Nominating  Committee.  This  was 
seconded  and  carried. 


The  minutes  of  the  second  session  of  the  Board 
of  Councilors  were  read,  and  these  were  approved. 

The  Speaker  called  for  a report  of  the  Board  of 
Trustees.  In  the  absence  of  the  Chairman,  Dr. 
R.  R.  Best  made  a short  oral  report  stating  that 
the  financial  situation  of  the  Association  was  good. 

The  Speaker  called  for  reports  of  Reference  Com- 
mittees, and  the  following  were  presented: 

Reference  Committee  No.  3 

Members  of  your  Reference  Committee  No.  3 
were  Drs.  Dunlap,  Chairman;  Elias  and  McMurtrey. 

Your  Reference  Committee  met  in  consideration 
of  the  resolution  concerning  the  desirability  of  em- 
ploying a full-time  professional  legislative  repre- 
sentative. 

The  resolution  reads  as  follows: 

WHEREAS,  there  are  multiple  and  confusing 
bills  related  to  medicine  introduced  in  each 
session  of  the  Unicameral,  and 

« 

WHEREAS,  these  bills  require  the  constant 
work,  guidance  and  news  dissemination  of  our 
Society,  and 

WHEREAS,  the  staff  has  done  a fine  job  in 
the  past  but  is  increasingly  overburdened  with 
other  necessary  demands  on  their  time  at  the 
present; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Policy  Committee  explore  the  desirability  of 
employing  a full-time  lay  professional  legisla- 
tive representative. 

Considerable  favorable  testimony  was  heard  con- 
cerning this  resolution.  The  general  concensus  of 
those  testifying  was  that  the  employment  of  such 
an  individual  was  several  years  past  due  and  that 
this  individual  should  be  hired  on  a full  time  basis 
and  should  be  of  the  highest  caliber.  It  was  fur- 
ther felt  that  the  general  position  should  be  re- 
sponsible to  the  Executive  Secretary  of  the  Nebras- 
ka State  Medical  Association,  and  the  scope  of 
activities  should  be  broad  enough  to  cover  the  entire 
field  of  medicine,  not  only  as  relates  to  doctors, 
but  also  as  relates  to  hospitals,  medical  schools, 
nursing  activities,  etc. 

MR.  SPEAKER,  YOUR  REFERENCE  COM- 
MITTEE RECOMMENDS  THE  ADOPTION  OF 
THIS  RESOLUTION. 

This  was  seconded,  and  discussion  followed.  The 
financing  of  this  was  discussed,  and  Dr.  Dunlap 
stated  that  the  Reference  Committee  felt  that  no 
doubt  this  would  mean  an  increase  in  the  dues. 
A part-time  lobbyist  was  also  discussed,  and  Dr. 
Dunlap  stated  that  all  who  appeared  before  the 
Reference  Committee  were  of  the  opinion  that  this 
should  be  a full-time  individual  as  called  for  in 
the  resolution. 

Following  this  discussion,  the  House  approved  this 
resolution  and  the  report  of  Reference  Committee 
No.  3 as  a whole. 

Reference  Committee  No.  4 

Members  of  Reference  Committee  No.  4 were 
Drs.  Loeffel,  Chairman;  Steenburg,  and  Papenfuss. 

The  following  resolution  from  the  Nominating 
Committee  was  received: 
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WHEREAS,  the  Nominating  Committee  is 
of  the  opinion  that  the  President-Elect  of  the 
Nebraska  State  Medical  Association  would  bene- 
fit from  a trainee  period  as  Vice  President; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Vice  President  be  a member  of  the  Policy  Com- 
mittee and  that  he  be  automatically  nominated 
for  President-Elect  the  following  year. 

Your  Reference  Committee  concures  with  the  in- 
tent of  this  resolution. 

Your  Reference  Committee  refers  this  matter 
of  the  Vice  Presidential  office  to  the  Constitution 
and  By-Laws  Committee  for  changes  as  follows: 

(1)  The  Transition  from  Vice  President  to  Presi- 
dent-Elect should  not  necessarily  be  auto- 
matic. 

(2)  The  Vice  President  be  a member  of  the 
Policy  Committee. 

(3)  The  Past  President  serve  only  two  years  on 
the  Policy  Committee  in  order  that  the 
present  odd  number  be  maintained. 

(4)  The  order  of  succession  in  the  event  the 
President  is  unable  to  continue  in  office 
shall  be  as  follows: 

a.  President-Elect 

b.  Vice  President 

(5)  The  Committee  on  Constitution  and  By-Laws 
should  pay  special  attention  to  Pages  4,  5, 
30  and  36  of  the  current  Constitution  and 
By-Laws  which  pertain  to  the  duties  of  the 
Vice  President. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE 
NO.  4.  This  was  approved  by  the  House. 

Reference  Committee  No.  5 

Members  of  your  Reference  Committee  No.  5 
were  Drs.  Landgraf,  Chairman;  Doering  and  Siev- 
ers. 

Your  Reference  Committee  considered  the  report 
of  the  Board  of  Councilors  and  moves  adoption  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  report 
of  the  Committee  on  Constitution  and  By-Laws 
having  to  do  with  representation  in  the  House  of 
Delegates  of  component  societies,  and  moves  adop- 
tion of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE 
NO.  5 AS  A WHOLE.  This  was  approved  by  the 
House. 

Dr.  Nutzman  then  read  the  resolution  presented 
by  Reference  Committee  No.  3 at  the  second  ses- 
sion which  had  to  lay  over  24  hours  before  final 
action  could  be  taken  by  the  House.  This  resolution 
concerned  Health  Planning  Committees.  Following 
considerable  discussion,  this  resolution  was  approved 
by  the  House. 


The  Speaker  asked  Dr.  Nye  and  Dr.  Dorwart  to 
present  the  newly  elected  President-Elect,  Dr.  Frank 
Tanner,  and  Vice  President,  Dr.  George  Salter,  to 
the  House  of  Delegates. 

Dr.  Nutzman  called  for  a motion  from  the  floor 
to  go  into  Executive  Session.  This  motion  was 
made,  seconded  and  approved  by  the  House. 

Following  the  adjournment  of  the  Executive  Ses- 
sion, Mr.  Neff  reported  on  the  status  of  the  Osteo- 
pathic Bill  in  the  Legislature. 

Dr.  Nutzman  called  for  a motion  for  the  location 
of  the  1968  Annual  Session  Meeting.  Dr.  Wendt 
moved  that  this  meeting  be  held  in  Lincoln,  and 
this  was  approved  by  the  House. 

The  House  approved  the  usual  letters  of  appre- 
ciation to  the  Omaha  Chamber  of  Commerce,  the 
Sheraton-Fontenelle  Hotel  and  the  Omaha-Douglas 
County  Medical  Society. 

There  being  no  further  business,  the  House  was 
adjourned. 


Exploratory  Gastrotomy  in  the  Management 
of  Massive  Gastrointestinal  Hemorrhage  — 
F.  J.  Freeark,  W.  J.  Norcross,  and  R.  J. 
Baker  (1825  W Harrison  St,  Chicago), 
Arch  Surg  94:684-695  (May)  1967. 

If  at  the  time  of  laparotomy  the  source  of 
bleeding  is  not  apparent,  exploratory  gas- 
trotomy  appears  preferable  to  empiric  resec- 
tion. Seventy-seven  patients  with  acute 
massive  bleeding  required  gastrotomy  for 
intraoperative  diagnosis  and  treatment.  In 
47  patients  with  no  abnormality  noted  prior 
to  gastrotomy,  the  following  diagnoses  were 
established:  gastric  ulcer  (15),  Mallory 

Weiss  syndrome  (11),  duodenal  ulcer  (8), 
hemorrhagic  gastritis  (5),  ruptured  scle- 
rotic vessel  (3),  and  miscellaneous  causes 
(2).  In  a second  group  of  30  patients,  an 
obvious  abnormality  was  noted  on  opening 
the  abdomen,  but  uncertainty  regarding  its 
relationship  to  the  bleeding  neccessitated 
gastrotomy.  Included  are  patients  with  cir- 
rhosis of  the  liver  (12),  splenomegaly  (3), 
masses  in  and  around  the  stomach  (7),  and 
patients  with  subserosal  discoloration  typical 
of  the  Mallory  Weiss  syndrome  (5).  Gas- 
trotomy established  the  relationship  between 
the  bleeding  and  the  specific  abnormality  in 
each  instance.  Bleeding  site  was  accurately 
identified  in  74  of  the  77  patients. 
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Long-Term  Results  in  Various  Treatments  of 
Hydrocephalus  — R.  Jones  (Royal  Alex- 
andra Hosp  for  Children,  Sydney,  Aus- 
tralia). J Neurosurg  26:313-315  (March) 
1967. 

One  hundred  and  ten  patients  with  pro- 
gressive hydrocephalus  not  associated  with 
myelomeningocele  were  treated  by  operation 
designed  to  bypass  the  block.  Noncommuni- 
cating hydrocephalus  was  treated  by  ven- 
triculocisternostomy for  stenosis  of  the  aque- 
duct or  by  craniotomy  for  congenital  obstruc- 
tion to  the  exits  of  the  fourth  ventricle. 
Control  of  hydrocephalus  was  achieved  in 
80%  although  some  needed  spinoperitoneal 
shunts  in  addition  to  achieve  this.  Commun- 
icating hydrocephalus  was  treated  by  spino- 
peritoneal shunts  either  to  suprahepatic 
space  or  fallopian  tube  depending  on  the  sex. 
Control  of  hydrocephalus  was  achieved  in 
90%.  The  revision  rate  is  less  than  with 
ventriculovenous  shunts.  In  view  of  the 
above  long-term  results,  it  is  suggested  that 
operations  of  this  type  be  considered  in  suit- 
able cases. 


Significance  of  Bacteriuria  in  Pregnancy  — 
H.  G.  Dixon  (Institute  of  Obstetrics  and 
Gynecology,  Hammersmith  Hosp,  Lon- 
don). Lancet  1:19-20  (Jan  7)  1967. 

Among  1,309  women  screened  in  early 
pregnancy,  71  had  significant  bacteriuria. 
Pyelonephritis  followed  in  significantly  more 
of  these  than  of  the  nonbacteriuric  patients. 
Patients  with  pyelonephritis  represented  only 
31.8%  of  the  patients  in  whom  pyelone- 
phritis developed.  Bacteriuria  in  early  preg- 
nancy did  not  seem  to  increase  the  likeli- 
hood of  prematurity,  neonatal  death,  still- 
birth, abortion,  essential  or  terminal  hyper- 
tension, and  preeclampsia. 

A Precise  Technique  for  the  Measurement 
of  Pain  — R.  E.  Peck  (Syosset,  NY). 
Headache  6:189-194  (Jan)  1967. 

A technique  for  measuring  pain  is  de- 
scribed which  involves  comparing  the  sub- 
jective sensation  of  pain  with  the  intensity 
of  a sound  continum  thus  making  for  a 
precise  numerical  measurement.  Examples 
of  its  use  in  various  contexts  are  given. 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cabal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O'Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
V'ocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


MY  JARGON  IS  BETTER  THAN 
YOUR  JARGON 

We  grew  up  traveling  by  train ; then  came 
the  Wright  Brothers  and  a barnstorming 
pilot  one  day  and  we  went  up  to  see  what 
was  it  with  the  birds.  Trains  were  different 
in  those  days:  you  could  sometimes  open 
the  windows ; they  sold  sandwiches  and 
candy;  and  an  upper  berth  was  a luxury 
beyond  our  reach.  But  our  children  flew 
before  they  entrained;  we  hung  signs  round 
their  necks  that  said  my  name  is  Jill  C. 
and  my  grandmother  will  meet  me,  and  they 
were  not  to  accept  candy  from  strangers. 
We  just  put  our  number  two  son  on  his 
first  train  (roomette,  no  upper  berth)  and 
it  took  off  a little  late,  no  later  than  the 
aeroplanes,  as  we  used  to  call  them,  do, 
though.  Why  are  we  late,  we  asked;  the 
unit  was  late,  he  said  and  walked  away. 

I suppose  the  unit  is  the  locomotive  or 
the  engine;  but  he  walked  away  assuming 
that  I knew  this.  Every  job  has  its  jargon. 
Ours  certainly  does.  Ours  is  a highly  spe- 
cialized, strange  sort  of  gibberish;  a non- 
understandable  (to  nondoctors)  slice  of  the 
English  language.  Our  English  is  English 
to  us,  but  is  it  not  Greek  to  others?  Do 
we  occasionally  walk  away  from  patients  or 
from  relatives,  thinking  we  have  explained 
when  they  have  not  understood?  What  can 
“explore”  mean  to  a wife?  Perhaps  we  use 
words  like  laminectomy  and  atrial  fibrilla- 
tion and  chromosomal  aberration  only  in  the 
doctors’  lounge,  but  does  congestive  failure 
mean  to  the  listener  what  it  does  to  us; 
does  “general  anesthesia;”  and  does  even 
“while  we’re  there,  we’ll  have  a look  at  the 
gallbladder?”  For  patient  and  wife  hang 
on  our  words,  and  if  our  speech  is  jargon, 
it  serves  only  to  close  the  conversation  and 
it  tells  them  nothing. 

We  have  some  four  missions  to  perform  in 
our  strange  priestly  lives:  we  must  cure 
when  we  can,  we  must  do  no  harm,  we  must 
allay  pain,  and  we  must  relieve  others  of 
fear.  But  when  we  leave,  and  the  patient, 
being  asked,  “What  did  he  say?”  answers, 
“I  don’t  know,”  we  have  failed. 

— F.C. 


DR.  AARDVARK  AND  A FEW 
ILLUSTRATIVE  CASES 

Our  hackles  are  rising  again : we  have 
just  read  the  beginning  of  an  article  on 
medicare  in  which  the  author  had  reached 
his  conclusion  before  he  began  his  what  is 
loosely  called  study,  and  an  article  with 
which  we  disagreed  wholeheartedly.  He  did 
have  evidence  of  a sort,  though;  it  was  non- 
sense preceded  by  the  words,  “Boston’s  Dr. 
Aardvark  says.”  Now,  if  I want  to  praise 
medicare,  which  means  that  I have  reached 
my  conclusion  before  I started,  I can  easily 
find  people  like  Dr.  Aardvark ; they  are  al- 
ways around,  waiting  to  be  found.  If  I am 
not  entirely  happy  with  government-in-medi- 
cine,  I can  far  more  easily  find  doctors 
and  patients  to  quote.  We  are  very  much 
interested  in  knowing  what  the  medical  pro- 
fession thinks  about  medicare,  and  we  want 
just  as  much  to  learn  how  patients  feel  about 
it,  but  we  couldn’t  care  less  about  Dr.  Aard- 
vark. 

We  remember  medical  articles  that  did 
not  impress  us,  and  whose  arguments  were 
supported  by  “a  few  illustrative  cases.” 
Why,  there  was  our  Boston  friend  again. 
Not  a statistical  analysis,  mind  you,  not  a 
random-selected  group,  not  a table,  but  “a 
few  illustrative  cases.”  They  were  selected 
by  the  author  to  support  his  argument,  and 
we  could  as  easily  have  selected  cases  to 
refute  it.  Our  only  conclusion  was  that  his 
argument  must  have  been  awfully  weak  if  he 
had  to  resort  to  so  pitiful  and  so  dishonest 
a device.  We  thought  this  sort  of  thing 
was  done  with  years  ago,  and  fooled  nobody. 

We  do  not  like  the  heavy  hand  of  govern- 
ment in  medicine. 

And  we  have  never  heard  of  Dr.  Aardvark. 

—F.C. 


CONSENT  FOR  WHAT? 

Consent  for  surgical  procedures  is  not  al- 
ways as  simple  as  it  sounds.  Why  consent 
forms  at  all?  The  thought  that  the  surgeon 
is  operating  on  you  by  force  is  patently  ab- 
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surd.  The  suggestion  that  you  have  been 
brought  to  the  hospital  against  your  will, 
and  have  been  taken  to  surgery  unwillingly 
and  without  your  awareness  is  nothing  if  not 
ridiculous.  The  druggist  does  not  need  your 
consent  when  he  hands  you  a packet  of  as- 
pirin, nor  does  the  dentist  when  he  fills  a 
tooth;  is  he  not  operating?  And  the  intern- 
ist goes  through  life  ordering  things  for  and 
doing  things  to  people  without  requiring 
them  to  sign  consent  forms.  It  is  a strange 
device,  it  seems  often  needless,  and  it  occa- 
sionally proves  troublesome.  The  child  who 
requires  surgery  while  the  parents  are  away 
presents  a rare  problem,  but  one  that  is  fair- 
ly solved,  and  one  that  cannot  be  the  excuse 
for  hundreds  of  thousands  of  other  cases ; in 
any  event,  the  child  with  vacationing  father 
and  mother  cannot  sign  consent.  Consent 
forms  may  be  a nuisance,  and  were  probably 
once  the  invention  of  an  overly  zealous  bu- 
reaucrat or  an  overworrisome  official.  But 
they  are  here.  Meanwhile,  we  have  been 
able  to  come  up  with  variations  that,  im- 
portant or  not,  may  give  us  pause. 

The  usual  consent. 

Informed  consent.  This  is  quite  different. 
The  patient  may  say  that  he  did  consent  to 
the  operation,  but  that  he  was  not  told  of 
possible  complications. 

Second  operation.  When  a patient  re- 
quires reoperating  during  the  same  hospital 
stay,  the  question  may  be  raised : is  the 
original  consent  adequate  for  the  second  pro- 
cedure? 

Emergency:  is  consent  necessary?  The 
surgeon’s  definition  of  emergency  may  not 
be  shared  by  others.  When  a patient  is 
bleeding  badly,  however,  there  may  not  be 
time  to  go  through  the  consent  signing  ritual. 

Consent  given  by  someone  else.  We  once 
had  a consent  form  signed  by  a friend; 
the  patient  was  adult,  conscious,  and  ra- 
tional. 

Consent  given  to  someone  else.  The 
question  has  been  asked : is  consent  given  to 
the  referring  physician,  and  to  the  surgeon, 
valid  ? 

Invasion  of  right  of  privacy;  consent  giv- 


en by  minor;  consent  for  photographs;  con- 
sent to  publish  a case  report. 

With  anesthesia,  if  necessary;  what  kind 
of  anesthesia? 

No  blood  to  be  given. 

Consent  for  any  procedure?  Additional 
procedure,  as  cholecystectomy  during  ab- 
dominal hysterectomy. 

Implied  consent.  We  sometimes  hear  that 
the  patient  came  to  the  hospital  to  have  the 
operation,  and  no  more  is  needed.  Oral, 
telephone,  letter,  and  telegram  consents. 

Forced  consents,  by  courts. 

Consent  where  the  patient  feels  that  suc- 
cess is  thereby  guaranteed. 

Consent  for  sterilizing  procedures. 

For  transfusion  only;  this  has  been  sug- 
gested. For  special  nonsurgical  procedures, 
as  myelography.  Negative  consent,  as  in 
not  performing  appendectomy  during  hys- 
terectomy. 

Consent  given  by  confused  patient.  Par- 
ents not  present. 

The  patient  who  can’t  write.  He  can  still 
give  or  refuse  to  give  consent.  Consent  for 
a specified  procedure.  Consent  given  after 
preanesthetic  medication. 

And  there  is,  as  Shaw  used  to  say,  the  doc- 
tor’s dilemma,  the  already  hospitalized  pa- 
tient who  will  not  consent  to  urgently  needed 
surgery  for  bowel  obstruction,  or  to  trans- 
fusion for  hemorrhage:  must  the  physician 
continue  to  treat  him  according  to  the  pa- 
tient’s directions,  and  in  a manner  of  which 
the  doctor  does  not  approve? 

No  consent;  apparently  none  is  required 
for  at  least  most  medical  treatment. 

Who  is  responsible?  We  have  heard  that 
a 20  year  old  married  man’s  consent  must 
or  may  be  signed  by  his  wife,  who  may  some- 
times be  younger  than  he.  On  one  occasion, 
a mother  signed  consent  for  her  20  year  old 
daughter,  but  the  daughter  turned  21  on  the 
day  of  surgery.  It  is  important  to  know 
on  occasion  if  a guardian  has  authority  or  if 
the  natural  parents  do.  And  there  is  always 
the  possibility  that  a father  may  want  his 
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child  to  have  surgery,  while  the  mother  may 
not. 

So  many  questions  are  raised.  Should  the 
patient  know  exactly  which  operation  will 
be  done,  or  shall  the  form  read  “any  proce- 
dure?” What  of  the  patient  who  consents, 
and  who  decides  otherwise  in  the  operating 
room?  What  ought  the  surgeon  to  do  if  he 
finds  more  pathology  at  the  operating  table? 
Is  the  consent  form  to  be  the  surgeon’s  or 
the  hospital’s?  How  valid  are  oral  consents? 
Is  the  patient  under  the  influence  of  his 
physician  when  he  gives  consent?  If  the 
patient  is  not  curious  and  agrees  to  any- 
thing, should  the  surgeon  still  explain  more 
than  the  patient  seems  to  want  to  know? 
What  about  experimental  drugs?  What  of 
language  barriers,  and  the  hard  of  hearing? 
Does  a preoperative  “hypo”  invalidate  con- 
sent? Does  a local  anesthetic? 

Must  our  nonsurgical  colleagues  explain 
all  side-effects  before  prescribing?  If  we 
read  to  the  patient  every  word  on  the  pack- 
age literature,  then  he  has  in  effect  become 
his  own  doctor,  for  he  will  decide  his  own 
therapy.  But  it  is  part  of  a physician’s 
burden  to  evaluate  risks,  and  to  shield  his 
patient  from  needless  fears. 

“The  patient  came  here  to  have  the  opera- 
tion, didn’t  he?”  may  seem  sensible  to  some, 
but  not  to  the  lawyer  and  not  to  the  litiga- 
tion-minded dissatisfied  patient.  The  day 
when  the  famous  English  surgeon  chased  his 
I’ve-changed-my-mind  patient  down  the  hall, 
knowing  what  was  best  for  him,  caught  him 
in  a closet,  and  flung  him  on  the  operating 
table,  is  long  gone. 

We  mean  only  to  show  that  the  picture  is 
not  perfectly  clear ; we  do  not,  of  course,  sug- 
gest that  we  need  dozens  of  consent  forms. 
But  silence  does  not  give  consent.  Consents 
are  required,  and  penalties  are  severe. 

— F.C. 


THE  POLICY  OF  THE  STUDENT 
AMERICAN  MEDICAL  ASSOCIATION 

The  Student  American  Medical  Associa- 
tion held  its  17th  annual  meeting  in  May, 
1967,  in  Chicago.  Its  House  of  Delegates 


acted  on  50  resolutions  and  passed  several 
which  “thereby  become  SAMA  policy.” 

SAMA  is  in  favor  of  “medically  super- 
vised therapeutic  abortion  if  requested  by 
the  patient  and  if  the  doctor,  with  the  agree- 
ment of  two  other  doctors,  believe  in  its 
medical  necessity;”  encourages  education  “on 
basic  contemporary  health  problems;”  and 
endorses  “in  principle  the  freedom  of  physi- 
cians to  prescribe  drugs  by  trade  name.” 

SAMA  went  “on  record  as  favoring  a mini- 
mum salary  of  $5,000  per  year  for  interns 
and  residents  as  one  of  the  requirements  for 
approval  of  intern  and  resident  programs 
by  the  AMA.  . .” 

“No  position  was  taken  with  regard  to 
the  war  in  Vietnam  but  . . . SAMA  continues 
to  support  the  policy  of  allowing  physicians 
to  fulfill  their  military  obligation  without 
actually  being  a member  of  the  Armed 
Forces,  by  alternate  service  in  the  United 
States  Public  Health  Service.” 

No  position  was  taken  with  regard  to  the 
war  in  Vietnam. 

—F.C. 

THE  AMA  MET  AGAIN 

The  House  of  Delegates  of  the  AMA  got 
together  in  June,  at  Atlantic  City.  The 
House  was  presented  with  151  items  of  busi- 
ness, including  a record  total  of  123  resolu- 
tions from  state  medical  associations,  18 
reports  from  the  Board  of  Trustees,  four  re- 
ports from  the  Council  on  Medical  Service, 
three  from  the  Council  on  Constitution  and 
By-laws,  two  from  the  Council  on  Medical 
Education,  and  one  from  the  Judicial  Coun- 
cil. 

Dwight  L.  Wilbur,  M.D.,  of  San  Fran- 
cisco, became  president  - elect.  M a 1 c o m 
Phelps,  M.D.,  El  Reno,  Oklahoma,  was  elect- 
ed vice-president.  Walter  Bornemeier,  M.D., 
Chicago,  was  re-elected  speaker.  Milford 
Rouse,  M.D.,  Dallas,  Texas,  was  inaugurated. 
The  Distinguished  Service  Award  was  pre- 
sented to  E.  W.  Alton  Ochsner,  M.D.,  of 
New  Orleans. 

The  House  concerned  itself  with,  among 
other  things,  these  matters: 

1.  Therapeutic  abortion. 
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2.  Health  care  cost. 

3.  Government  health  programs. 

4.  Physician  control  over  collection  and 
disbursement  of  professional  fees. 

5.  Minis  Commission  and  Commission 
on  Research. 

G.  Medicine  and  osteopathy. 

7.  Medical  manpower. 

8.  Committee  on  Planning  and  Develop- 
ment. 

9.  Members’  disability  insurance  pro- 
gram. 

10.  Political  action. 

11.  Generic  prescribing. 


Ventilatory  Changes  in  Obese  Persons  Dur- 
ing Oxygen  Breathing  — G.  C.  Leiner 
et  al  (VA  Hospital,  East  Orange,  NJ). 
Amer  J Med  Sci  253:425-430  (April)  1967. 

The  minute  volume  of  ventilation  was  de- 
termined in  12  markedly  obese  patients  when 
breathing  air  and  when  breathing  oxygen. 
When  breathing  oxygen,  the  minute  volume 
of  ventilation  was  9%  to  52%  lower  than 
when  breathing  air,  due  to  a decrease  of 
ventilatory  rate  and  the  tidal  volume.  At 
the  same  time,  there  was  an  increase  of  the 
oxygen  uptake.  Arterial  blood  gas  studies 
revealed  the  presence  of  hypoxemia  at  rest 
in  all  patients.  The  decrease  in  minute  vol- 
ume is  probably  due  to  a decreased  sensitiv- 
ity of  the  respiratory  center.  The  oxygen 
deficit  is  the  cause  of  the  increase  of  the 
oxygen  uptake  during  oxygen  breathing. 

Pulmonary  Resection  as  Treatment  for  Coc- 
cidioidomycosis of  Lung  — J.  Guadala- 
jara M.  et  al  (Lagos  322,  Monterrey, 
Mexico).  Dis  Chest  51:64-66  (Jan)  1967. 

Fifteen  patients  with  surgical  manage- 
ment of  pulmonary  coccidiomycosis  are  pre- 
sented. Associated  pulmonary  tuberculosis 
was  definitely  proved  in  one  case,  and  posi- 
tive culture  scotochromogen  atypical  bacilli 
was  an  interesting  finding  in  two  more.  The 
postoperative  complications  were  related  to 
pleural  effusions  or  minimal  pleural  spaces 


or  both.  None  of  these  complications  need- 
ed additional  therapeutic  measures  for  a 
satisfactory  result.  To  date,  all  patients 
are  living  and  without  radiological  evidence 
of  pulmonary  disease  or  postoperative  se- 
quelae. Clinically,  only  one  patient  presents 
with  episodes  of  bronchitis  with  broncho- 
spasm,  which  exacerbates  periodically.  Pul- 
monary resection  in  absence  of  antifungal 
agents  is  of  definite  value.  None  of  the 
patients  was  treated  with  amphotericin  B. 

Urinary  Infection  Presenting  With  Jaundice 
— A.  B.  Arthur  and  B.  D.  R.  Wilson  (St 
Thomas’  Hosp,  London) . Brit  Med  J 1 :539 
March  4)  1967. 

Details  are  presented  of  three  patients, 
aged  3,  4,  and  7 weeks,  in  whom  an  other- 
wise unexplained  jaundice  was  shown  to  be 
caused  by  urinary  infection.  Treatment  of 
the  infection  with  antibiotics  caused  the 
jaundice  to  clear.  A 12-year-old  girl,  suffer- 
ing from  infective  hepatitis,  and  with  jaun- 
dice relapse  on  two  occasions  in  association 
with  urinary  infection,  is  described;  jaun- 
dice cleared  on  each  occasion  with  treatment 
of  the  infection.  Exact  pathogenesis  of  the 
jaundice  remains  obscure  as  both  hemolysis 
and  hepatocellular  toxicity  appear  to  be  in- 
volved. In  all  cases  of  obscure  jaundice, 
culture  of  the  urine  is  mandatory. 

Significance  of  Intermittent  Glucosuria  Dur- 
ing Pregnancy  — A.  I.  Icaza  and  V.  N. 
Nogueda  (Hosp  de  Gineco-Obstetricia  No. 
1,  Mexico  City).  Amer  J Obstet  Gynec 
96:928-930  (Dec  1)  1966. 

Forty-eight  pregnant  patients  with  meas- 
urable amounts  of  glucose,  with  a previous 
“normal”  glucose  tolerance  test,  were 
studied.  All  urine  specimens,  before  quan- 
titation, were  tested  with  oxidase  paper.  A 
triamcinolone  glucose  tolerance  test  was 
carried  out  in  all  patients  three  to  seven 
weeks  after  delivery;  forty  subjects  out  of 
48  showed  an  altered  triamcinolone  test. 
Incidence  of  clinical  manifestations  of  “pre- 
diabetes,” such  as  over-size  babies,  abor- 
tions, stillbirths,  and  polyhydramnios,  was 
high  in  the  glucosuric  patients  and  similar  to 
those  observed  elsewhere. 
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ORIGINAL  ARTICLES 


The  Rise  of  20th  Century 
Medicine  in  America 


I deeply  appreciate  the  honor 
and  the  privilege  of  participat- 
ing and  sharing  in  this  cen- 
tenary celebration  of  the  Nebraska  State 
Medical  Association.  In  this  century  that 
we  are  honoring  today  science  in  general 
and  American  medicine  in  particular  have 
made  greater  strides  than  in  the  entire  pre- 
vious history  of  man.  The  advances  in  our 
basic  knowledge  of  health  and  disease,  have 
lengthened  the  average  human  life  span  by 
several  decades.  With  improved  mental  and 
physical  health,  both  public  and  private, 
our  economic,  political,  and  scientific,  and 
industrial  leaders,  have  brought  this  country 
to  a peak  of  prosperity  and  breadth  of  vi- 
sion, which  now  includes  the  entire  universe, 
including  outer  space. 

But  just  how  far  and  from  whence  have 
we  in  medicine  come?  And,  with  what  au- 
thority do  I have  the  temerity  to  come  to- 
day to  review  with  you  these  momentous 
intervening  years  ? 

Medical  education  in  America  at  the  turn 
of  this  20th  Century,  consisted  in  most  cen- 
ters of  two  terms  of  six  months  each,  in 
a proprietary  medical  school  run  for  the 
profit  from  student  tuition  fees,  and  with 
amphitheatre  lectures  only;  no  laboratories, 
no  bedside  teaching,  no  practical  clinical 
work.  The  second  six  months  of  lecture  were 
largely  a repetition  of  the  first. 

One  such  young  physician  graduate  re- 
turned from  a Chicago  medical  school  to  his 
small  Ohio  home  town,  June  1,  1896,  having 
grown  a moustache  and  beard  to  impress 
his  first  patients  with  an  apparent  age  and 
experience  he  did  not  possess.  His  young 
sister  was  about  to  have  her  first  baby,  and 
with  natural  pride,  she  insisted  that  he  at- 
tend her,  so,  on  June  5,  just  five  days  out 
of  Medical  School,  and  with  only  observa- 
tion obstetrical  experience,  he  delivered  his 
first  baby  in  his  sister’s  home,  there  being 
no  hospital. 


CHARLES  AUSTIN  DOAN,  M.D.,  Sc.D.,  M.A.C.P. 
Dean  Emeritus  and  Professor  Emeritus, 

Ohio  State  University 
Columbus,  Ohio 


There  stands  before  you,  now,  the  results 
of  that,  fortunately,  normal  labor.  Thus,  my 
first  qualification  to  speak  of  medical  prog- 
ress in  this  20th  Century  — having  lived 
through  its  entirety,  up  to  now,  with  first- 
hand knowledge  and  observation  from  a 
grandstand  seat,  and  with  a modest  par- 
ticipation from  time  to  time  in  some  phases 
of  our  developing  Medical  knowledge. 

My  early  formative  years  were  spent  in 
that  same  small  southeastern  Ohio  village, 
riding  over  the  hills  and  dales  of  the  Hock- 
ing Valley  every  weekend  with  my  doctor- 
uncle,  as  he  made  his  comforting  calls 
throughout  the  countryside.  It  took  a stable 
of  three  horses  to  keep  up  with,  and  match 
the  endurance  and  conscientiousness  of  this 
country  doctor.  No  automobiles  or  hard 
surface  roads  came  to  that  region  until  the 
Fords  arrived  in  town,  and  the  local  brick 
factory  began  to  make  paving  brick,  much 
later. 

It  was  here  and  then,  however,  that  I saw 
the  art  of  medicine  superbly  practiced.  As 
Dean  George  Packer  Berry  of  Harvard 
Medical  School,  a former  colleague  of  mine, 
recently  stated  in  the  conclusion  of  his  Com- 
mencement address  at  the  University  of 
California  Medical  Center  in  San  Francisco ; 
“Finally,  let  me  urge  that  all  in  the  health 
professions  consider  the  meaning  of  the 
word  ‘practice’  in  the  phrase  ‘the  practice 
of  Medicine.’  If  they  make  the  ‘Ministry  of 
Medicine’  their  constant  goal  they  will  al- 
ways be  true  to  their  convictions,  and  they 
will  have  — as  William  Osier  did  — a happy 
life  in  a happy  calling.”  This  has  been 
true,  and  will  always  he  true  of  every  gen- 
eration of  physicians,  whatever  the  state 
of  our  science.  But  with  little  or  no  clinical 
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medical  science  at  the  beginning  of  this 
century,  no  diagnostic  tools,  only  inspection 
and  auscultation  and  a good  medical  his- 
tory — what  need  for  more  specific  diag- 
nosis with  no  specific  drugs? 

Just  the  simple  presence  of  “the  doctor” 
brought  immediate  calm  and  reassuring  con- 
fidence into  the  troubled  family.  His  com- 
ing meant  a “sure  cure”  for  whatever  illness 
had  arisen  — in  my  own  home  it  was  ahvays 
so,  as  in  all  others  that  I visited  with  my 
uncle. 

That,  then  became  my  life’s  ambition  and 
ideal  — to  bring  peace  and  the  relaxation 
from  fear  to  the  sick  patient  and  his  fam- 
ily — and  this  high  ideal  has  not  changed 
to  this  moment  for  me! 

Dr.  Tinsley  Harrison,  one  of  today’s  great 
teachers  and  investigators  in  cardiology. 
Professor  and  Chairman  of  the  Department 
of  Medicine  at  the  University  of  Alabama 
Medical  School  and  a former  classmate  of 
mine  at  Johns  Hopkins,  titled  his  Billings 
Lecture  at  the  last  AMA  Convention  in  Chi- 
cago, “The  most  distressing  symptom.”  Now, 
just  what  would  you  consider  to  be  the 
single,  most  universally  distressing  symp- 
tom every  physician  encounters  throughout 
his  medical  career?  May  I quote  from  Dr. 
Harrison’s  recently  published  lecture:  “We 
are  sometimes  guilty  of  confusion,  equat- 
ing — diseases  that  threaten  happiness — 
herein  called  “distressing”  with  diseases  that 
threaten  life  — herein  called  “dangerous.” 
From  the  standpoint  of  threat  to  happiness, 
fear  is  clearly  the  most  distressing  symp- 
tom, because  it  causes  more  total  suffering 
than  all  others  combined.  It  commonly  en- 
dures, not  for  hours  or  days,  but  for  months 
or  years  and  sometimes  for  decades.  It  is 
the  only  symptom  that  is  likely  to  be  con- 
tagious, for  it  often  spreads  from  the  patient 
to  his  family  and  friends  — even,  at  times, 
to  his  doctor.” 

Today,  however,  as  never  before,  we,  as 
physicians,  can  honestly  and  conscientious- 
ly promise  every  patient  we  see,  that  he  can 
hope  to  live  with  his  disease  and  not  neces- 
sarily die  from  it!  Our  palliatives,  seda- 
tives, and  supportive  measures  are  now  in- 
numerable. The  dangers  from  prematurely 
fatal  accidents  in  home,  in  traffic  and  in  the 


air,  increase  with  each  passing  day  to  fre- 
quently cheat  the  victim’s  disease.  And,  to- 
morrow, we  may  literally  expect  to  have 
the  answer  we  seek  to  today’s  unsolved  prob- 
lems, with  another  new  therapeutic  tri- 
umph. 

We  must,  ourselves,  believe  in  and  practice 
this  philosophy,  whole-heartedly,  even  with 
cancer  and  leukemia  and  heart  patients,  be- 
fore we  can  successfully  communicate  it  to 
our  patients.  Let  your  own  optimism  be 
contagious ! 

But  may  I go  back  a bit  in  this  century, 
as  I have  experienced  it  personally?  At  the 
end  of  my  high  school  days  at  18  years  of 
age,  circumstances  arose  which  permitted 
me  to  travel  to  the  Orient  as  the  Junior  Pho- 
tographer of  an  American  Commission, 
surveying  our  business,  educational  and  mis- 
sionary relationships,  then  existing,  espe- 
cially with  China,  Japan,  and  the  Philip- 
pines. Sailing  from  Vancouver,  B.C.  in 
June,  1914,  we  were  in  the  Mid-Pacific  when 
the  news  of  the  Sarejevo  assassination  of 
the  Austrian  Duke  Ferdinand  was  flashed 
by  wireless  to  our  ship,  June  28,  19H,  an 
historic  date.  It  was  just  one  month  later, 
July  29,  that  Austria-Hungary  declared  war 
on  Serbia.  Six  days  later  German  troops 
crossed  the  Belgian  border,  and  England 
and  all  of  Europe  were  embarked  on  W.W.I., 
though  initially  it  was  expected  to  be  only  a 
six  months  flurry.  After  Britain’s  outpost 
at  Hong  Kong  had  subdued  Germany’s 
Tsingtao’s  Far  Eastern  fleet  there  was  a 
minimal  reflection  of  Europe’s  war  for  the 
following  year  in  the  Orient.  Being  inter- 
ested in  an  eventual  medical  career,  I visited 
the  medical  facilities  in  every  city  and 
country  we  visited,  and  everywhere  the 
Commission  found  overpopulation,  dire  pov- 
erty, undernutrition,  squalor,  filth,  and  ram- 
pant disease  which  beggared  description. 
Leprosy,  tuberculosis,  malaria,  plus  innum- 
erable other  unnamed  diseases  spread  un- 
checked with  only  a few  scattered  missionary 
doctors,  except  in  Japan.  South  America 
and  Africa  were  as  bad  or  worse.  The  in- 
evitable conclusion:  medicine  was  hopeless- 
ly inadequate  in  these  far-flung  countries. 
There  was  no  such  thing  as  differential  di- 
agnosis; what  meager  therapy  was  known 
was  not  available,  hospitalization  was  un- 
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known  except  in  tiny  missionary  hospital 
compounds. 

Back  in  the  USA  in  the  fall  of  1915,  pre- 
medical college  studies  were  begun.  By  No- 
vember 1917,  the  European  war,  that  had 
started  in  the  summer  of  1914  jumped  the 
Atlantic,  and  we  were  engulfed  in  the  “war 
to  end  all  wars.”  With  such  a challenge, 
enlistment  followed  inevitably.  By  virtue 
of  my  premedical  interest  and  college  work, 
I was  assigned  to  the  regular  U.S.  Army 
Medical  Corps  Laboratory  Division.  Here 
for  the  next  18  months  as  an  NCO,  I did 
the  bacteriology  and  diagnostic  cytology  for 
the  troops  where  I was  stationed,  through 
two  meningitis  and  two  Asian  flu  epidemics 
complicated  by  streptococcus  pneumonia,  and 
for  all  of  the  other  illnesses  which  attend 
mass  mobilization.  Both  Army  and  civilian 
doctors  were  equally  frustrated  and  baffled 
by  the  rapidly  fatal,  high  mortality,  epi- 
demic diseases  we  encountered.  Result  — 
more  deaths  from  diseases  than  from  enemy 
fire  in  W.W.I.  Not  too  different  from  the 
frustrations  seen  medically  in  the  Orient. 

Came  Armistice  Day,  November  11,  1918, 
with  Army  discharge  the  following  June 
1919,  then  reactivation  of  the  delayed  admis- 
sion to  Johns  Hopkins  Medical  School  in 
September  1919.  Medicine  at  that  time  was 
in  the  frustrating  stage  of  “therapeutic 
nihilism.”  For  four  years  I learned  about 
clinical  diagnosis  and  tissue  pathology  and 
regarding  some  bacterial  infectious  agents 
and  routine  surgical  measures,  but  with  dis- 
ease after  disease,  we  were  told  “we  just  do 
not  know.” 

For  the  third  time,  between  1914  and 
1923,  I witnessed  the  disillusionment  and 
apparent  hopelessness  of  the  medical  pro- 
fession at  every  level  in  their  desire  to  con- 
trol and  cure  disease. 

But,  during  those  four  years  at  Hopkins 
I discovered,  and  found  for  myself,  the 
saving  grace.  Beginning  with  the  instruc- 
tors in  anatomy  and  permeating  every  de- 
partment in  the  school,  was  a warming  and 
promising  climate  of  hopeful  exciting  re- 
search. Everyone  seemed  dedicated  to  find- 
ing out  the  answers  to  the  many  unknown 
questions  challenging  the  medical  world. 


This  was  so  contagious,  that  before  the  end 
of  that  first  postwar  medical  school  year,  I 
was  embarked  on  my  first  research  problem, 
to  try  and  learn  more  about  the  humoral  and 
cellular  defense  forces  of  the  body,  which 
obviously  had  been  as  futile  and  permeable 
to  the  Asian  flu  as  the  Maginot  Line  had 
been  to  the  German  Army.  Thus,  my  own 
destiny  was  cast  for  an  academic  career 
of  research  and  teaching  at  a time  when  the 
basic  scientific  foundations  had  been  laid 
for  the  spectacular  “breakthroughs”  which 
we  have  all  thrilled  to  see  and  experience 
in  the  five  decades  since. 

Johns  Hopkins  was  one  of  the  first  med- 
ical schools  in  this  country  to  really  empha- 
size a research  career  and  to  actively  re- 
cruit students  through  the  research  oppor- 
tunities shared  and  extended  to  them  while 
still  undergraduates.  And,  this  was  not  just 
by  chance.  Back  as  early  as  1889,  a teach- 
ing hospital  of  220  beds  was  built  in  Balti- 
more with  funds  from  a farseeing  business 
man,  named  Johns  Hopkins.  The  hospital 
staff  was  recruited  from  American  physi- 
cians, trained  in  Germany,  France,  and  Aus- 
tria, where  medicine  had  become  a univer- 
sity discipline;  Pasteur,  Paul  Ehrlich,  Koch, 
Ludwig,  Pappenheim,  Spalteholz,  Naegeli, 
Schilling,  Aschhoff,  Ferreta,  Schridde  — 
where  does  one  stop?  President  Gilman 
chose  a pathologist.  Dr.  William  Welch, 
a pupil  of  Koch  and  Pasteur,  to  select  the 
new  medical  faculty  for  the  medical  school 
— William  Osier  in  medicine,  William  Hal- 
sted  in  surgery,  Howard  Kelly  in  gynecology, 
and  “Popsy”  Welch  in  Pathology  made  up 
the  famous  “Four  Horsemen.”  The  medical 
school  became  functional  in  1893,  as  a truly 
graduate  discipline  with  three  firsts  in 
America:  (1)  A full-time  faculty,  (2)  each 
student  had  to  have  his  prior  A.B.  degree 
and  (3)  the  medical  student  body  was  co- 
educational from  the  beginning. 

Among  the  brilliant  group  of  physician- 
investigators  assembled  by  President  Gil- 
man and  his  faculty  members  was  a young 
pathologist.  Dr.  Simon  Flexner,  who  later 
founded  and  organized  the  Rockefeller  In- 
stitute for  Medical  Research  in  NYC,  the 
first  full-time  truly  international  medical 
research  center  in  this  country,  at  which 
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I had  the  good  fortune  to  spend  five  most 
profitable  years,  1925  to  1930. 

Some  of  the  notable  R.I.  contemporary 
trailblazers  of  that  day  were  Florence  Rena 
Sabin,  histopathologist,  the  greatest  woman 
scientist  of  her  day  and  first  woman  admit- 
ted to  membership  in  the  National  Academy 
of  Sciences ; Austrian  Karl  Landsteiner, 
blood  groups;  Nobel  Laureate  Alexis  Carrel, 
French  vascularsurgeon,  and  first  demon- 
strator of  tissue  somatic  immortality  in  his 
in-vitro  cultivation  of  chick  embryo  fibro- 
blasts ; and  with  Charles  Lindbergh,  the 
creator  of  one  of  the  first  mechanical  hearts ; 
Hideyo  Noguchi,  Japanese,  a genius  at  cul- 
tivation of  the  treponemata  and  spirochetes ; 
Cornelius  Rhoades,  cancer  pathologist,  later 
Director  of  the  Sloan-Kettering  Cancer  Re- 
search Institute;  Rufus  Cole,  Director  of  the 
R.I.  Hospital,  who  with  Oswald  Avery  and 
associates,  discovered  the  type-specific  car- 
bohydrates in  the  conquest  of  pneumono- 
coccus pneumonia;  Thomas  Rivers,  virus  in- 
vestigator-extraordinary; Peyton  Rous,  first 
to  demonstrate  virus  etiology  of  a cancer  — 
the  Rous  chicken  sarcoma  virus.  Belatedly, 
he  received  just  this  year,  Nobel  Laureate 
recognition. 

The  Sloan-Kettering  Research  Institute, 
NYC;  The  Roswell  Pai’k  Memorial  Cancer 
Research  Institute  in  Buffalo,  N.Y.,  and  the 
M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute in  Houston,  Texas,  all  reflect  the  pat- 
tern established  by  the  R.I.  for  medical  re- 
search for  privately  endowed  research  pro- 
grams, each  contributing  vitally  to  today’s 
advances  in  medical  research.  The  National 
Institutes  of  Health,  of  course,  reflect  the 
great  interest  and  support  of  the  federal 
government  in  the  advancement  of  medical 
knowledge  in  recent  years.  I had  the  priv- 
ilege and  satisfaction  of  organizing  the  first 
Hematology  Study  Section  under  the  N.I.H. 
in  1948,  and  served  as  its  chairman  for  five 
years. 

Simon  Flexner’s  brother,  Abraham  Flex- 
ner  became  so  impressed  by  the  Hopkins 
experiment  in  medical  education,  that  he, 
with  others,  undertook  a careful  and  ex- 
haustive study  of  medical  education  in  the 
USA,  surveying  some  185  schools,  with  the 
resulting,  now  famous  Flexner  report  of 


1910.  This  report  spelled  the  ultimate  doom 
of  the  many  diploma  mills  and  inferior  un- 
derstaffed proprietary  schools,  until,  at  the 
present  time,  all  surviving  medical  schools 
in  this  country  are  Class  A,  and  an  excellent, 
exciting  first-rate  medical  education  with 
research  challenges  may  be  received  from 
any  one  of  them.  Six  more  two-year  schools 
will  soon  become  full  fledged  four-year 
medical  institutions. 

World  War  II  gave  a mighty  impetus  to 
the  discovery  of  new  blood  expanders  in 
shock  research,  and  especially  to  the  per- 
fection of  preservation  technics  and  the 
transportation  of  human  blood  for  lifesav- 
ing transfusions.  The  American  Red  Ci'oss 
has  made  a great  contribution  in  this  field. 
The  statistics:  2,825,443  units  of  blood  for 
civilian  use  last  year;  168,732  units  for  the 
Department  of  Defense  overseas;  56,186,608 
units  since  February  1941,  the  start  of  the 
A.R.C.  defense  blood  program. 

The  means  for  safe  evacuation  by  air  of 
our  wounded  to  excellently  equipped  and 
staffed  military  Hospital  Centers  abroad 
and  at  home,  w ere  developed  during 
W.W.  II  to  provide  optimum  medical  and 
surgical  care,  with  survivals  otherwise  not 
possible. 

Because  of  these  medical  advances,  the 
current  mortality  rate  in  Vietnam  is  much 
the  lowest  of  any  modern  war,  despite  the 
increasingly  destructive  fire  power  of  today. 

In  the  midtwenties  George  Minot  and 
Francis  Peabody  were  following  in  Boston, 
clinically,  the  leads  of  George  Whipple  at 
the  Hooper  Institute  in  California,  as  he 
tried  to  find  the  best  foods  for  the  regener- 
ation of  hemoglobin  in  his  dogs.  I was  as- 
sociated briefly  with  them  in  this  investiga- 
tion. By  1925,  Minot  and  his  resident,  Wil- 
liam Murphy,  had  pinpointed  the  liver,  the 
active  principle  — now  further  identified  as 
B-12,  as  the  missing  essential  in  PA  in 
human  patients,  and  another  disease  was  re- 
moved from  the  fatal  category,  a Nobel 
Prize  winning  achievement. 

The  hypersplenic  syndromes  of  cong. 
hemolytic  icterus,  I.T.P.,  splenic  neutro- 
penia and  pancytopenia  have  been  separat- 
ed from  their  auto  - immune  counterparts, 
with  splenectomy  for  the  former  and  ste- 
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roids  and/or  imuran,  one  of  the  purines, 
for  the  latter,  marking  a notable  therapeu- 
tic development. 

Nuclear  medicine  is  rapidly  coming  of  age. 
With  the  invention  of  the  cyclotron  by  Nobel 
Laureate  Ernest  Lawrence  in  1941,  new 
radioactiveisotopes  were  released  for  medical 
diagnosis  and  therapy.  With  his  brother. 
Dr.  John  Lawrence,  we  were  permitted  to 
have  some  of  the  very  first  P3,,  at  that  time, 
for  pioneer  hematologic  clinical  research 
studies,  and  I have  been  using  it  and  other 
isotopes  in  diagnosis  and  therapy  ever  since. 
When  five  years  later  uranium  pile,  reactor- 
produced,  radioisotopes  were  born  of  the 
Manhattan  Project,  the  U.S.,  A.E.C.  made 
these  available  to  qualified  members  of  the 
scientific  community.  Today,  between  80 
and  90%  of  all  radio-isotopes  being  produced 
are  earmarked  for  medical  purposes  to  be 
currently  used  by  some  4000  physicians  and 
institutions  licensed  to  use  radioisotopes  in 
this  country.  More  than  1500  isotopes  have 
been  identified,  nearly  300  of  which  are 
thought  to  have  potential  medical  value,  with 
active  research  revealing  new  applications 
almost  daily.  Over  a million  patients  will 
receive  diagnostic  or  therapeutic  radioiso- 
topes this  year.  Personally,  I should  indeed 
hate  to  do  without  therapeutic  P,,,  in  my 
hematologic  clinic. 

In  the  leukemias  and  lymphomata,  the  ad- 
vances are  most  encouraging.  While  the 
precise  etiologj’  remains  as  yet  unproven 
in  the  acute  leukemias,  there  are,  currently, 
more  than  120  children  and  adults,  who  have 
survived  in  good  health  for  more  than  five 
years  with  our  present  chemotherapeutic 
agents,  whereas  without  them,  acute  leu- 
kemia was  100%  fatal  in  four  to  eight  weeks. 
The  chronic  leukemias  are  as  successfully 
treated  as  any  of  the  other  degenerative  dis- 
eases, as  for  example,  cardiovascular  and 
kidney  dyscrasias. 

The  in-vitro  culture  of  leukemic  and  solid 
tumor  cells,  preparatory  to  their  use  as  killed 
or  attenuated  living  cell  vaccines,  gives  real 
promise  for  this  therapeutic  approach  in  the 
foreseeable  future.  The  Sloan-Kettering  — 
OSU,  and  the  Roswell  Park  projects  are  ex- 
amples in  point. 

In  Hodgkin’s  disease,  the  periwinkle  ex- 


tract VLB,  has  given  new  promise  of  con- 
trolling the  abdominal  spread  of  this  disease 
for  the  first  time,  so  as  to  give  fresh  hope 
for  this  granuloma,  which  appears  to  be 
pathologically  somewhere  between  an  infec- 
tion and  a reticulum  cell  sarcoma. 

Advances  in  open  heart  and  brain  surgery 
and  the  promise  of  successful  whole  organ 
(kidney)  and  bone  marrow  transplants  ex- 
tend the  medical  horizons  without  limit  in 
the  immediate  future.  The  Conquest  of  the 
moon  and  other  celestial  planets,  is  now 
more  dependent  upon  the  achievement  of 
the  medical  researches  in  high  altitude  physi- 
ology than  on  the  purely  mechanical  phases 
of  this  greatest  and  most  ambitious  under- 
taking of  man. 

The  examples  of  spectacular  medical  prog- 
ress and  development  are  as  numerous  as 
the  multiple  specialties  (some  80),  which 
make  up  today’s  health  fields.  More  and 
more  detailed  and  highly  specialized  tech- 
nics are  providing  more  precise  diagnosis 
and  ever  more  specific  therapy.  Medicine 
is,  thus,  rapidly  becoming  a true  science, 
solidly  based  on  its  foundations  as  a tradi- 
tional Art.  It  is  the  keystone  of  modern 
society’s  health  arch.  The  physician  must  be 
and  is  the  logical  quarterback  of  the  health 
team. 

Just  how  well  then  is  medicine  serving 
its  keystone  function,  and  the  physician 
his  role  in  this  rapidly  changing  and  in- 
creasingly complex  world  society  of  today 
for  tomorrow.  Strategically,  medicine  has 
always  been  the  most  international  of  sci- 
ences and,  therefore,  least  nationalistic;  and 
medicine  is,  probably,  the  most  liberal  of  all 
professions,  recognizing  and  welcoming  ad- 
ditions to  its  knowledge  from  any  and  all 
sources  regardless  of  nation  or  race,  of  color 
or  creed.  We  can  and  should  all  be  World 
Ambassadors-at-large  — of  good  health  to 
all  people. 

And  how  very  effective  and  far  reaching 
have  been  the  efforts  of  our  beneficent 
Uncle  Sam  in  carrying  our  new  medical 
knowledge  to  overseas  countries  and  peoples ! 
In  1961,  almost  50  years  after  my  first  dis- 
tressing visit  to  China,  I returned  under  our 
own  State  Department’s  I.C.A.  to  Taiwan 
(Formosa)  for  a professional-in-residence. 
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the  fulfillment  of  a dream  I had  held  ever 
since  1914.  In  the  preceding  7 years  this 
disease  ridden,  primitive  island  retreat  of 
the  Republic  of  Free  China  had  been  cleared 
of  open  tuberculosis,  malaria,  and  leprosy, 
and  all  other  indigenous  disease  by  modern 
public  health  measures,  and  converted  into 
a heathy  island,  which  became  independent 
of  all  U.S.  foreign  medical  aid  support  just 
last  year.  Three  excellent  medical  schools 
fully  meeting  U.S.  standards  are  flourishing 
in  the  island.  Just  one  of  our  many  worth- 
while investments  in  World  Health! 

But  we  are  of  necessity  becoming  increas- 
ingly subject  to  the  molding  influences  of 
the  changing  economic  and  political  forces 
in  our  country  in  a world  facing  a real  popu- 
lation explosion.  In  1900,  we  had  76,000,- 
000  people  in  the  United  States,  today  195,- 
000,000.  Our  GNP  at  the  turn  of  the  cen- 
tury was  $74.5  billion;  in  1966  approximate- 
ly $700  billion.  In  this  setting,  health  has 
become  of  necessity  an  integral  and  essen- 
tial part  of  our  dynamic  social  system,  and 
the  federal  government,  with  its  unprece- 
dented array  of  health  legislation,  especially 
during  the  1965  session  of  Congress,  is  as- 
suming an  increasing  domination  through 
its  control  of  large  appropriations  for  re- 
search and  welfare  funds,  which  could  bring 
undesirable  Government  control. 

It  seems  clear  that  throughout  the  wars 
and  depressions,  as  well  as  the  industrial 
and  social  revolutions  of  this  century,  medi- 
cine has  made  a virtue  of  necessity,  shift- 
ing emphasis  as  required,  but  never  falter- 
ing in  its  forward  progress  in  meeting  the 
needs  of  each  new  challenge  to  human  sur- 
vival. 

We  must  keep  the  initiative,  intelligently, 
and  in  collaboration  with  other  dominant 
forces  in  our  society;  economists,  indus- 
trialists, clergymen,  behavioral  scientists, 
key  legislators,  and  lawyers,  and  sympathetic 
labor  leaders,  to  name  only  a few,  and  exert 
our  unique  competence  to  insure  a full  part- 
nership in  the  planning  for  the  future  “Great 
Society.”  “No  man  is  an  island”  philoso- 
phized my  ancestor  John  Donne  in  1624. 
Our  primary  concern  must  be  to  emphasize 
quality  — the  quality  of  medical  care,  medi- 
cal education  and  research. 


The  fear  of  the  public  of  a growing  im- 
personalization  of  the  doctor’s  relationship 
to  his  patient  must  be  allayed,  with  a re- 
humanizing of  our  personal  contacts,  and  a 
deliberate  determination  that  without  giv- 
ing up  for  one  moment  our  scientific  ap- 
proach to  the  patient’s  disease-pi'oblems, 
we  shall,  at  the  same  time,  not  forget  to  be 
priest  and  philosopher,  as  well  as  physician 
to  those  who  trust  us  with  their  lives,  and, 
therefore,  their  fortunes. 

I have  heard  rumors  from  time  to  time 
that,  we,  today’s  physicians,  are  being  held 
in  less  esteem  than  our  predecessors.  I was 
therefore  heartened  and  reassured  by  the 
recently  published  Newsweek  Magazine’s 
study  into  the  public’s  current  attitude  to- 
ward the  business  community  and  its  prac- 
tices. Of  the  17  major  professional  groups 
surveyed,  the  doctors’  “confidence  score” 
led  all  the  rest  at  7J^%,  scientists  in  gen- 
eral 66%,  U.S.  Supreme  Court  justices  54%, 
clergymen  45%  ; scoring  lowest  were  labor 
leaders  and  advertising  men,  24%  and  22%, 
respectively.  Thus,  the  public  still  recog- 
nizes that  our  practice  of  medicine  is  really 
our  ministry  of  medicine. 

May  I close  with  the  familiar  quote  from 
Robert  Louis  Stevenson,  which  best  ex- 
presses the  ideal  I have  tried  to  present,  for 
all  of  us. 

“There  are  men  and  classes  of  men  that 
stand  above  the  common  herd;  the  soldier, 
the  sailor,  and  the  shepherd  not  infrequently ; 
the  artist  rarely;  rarer  still,  the  clergyman; 
the  physician  almost  as  a ride.  He  is  the 
flower  (such  as  it  is)  of  our  civilization;  and 
when  that  stage  of  man  is  done  with,  and  only 
to  be  marvelled  at  in  history,  he  will  be 
thought  to  have  shared  as  little  as  any  in  the 
defects  of  the  period,  and,  most  notably  ex- 
hibited the  virtues  of  the  race.  Generosity 
he  has,  such  as  is  possible  to  those  who  prac- 
tice an  art,  never  to  those  who  drive  a trade ; 
discretion,  tested  by  a hundred  secrets;  tact, 
tried  in  a thousand  embarrassments;  and 
what  are  more  important;  herculean  cheer- 
fulness and  courage.  So  that  he  brings  air 
and  cheer  into  the  sick  room,  and  often 
enough  though  not  so  often  as  he  wishes, 
brings  healing.” 

So  be  it  now,  and  always! 
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Management  of  the  "Subclavian  Steal " 
Syndrome  in  the  Poor-Risk  Patient* 


Arteriosclerotic  disease 

with  stenosis  or  obstruction  of 
vessels  contributing  to  the 
cerebral  circulation  may  occur  in  multiple 
areas.  When  obstruction  occurs  in  the 
proximal  subclavian  artery  or  in  the  in- 
nominate, this  often  gives  rise  to  a clinical 
situation  which  has  been  called  the  “sub- 
clavian steal”  syndrome. 

Figure  1 illustrates  the  anatomy  of  the 
arterial  circulation  to  the  brain.  It  can  be 
seen  that  obstruction  proximal  to  the  origin 
of  the  left  vertebral  artery  would  lead  to  a 
marked  drop  in  the  blood  pressure  in  the 
vertebral  artery  and  the  subclavian  artery 
distal  to  this  occlusion.  This  pressure  gra- 
dient, in  turn,  would  cause  reversal  of  flow 
in  the  left  vertebral  artery.  The  vertebral- 
vertebral  anastomosis  at  its  junction  with 
the  basilar  artery  becomes  the  major  source 
of  collateral  circulation  to  the  left  arm.  The 
same  situation  can  occur  on  the  right  side 
with  occlusion  of  the  subclavian  artery  prox- 
imal to  the  vertebral  artery  origin,  leading 
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to  reversal  of  flow  in  the  right  vertebral 
artery,  and  also  with  occlusion  of  the  in- 
nominate artery  which,  because  of  the  more 
complicated  collateral  circulation,  may  or 
may  not  lead  to  reversal  of  flow  in  the  ver- 
tebral and  carotid  arteries.^ 

The  symptoms  in  a classical  case  would 
include  ischemic  symptoms  of  both  the  arm 
and  the  brain;  that  is,  the  patient  would 
probably  have  no  symptoms  at  rest,  but  with 
use  of  the  affected  arm  he  would  complain 
of  tiredness  or  pain  in  the  muscles  of  the 
arm,  and  at  the  same  time  would  exhibit 
symptoms  of  basilar  artery  insufficiency 

♦Presented  at  the  meeting  of  the  Nebraska  Chapter,  Ameri- 
can College  of  Surgeons,  Columbus,  Nebraska,  November  6, 
1966. 


Figure  1.  Anatomy  of  the  arterial  circulation  to  the  brain  demonstrating 
the  mechanism  of  “subclavian  steal." 
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such  as  vertigo.  These  clinical  symptoms 
are  not  seen  in  the  majority  of  cases.  The 
series  of  Bryant  and  Spencer^  recorded  four 
such  patients  in  a series  of  fourteen.  Three 
others  manifested  only  vertebral-basilar  in- 
sufficiency and  seven  had  ischemic  symp- 
toms of  the  upper  extremity. 

The  diagnosis  is  first  suspected  in  a pa- 
tient with  arm  or  cerebral  symptoms  (or 
both)  who  also  has  a difference  in  the 
pulses  and  blood  pressures  between  the  two 
upper  extremities.  The  clinical  impression 
is  confirmed  by  arteriographic  study  of  the 
four  main  vessels  leading  to  the  brain.  We 
have  usually  performed  these  four-vessel 
studies  by  insertion  of  a catheter  through 
the  right  axillary  artery  into  either  the  sub- 
clavian or  the  aortic  arch.  Subsequent  cath- 
eter study  of  the  left  subclavian  and  needle 
puncture  of  one  or  both  carotids  may  also 
be  necessary  to  visualize  adequately  all  four 
vessels  in  the  neck.  Such  studies  are  done 
only  in  hospitalized  patients  and  usually  un- 
der general  anesthesia,  although  this  is  not 
absolutely  necessary. 

In  most  patients  with  arterial  occlusive 
disease,  the  most  desirable  treatment  is  re- 
moval of  the  obstruction  and  restoration  of 
normal  flow  in  the  affected  arteries.  With 
subclavian  occlusion  this  treatment  would 
either  be  endarterectomy  or  bypass  graft 
around  the  area  of  the  occlusion.  Because  of 
the  anatomical  location  of  the  subclavian 
artery  and  the  aortic  arch,  this  would  almost 
alw'ays  require  an  intrathoracic  procedure:  a 
high  posterolateral  thoracotomy  for  the  left 
subclavian  or  a sternal  splitting  incision 
to  approach  the  innominate  artery.  This 
direct  approach  to  the  involved  area  is  indi- 
cated in  good-risk  patients. 

However,  many  of  the  patients  with  this 
type  of  problem  are  in  the  older  age  group. 
They  often  have  associated  diseases  in  other 
systems,  as  well  as  coronary  artery  and 
pulmonary  disease.  An  operation  which 
does  not  involve  a thoracotomy  is  of  definite 
advantage  in  these  high-risk  patients. 

Fortunately,  bypass  grafting  in  the  neck 
is  often  adequate  for  correction  of  the  pa- 
tient’s symptoms,  and  it  carries  lower  mor- 
bidity and  mortality  rates.  In  patients  with 


multiple  lesions,  direct  attack  on  a more  ac- 
cessible obstructing  lesion  may  be  prefer- 
able, at  least  as  an  initial  approach  to  the 
problem. 

Two  case  reports  are  presented  to  illus- 
trate possible  approaches. 

Case  1 

The  first  patient  is  a 72  year  old 
white  female  with  a history  of  vertigo 
and  visual  blurring  of  intermittent  na- 
ture for  two  years.  Examination  showed 
a difference  in  blood  pressure  between 
the  right  and  left  arms:  210/105  on 
the  right  and  110/80  on  the  left.  No 
pulses  were  palpable  in  her  left  upper 
extremity  and  no  bruits  were  heard. 
Arteriography  was  done  (Figure  2) 
which  showed  a block  of  the  proximal 
left  subclavian  and  reversal  of  flow  in 
the  left  vertebral  artery.  This  was 
subsequently  confirmed  on  aortic  arch 
study.  Her  internist  felt,  because  of 


Figure  2.  (Case  1).  a.  Early  film  following  catheter 
injection  in  proximal  subclavian.  Normal  carotid  and 
vertebral  arteries  on  right. 
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her  many  other  problems,  that  she  was 
not  a candidate  for  a major  surgical 
procedure.  Her  neck  was  therefore  ex- 
plored with  the  idea  of  perhaps  putting 
a bypass  graft,  using  saphenous  vein, 
from  the  left  common  carotid  to  her  left 
subclavian  artery.  At  the  time  of  ex- 
ploration it  was  found  that  her  sub- 
clavian was  so  low  behind  the  clavicle 
(Figure  3)  that  adequate  control  of  the 
subclavian  could  not  be  obtained  and 
it  would  not  be  possible  to  construct 
such  a bypass.  On  dissecting  out  her 
vertebral  artery  it  was  found  to  be 
considerably  elongated  and  tortuous, 
and  it  could  be  easily  brought  to  the 
side  of  the  common  carotid  artery.  A 
side-to-side  anastomosis  was  done  be- 
tween the  left  common  carotid  artery 
and  the  left  vertebral  artery,  and  at  the 
completion  of  this  procedure  the  oper- 
ative arteriogram  (Figure  4)  showed 
simultaneous  visualization  of  both  the 


carotid  system,  the  vertebral  and  the 
subclavian  arteries.  Postoperatively  the 


Figure  3.  (Case  1).  Operative  procedure  used  to  by- 
pass the  proximal  occlusion  of  the  left  subclavian  artery. 


Figure  2.  (Case  1).  b.  I>ater  film  in  same  series 
showing  opacified  left  vertebral  and  subclavian  arteries. 
Occlusion  of  proximal  left  subclavian  was  later  confirmed 
by  X-ray  study  of  aortic  arch. 


Figure  4.  (Case  1).  Operative  arteriogram  following 
side-to-side  anastomosis  of  left  common  carotid  and  left 
vertebral  artery.  Injection  into  common  carotid  opacifies 
the  carotid,  vertebral,  and  subclavian  arteries. 
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bral  sjTnptoms  and  the  minor  nature  of 
the  complaint  in  his  left  shoulder,  it 
was  recommended  that  nothing  be  done. 
Five  weeks  later  the  patient  had  his 
first  episode  of  vertigo,  as  well  as 
numbness  around  his  mouth.  Imme- 
diate arteriography  was  recommended, 
but  the  patient  was  not  willing  to  have 
this  done  for  another  ten  days.  In  that 
time  he  had  another  episode  of  vertigo. 
His  arteriogram  (Figure  5)  show’ed  se- 
vere multiple  occlusive  lesions  of  his 
right  vertebral  artery  with  a large 
amount  of  collateral  in  the  neck.  There 
was  a complete  block  of  the  origin 
of  the  left  subclavian  artery  and  bi- 
lateral carotid  stenosis,  more  severe  on 
the  right.  Thoracotomy  was  not  desir- 
able in  this  patient  because  of  his  se- 
vere emphj'sema.  The  stenotic  lesions 
in  the  carotid  arteries  were  felt  to  be 
more  significant  than  his  reversed  flow 
in  his  left  vertebral.  Consequently,  a 


Figure  5.  (Case  2»  b.  Later  fiJm  in  same  series  shows 
opacification  of  left  vertebral,  subclavian,  and  internal 
mammary  arteries. 


patient  no  longer  had  her  cerebral 
symptoms,  and  the  pulses  returned  in 
her  left  upper  extremity.  She  has  been 
followed  18  months  without  recurrence 
of  her  cerebral  symptoms. 

Case  2 

The  second  patient  is  a 69  year  old 
man  who  was  noted  to  have  absent 
pulses  in  the  left  upper  extremity  for 
about  six  months.  Initial  symptoms 
were  aching  and  soreness  in  the  left 
shoulder  after  sweeping  the  floor, 
which  went  away  with  rest.  This  w'as 
initially  felt  to  be  more  a bursitis  type 
of  pain  than  inteiTnittent  claudication. 
Initial  examination  showed  completely 
normal  pulses  in  the  right  upper  ex- 
tremity and  only  a very  weak  radial 
pulse  in  the  left.  There  was  a high- 
pitched  bruit  heard  over  the  left  caro- 
tid bifurcation  and  none  was  heard  on 
the  right.  Because  of  his  lack  of  cere- 


Fisrure 5.  (Case  2)  a.  Early  film  after  right  subclavian 
injection.  Occlusion  of  proximal  right  vertebral  artery. 
Large  amount  of  collateral  circulation. 
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bilateral  carotid  thrombo  - endarterec- 
tomy was  done,  the  two  operations  be- 
ing- done  approximately  a week  apart. 
He  has  been  followed  seven  months 
since  that  time  and  has  had  no  recur- 
rence of  his  neurologic  symptoms. 

Comment 

In  the  first  patient  the  proximal  part 
of  the  left  vertebral  artery  acts  as  a by- 
pass graft  between  the  common  carotid  and 
the  left  subclavian  artery.  The  distal  part 
of  the  left  vertebral  again  carries  blood 
in  the  direction  of  the  brain,  receiving  it 
under  pressure  from  the  common  carotid. 
In  the  second  patient  the  severe  vertebral 
disease  on  the  right  probably  prevented 
very  much  “stealing”  of  blood  from  the  right 
vertebral.  Much  of  the  collateral  circulation 
to  the  left  subclavian  system  probably  came 
through  the  internal  mammary  and  inferior 
thyroid  anastomoses.  The  addition  of  nor- 
mal amounts  of  blood  to  the  brain  through 
the  carotid  system  in  this  patient  probably 
supplied  enough  to  the  basilar  system  to 
stop  any  symptoms  of  arterial  insufficiency. 

Discussion 

The  proper  management  of  the  patient 
with  occlusive  disease  of  the  arteries  lead- 
ing to  the  brain  depends  on  many  factors, 
but  the  cornerstone  of  evaluation  is  care- 


Figure  5.  (Case  2)  c.  Right  carotid  arteriogram.  Mod- 
erate stenosis  at  origin  of  internal  carotid. 


ful  arteriographic  demonstration  of  the 
anatomic  situation.  The  specific  operation 
will  then  depend  on  consideration  of  the  pa- 
tient’s symptoms,  and  his  general  physical 
condition.  Direct  attack  on  the  occluding 
lesion  by  endarterectomy  or  by  bypass 
graft  is  preferable  in  a patient  who  is  a good 
operative  risk.  There  is  some  recent  evi- 
dence® that  a bypass  from  the  common  caro- 
tid to  the  subclavian  may  lead  to  decreased 
blood  flow  in  the  distal  carotid  system  under 
conditions  of  exercise  of  the  upper  extremity 
in  the  dog.  Contrary  evidence^  of  blood 
flow  measurements  in  humans  indicate  that 
these  bypass  procedures  do  not  reduce  dis- 
tal flow  in  the  vessel  providing  flow  through 
the  graft.  Confining  the  operation  to  the 
neck  reduces  the  morbidity  and  mortality, 
and  should  be  considered  in  patients  who 
would  otherwise  not  be  surgical  candidates. 

Summary 

Two  patients  have  been  presented  to  illus- 
trate two  methods  of  managing  cerebral 


Figure  5.  (Case  2)  d.  Left  carotid  arteriogram.  Se- 
vere stenosis  at  origin  of  internal  carotid. 
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symptoms  associated  with  occlusion  of  the 
subcla\ian  artery.  In  the  first,  a side-to- 
side  left  common  carotid  to  left  vertebral 
artery  anastomosis  was  done.  In  the  second, 
associated  carotid  artery  stenoses  were  re- 
moved without  a direct  procedure  on  the 
subclavian  occlusion.  Both  patients  have 
had  good  relief  of  symptoms  by  operations 
of  considerably  smaller  magnitude  than  a 
direct  attack  on  the  subclavian  occlusion. 
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Seat  Belt  Trauma  to  t h e Abdomen  — J. 

Sube,  H.  H.  Ziiperman,  and  W.  J.  Mclver 
(Dept  of  Surgery,  William  Beaumont  Gen 
Hosp,  El  Paso,  Texas).  Amer  J Surg  113: 
346-350  (March)  1967. 

Two  cases  of  abdominal  inj  uiies  due  to  lap- 
type  seat  belts  are  presented  and  the  litera- 
ture reviewed.  In  the  first  patient  laparot- 
omy revealed  1,500  cc  of  free  intraperitoneal 
blood  and  a contused  but  intact  segment  of 
distal  ileum  with  a five-inch  rent  in  the 
mesentery.  Bilateral  retroperitoneal  hema- 
tomas were  present  in  the  vicinity  of  both 
the  cecum  and  sigmoid.  At  laparotomy  the 
second  patient  was  found  to  have  two  com- 
plete transections  of  the  jejunum  two  and 
five  inches  distal  to  the  ligament  of  Treitz. 
Intra-abdominal  injuries  from  this  type  of 
seat  belt  are  infrequent  and  in  no  way  contra- 
indicate the  use  of  this  often  life-saving  de- 
vice. 

Relapses  in  Pulmonary  Tuberculosis  — F. 

Segarra  and  D.  S.  Sherman  (249  River  St, 
Boston).  Dis  Chest  51:59-63  (Jan)  1967. 

From  January  1955  to  January  1962, 
828  patients  were  discharged  with  “inactive” 
tuberculosis  from  the  Boston  Sanatorium. 
They  have  been  followed  up  from  a minimum 
of  one  year  to  a maximum  of  eight  years 
with  an  overall  relapse  rate  of  11%.  The 
two  most  important  factors  related  to  the 
rate  of  relapse  are  the  stage  of  the  disease 


and  association  of  tuberculosis  with  chronic 
alcoholism.  Of  those  with  minimal  pulmon- 
ary tuberculosis,  the  relapse  rate  was  6.6%, 
of  those  with  far-advanced  tuberculosis, 
19.3%.  The  rate  of  relapse  in  nonalcoholic 
patients  was  9.2%  versus  23.1%  for  those 
with  a simultaneous  history  of  chronic  al- 
coholism. 


Delayed  Rupture  of  the  Spleen  — H.  L. 

Khanna,  B.  R.  Hayes,  and  K.  C.  McKeown 
(Darlington  Memorial  Hosp,  Darlington, 
Durham,  England).  Ann  Surg  165:478 
March)  1967. 

Four  cases  of  delayed  rupture  of  the  spleen 
are  described ; three  occurred  in  young  men, 
and  one  in  a male  waiter  age  60.  Sporting 
accidents  accounted  for  the  majority  of 
cases.  Associated  injuries  were  present  in 
two  subjects,  consisting  of  a concomitant 
injury  to  the  left  kidney  in  one  case,  and 
fracture  of  the  tenth  and  11th  ribs  in  the 
other.  The  interval  between  the  injury  and 
the  rupture  varied  from  6 to  54  days.  Two 
of  the  cases  were  suspected  in  this  interval 
of  having  appendicitis,  and  one  was  actually 
operated  on.  Shoulder  tip  pain  (Kehr’s  sign) 
was  present  in  two  cases.  Polymorphonuclear 
leukocytosis  was  present  in  two  subjects. 
All  made  an  uninterrupted  recovery  follow- 
ing operation.  Dangers  of  overlooking  this 
lesion  are  emphasized. 
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Parenteral  Use  of  Furosemide  for  Diuresis 


A significant  addition  to  the 
present  armamentarium  for 
the  treatment  of  edema  is 
furosemide,  a new  diuretic.  It  is  unique 
not  only  in  duration,  onset,  and  site  of  action 
but  also  in  its  chemical  structure.  Furose- 
mide exhibits  a more  rapid  onset  and  short- 
er duration  of  action  when  compared  to  most 
diuretics  presently  being  used.^  The  action 
of  furosemide  is  not  confined  to  the  proximal 
and  distal  tubules  as  with  the  thiazides,  but 
extends  to  the  ascending  limb  of  Henle’s 
loop,  thus  acting  throughout  the  entire  ne- 
phron.2- ^ Furosemide  is  a derivative  of  an- 
thranilic  acid,  4-chloro-N-furfuryl-5-sulfa- 
noyl-anthranilic  acid^  and  is  chemically  dif- 
ferent from  the  organomercurials,  thiazides, 
and  other  heterocylic  compounds. 

Clinical  evaluations  of  furosemide  have 
been  reported  in  most  conditions  in  which 
a diuretic  is  indicated,  including  cardiac,  he- 
patic, and  renal  edema.  In  patients  with 
edema  of  cardiac  origin,  furosemide  has 
proven  to  be  effective  and  perhaps  superior 
to  the  organomercurials,®  thiazides,®  and 
other  heterocylic  compounds.'^  In  these 
studies  furosemide  was  observed  to  be  well 
tolerated  and  rarely  were  side  effects  ob- 
served. In  patients  with  edema  of  hepatic 
origin,  in  whom  diuretic  therapy  is  often 
accompanied  by  encephalopathy,  furosemide 
infrequently  produced  this  complication.®  In 
edema  secondary  to  renal  disease,  furosemide 
appears  to  be  effective  even  when  markedly 
decreased  glomerular  filtration  is  present.® 

In  our  experience,  furosemide,  given  par- 
enterally,  has  proven  to  be  an  effective, 
rapidly  acting  diuretic,  without  adverse  side 
effects.  The  relatively  brief  duration  of 
action  permits  a controlled  diuresis  and  the 
prevention  of  electrolyte  imbalances.  The 
striking  therapeutic  effect  noted  has  prompt- 
ed a description  of  cases  typical  of  our  clin- 
ical experience  with  this  drug. 

Materials  and  Methods 

During  the  period  from  March,  1965,  to 
August,  1966,  42  edematous  patients  were 
treated  with  furosemide.  All  subjects  were 
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studied  in  two  hospitals,  Douglas  County 
Hospital  and  the  Omaha  Veterans  Adminis- 
tration Hospital.  The  group  included  30 
men  and  two  women  ranging  in  age  be- 
tween 38  and  93  years.  The  edema  in  19 
of  the  patients  was  cardiac  in  origin ; in  nine, 
hepatic;  and  in  the  remaining  four,  renal. 
The  drug  was  administered  intravenously  in 
19  patients,  and  by  intramuscular  injection 
in  13.  The  starting  dosage  of  Lasix  (furo- 
semide) was  40  mg  in  the  majority  of  the 
cases. 

The  methods  of  evaluating  diuresis  were 
by  determination  of  weight  loss  and  urine 
volume  increase.  The  clinical  status  of  the 
patient  was  noted  daily  with  careful  ob- 
servation as  to  changes  in  blood  pressure, 
pulse,  and  mental  acuity.  Evaluations  of 
serum  and  urine  electrolytes,  urinalysis, 
blood  sugar,  and  blood  urea  nitrogen  were  ob- 
tained when  indicated. 

Results 

Specific  evaluation  of  the  effect  of  furo- 
semide on  electrolyte  excretion  was  made  in 
ten  ascitic,  cirrhotic  patients.  The  24  hour 
specimen  prior  to  the  injection  of  20  mg  of 
furosemide  intravenously  was  compared  with 
that  of  the  following  24  hours.  The  urinary 
volume  and  electroylte  excretion  in  ten  pa- 
tients with  hepatic  cirrhosis  and  ascitis  is 
shown  in  Table  I.  A mean  increase  in  24 
hour  urinary  volume  of  662  ml  was  noted. 
Whereas  the  mean  increase  in  sodium  ex- 
cretion was  49  mEq,  that  of  potassium  was 
only  2 mEq,  and  that  of  magnesium  14  mg. 
This  particular  study  was  concerned  pri- 
marily with  determining  the  propensity  of 
furosemide  to  aggravate  the  potassium  and 
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URINE  EXCRETION 
Control  24  hr.  Lasix  24  hr. 


Pt. 

Vol. 

Mag.  Na.  K 
(mg)  (meqMmeq) 

Vol. 

Mag.  Na. 
(mg)  (meq) 

K 

(meq) 

1 

675 

61 

43 

29 

1385 

91 

49 

’ 42 

2 

775 

15 

69 

14 

1040 

25 

95 

20 

3 

500 

18 

23 

1125 

36 

46 

4 

1500 

52 

22 

96 

1880 

31 

66 

50 

5 

700 

147 

22 

52 

1060 

147 

33 

48 

6 

1000 

1700 

94 

74 

74 

7 

1680 

92 

49 

1840 

41 

139 

79 

8 

700 

74 

31 

85 

880 

68 

26 

54 

9 

1300 

25 

1 

2580 

3 

335 

18 

10 

880 

119 

77 

6 

2800 

202 

207 

15  . 

Mean  Increase  Vol.  662  ml. 

Mean  Increase  Na  49  mEq. 

Mean  Increase  K 2 mEq. 

Mean  I ncrease  Mag.  14  mgm. 

Table  I — A comparison  of  urine  volume  and  electrolyte 
excretion  induced  by  Lasix  to  control  figures. 


magnesium  deficiency  which  is  so  often 
present  in  cirrhotic  patients  with  ascites. 
The  moderate  increase  in  urine  volume  and 
sodium  excretion  noted  with  this  small  dose, 
20  mg,  of  furosemide  was  accompanied  by 
insignificant  increases  in  magnesium  or  po- 
tassium excretion. 

For  purpose  of  analysis,  the  remaining  32 
patients  w'ere  divided  into  categories  accord- 
ing to  the  primary  cause  of  fluid  retention. 
The  effect  of  furosemide  on  body  weight  and 
urinary  volume  in  these  three  categories  is 
shown  in  Figure  1.  Patients  received  40  mg 
of  furosemide  by  intramuscular  or  intra- 
venous route  each  day.  Three  individual 
case  reports  are  included  because  they  indi- 
cate in  our  estimation  a noteworthy  re- 
sponse to  the  drug. 

Case  Reports 

Case  1 — A 93  year  old  white  male 
was  admitted  in  an  obtunded,  dehydrat- 
ed, and  emaciated  condition  with  hema- 
turia and  a history  of  scanty  urine.  He 


Mean  Diuretic  Response  in  Edematous  Conditions 


r^ure  I 


Figure  1 — The  effect  of  body  weight  and  urine  output  of  parenteral 
Lasix  in  various  edematous  conditions. 
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was  suffering  from  acute  and  chronic 
pyelonephritis  and  pneumonia.  An  at- 
tempt to  determine  this  differental 
quickly  by  re-establishing  urinary  out- 
put was  made  with  rapid  fluid  input 
and  use  of  furosemide.  The  summaiy 
of  input  and  output  is  charted  on  Figure 
II. 

Case  II  — A 73  year  old  negro  female 
was  hospitalized  on  September  7,  1965, 
with  a past  history  of  excessive  ethanol 
intake.  She  had  noted  progi’essive  in- 
crease in  abdominal  girth,  pedal  edema, 
and  diminishing  urinary  output.  Dur- 
ing the  last  week,  pulmonary  rales,  as- 
cites, and  edema  were  present  before 
admission,  and  dyspnea  was  severe. 
The  primary  diagnoses  were  hepatic, 
renal,  and  cardiac  failure  related  pri- 
marily to  cirrhosis.  She  was  given  80 
mg  intravenously  of  furosemide,  and 
her  urine  output  increased  from  100  ml 
in  the  preceding  24  hours  to  1140  ml 
within  the  next  12  hours.  Information 
contained  in  Figure  III  illustrates  the 
diuresis  obtained. 

Case  III  — A 59  year  old  white  fe- 
male was  admitted  to  the  hospital  with 
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Figure  2 — The  response  to  Lasix  in  hypovolemic 
oliguria. 


symptoms  of  congestive  heart  failure. 
The  patient  was  maintained  on  digitalis, 
was  placed  on  bed  rest,  and  given  a low 
salt  diet.  She  received  2 ml  of  a mer- 
curial diuretic  without  response.  The 
edema  was  treated  with  2 ml  of  mercu- 
hydrin.  The  patient  then  received  60 
mg  of  IV  furosemide  as  an  emergency 
treatment  for  the  pulmonary  edema 
which  developed.  The  response  in 
weight  loss  and  diuresis  is  shown  in 
Figure  IV.  It  is  noteworthy  that  di- 
uresis was  evident  within  30  minutes  of 
administration  and  that  525  ml  of  urine 
was  voided  in  four  hours. 

Discussion 

Therapeutic  agents  capable  of  promoting 
diuresis  in  those  clinical  entities  character- 
ized by  fluid  retention  are  numerous.  Exper- 
ience with  a new  diuretic  warrants  report- 
ing only  if  that  drug  promises  to  add  some- 
thing to  therapy  which  presently  available 
drugs  do  not.  It  is  our  opinion  that  in  ad- 
dition to  possessing  diuretic  capabilities  at 
least  comparable  to  the  mercury  compounds, 
furosemide  does  have  additional  useful  prop- 
erties. In  the  cases  briefly  described,  the 
attending  physicians  felt  that  the  drug  made 
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Figure  3 — The  response  to  Lasix  in  cirrhosis  with 
ascites. 
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a significant  contribution  to  three  common 
problems  in  medical  therapy,  that  is,  the 
early  recognition  of  oliguria  related  to  de- 
creased glomerlular  filtration,  the  rapid  ini- 
tiation of  diuresis  in  a cirrhotic  patient 
whose  anasarca  was  life-threatening,  arid  in 
the  emergency  treatment  of  pulmonary 
edema  of  cardiac  failure.  The  onset  of  di- 
uresis within  a few  moments  of  injection 
of  the  drug  was  particularly  impressive.  It 
should  also  be  noted,  that  the  dosages  used 
are  minimal,  e.g.  20  to  80  mg  daily.  We 
have  given  300  mg  in  more  refractory  cases 
of  edema.  The  ability  to  adjust  dosage  in 
this  matter  plus  the  brief  duration  of  ac- 
tion of  the  drug  allows  maximal  control  of 
the  diuresis.  Equally  impressive  in  the  cir- 
rhotic patients  studied  was  the  diuresis  ac- 
companied by  sodium  loss  with  minimal 
changes  in  potassium  or  magnesium  excre- 
tion. It  should  be  noted  that  this  result 
was  obtained  with  the  minimal  dose  of  the 
drug,  namely  20  mg. 

The  results  of  our  investigation  of  Lasix 
(furosemide)  are  in  accord  with  those  of  Ken 
and  Robson. 10  During  the  course  of  therapy, 
no  evidence  of  toxicity  was  seen  in  any  of 
the  32  patients  studied.  Edema  cleared 
promptly  in  practically  all  cases.  Urine  out- 
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Figure  4.  The  response  to  Lasix  in  pulmonary  edema. 


put  and  urinary  sodium  excretion  were  sig- 
nificantly increased  in  most  patients,  while 
serum  electrolytes,  conversely,  remained  re- 
markably constant.  Weight  loss  of  up  to  28 
pounds  was  recorded  during  the  course  of 
therapy,  and  one  patient  lost  12  pounds  in 
one  day. 

Of  particular  significance  is  the  initiation 
of  diuresis  accompanied  by  relatively  little 
increase  in  urinary  excretion  of  potassium  or 
magnesium.  Deficiency  in  body  potassium 
and  magnesium  are  present  in  ascitic  cir- 
rhotics and  while  diuresis  is  necessary  in 
these  patients,  potassium  and  magnesium 
loss  should  be  minimized. 

Of  the  patients  with  renal  disease  and 
edema,  transient  elevation  of  the  blood  urea 
nitrogen  occured  in  only  one.  It  is  signifi- 
cant that  diuresis  in  these  patients  was  not 
accompanied  by  appreciable  increase  in 
blood  urea  nitrogen,  indicating  the  rela- 
tive safety  of  this  diuretic  in  the  face  of  im- 
paired renal  function. 

The  case  reports  indicate  that  in  addition 
to  its  use  as  a diuretic  in  the  customary  man- 
ner, Lasix  (furosemide)  is  worthy  of  fur- 
ther evaluation  in  the  immediate  treatment 
of  pulmonary  edema,  as  an  aid  in  the  early 
recognition  of  the  absence  of  acute  tubular 
necrosis,  and  in  ascitic  cirrhotics,  particu- 
larly those  resistant  to  diuresis.  The  find- 
ings of  this  study  indicate  that  Lasix  (furo- 
semide) is  a safe  and  highly  efficient  diuretic 
useful  in  the  management  of  edema  of  car- 
diac, renal,  and  hepatic  origin. 
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Recognition  of  Myocardial  Infarction  in  the 
Early  Postoperative  Period  — J.  L.  Kelley, 
D.  A.  Campbell,  and  R.  L.  Brandt  (326  N 
Ingalls,  Ann  Arbor,  Mich).  Arch  Surg 
94:673-683  (May)  1967. 

In  a study  of  84  cases,  common  enzyme 
determinations  were  correlated  with  serial 
electrocardiographic  changes  to  detect  oper- 
ative or  postoperative  myocardial  infarc- 
tions; SCOT  and  SGPT  were  elevated  imme- 
diately after  operation  in  biliary  duct  and 
gastric  operations.  They  declined  sharply 
and  were  at  noiTnal  levels  the  third  day.  Ex- 
tensive tissue-injuring  operations,  such  as 
aortic  resections,  do  not  elevate  these  en- 
zymes. Lactic  dehydrogenase  closely  par- 
alleled the  SCOT  and  SGPT.  Ao  total  of 
57%  of  all  postoperative  patients  had  ECG 
changes,  but  three  having  myocardial  in- 
farcts were  not  diagnostic  in  the  immediate 
postoperative  period.  The  diagnosis  of  myo- 
cardial infarction  must  be  considered  when 
the  SGOT  levels  remain  elevated  during  the 
first  24  hours  following  abdominal  operations 
not  involving  the  liver,  regardless  of  the 
ECG. 


Massive  Bowel  Resection  Syndrome  — W.  J. 
Fink  and  J.  D.  Olson  (VA  Hosp,  Fayette- 
ville, Ark).  Arch  Surg  94:700-706  (May) 
1967. 

Surgeons  amust  occasionally  resect  mas- 
sive lengths  of  bowel  in  disorders  such  as 
mesenteric  occlusion,  volvulus,  malignancy, 
ulcerative  colitis,  regional  enteritis,  and 
trauma.  The  term  “massive  resection”  has 
been  applied  to  those  patients  in  who  m 
more  than  seven  feet  of  bowel  has  been  re- 
sected. Many  of  these  suffer  with  diar- 


rhea, steatorrhea,  hypoproteinemia,  weight 
loss,  gastric  hypersecretion,  and  other  dis- 
turbances. This  condition  is  called  the  mas- 
sive bowel  syndrome.  When  this  syndrome 
does  not  respond  to  medical  therapy,  a re- 
versed intestinal  segment  is  indicated.  Re- 
versed segments  slow  gastrointestinal  emp- 
tying, delay  transit  time,  allow  longer  food 
mixing,  and  improve  nutrition.  This  tech- 
nique has  been  applied  with  success  to  pa- 
tients who  have  had  massive  bowel  resec- 
tion ; four  patients  are  reported  treated  with 
good  results  and  all  have  improved.  None 
has  developed  gastric  hypersection  before 
or  after  the  reversed  segment  operation. 


Golf  and  Psychotherapy:  The  Function  of 
Theory  Construction  — A.  J.  Mandell 
(UCLA  School  of  Medicine,  Los  Angeles). 
Arch  Gen  Psychiat  16:437-440  (April) 
1967. 

Using  a wide  variety  of  conflicting  the- 
ories of  golf-swing  mechanics  as  a locus 
and  with  particular  reference  to  psycho- 
therapeutic theories,  some  of  the  functions 
of  behavior  theories  are  examined.  It  is  con- 
cluded that  theories,  in  part,  function  to 
maintain  the  feeling  of  understanding  and 
mastery  in  the  practitioner  by  organizing 
past  and  present  events  and  imputing  a pre- 
dictability to  future  happenings.  An  event 
demonstrative  of  a loss  of  belief  in  a prac- 
titioner’s theory  associated  with  a perform- 
ance slump  (a  blow-up  by  Arnold  Palmer  dur- 
ing a golf  match)  and  followed  by  a recon- 
stitution of  effective  theory  and  practice  is 
examined;  its  relevance  to  the  use  of  theory 
in  a psychotherapeutic  impasse  occun’ence 
and  resolution  is  examined. 
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Political  Responsibility 


Throughout  history  there 

has  persisted  a pagan  philoso- 
phy that  the  individual  is  in- 
capable of  managing  his  own  affairs.  He 
must  therefore  depend  upon,  and  even  de- 
mand, some  authority  that  will  look  upon 
him  with  favor,  supply  his  needs,  and  pro- 
tect him  from  his  enemies.  This  miscon- 
ception has  resulted  in  the  rule  of  people 
by  might,  divine  right,  or  popular  majority. 
The  authority  has  invariably  become  more 
demanding  and  more  tyrannical,  since  power 
corrupts  and  total  power  corrupts  complete- 
ly. Eventually,  it  was  usually  destroyed  by 
revolt  or  conquest.  The  basic  philosophy 
remained  unchanged,  so  another  dictatorial 
system  again  appeared.  Such  a system  of 
central  authority,  or  concentrated  political 
power,  however  constituted,  regularly  pro- 
duced an  affluent  government,  a destitute 
citizenry,  and  has  been  accompanied  by  mini- 
mal economic,  social,  and  moral  progress. 
This  has  been  the  lot  of  most  people. 

The  concept  that  an  individual  is  capable 
of  managing  his  own  affairs,  and  has  cer- 
tain inherent  and  inalienable  rights  and 
privileges,  became  a part  of  human  experi- 
ence sometime  during  ancient  history.  This 
idea  was  perhaps  first  expressed  by  Abra- 
ham in  the  twentieth  century  B.C. 

This  concept  has  led  a fragile  exist- 
ence. It  blossomed  for  aw’hile  in  Athens  in 
the  fifth  century  B.C.,  and  later  in  Rome. 
Eventually,  it  established  the  foundation  of 
western  civilization  and  has  catalyzed  prog- 
ress in  all  areas  of  human  endeavor. 

The  political  recognition  of  the  individual 
as  the  unit  of  society  began  with  the  code 
of  laws  of  Solon  compiled  as  a reform 
measure  in  Athens  in  594  B.C.  This  code 
broke  the  absolute  powder  of  government 
over  the  citizen  body. 

In  450  B.C.,  the  citizens  of  Rome  demand- 
ed and  obtained  certain  political  rights  and 
privileges.  The  Twelve  Tables  of  the  Law 
were  codified.  There  resulted  a significant 
transfer  of  political  power  from  government 
to  people. 
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The  limited  advance  toward  individual  re- 
sponsibility and  individual  liberty  achieved 
in  Athens  and  Rome  eventually  succumbed 
to  the  age-old  disease  of  concentrated  politi- 
cal power,  or  collectivism.  The  dark  ages 
ensued. 

The  Magna  charta,  which  was  signed  in 
1215  A.D.,  wrested  some  individual  recog- 
nition from  the  monolithic  government  of 
England.  However,  the  philosophy  of  in- 
dividual responsibility  and  individual  free- 
dom eventually  reached  its  complete  de- 
velopment in  the  Constitution  of  the  United 
States  of  America. 

The  Constitution  of  the  United  States 
probably  represents  the  gi’eatest  intellectual 
achievement  produced  by  western  civiliza- 
tion. It  created  the  only  national  govern- 
ment which  was  established  by  the  citizenry, 
and  was  given  certain  limited  powers  to  do 
certain  limited  things.  It  recognized  the  in- 
dividual as  the  basic  unit  of  society,  instead 
of  some  collective  system.  It  stated  that 
human  rights  are  derived  from  God,  not 
government,  and  that  government  was 
created  to  protect  these  rights,  not  to  give 
them  or  take  them  away.  It  created  a fed- 
erated constitutional  republic  designed  to 
prevent  the  exploitation  of  people  by  indi- 
viduals, minorities,  majorities,  or  govern- 
ment. It  recognized  the  rights  of  people  to 
utilize  their  talents  as  they  saw  fit,  to  own 
and  manage  property,  and  to  contract  for 
goods  and  services  on  a voluntary  basis. 
There  resulted  the  capitalist  system  of  free 
economics,  and  the  philosophy  of  individual 
liberty. 

Does  this  system  work  ? In  the  beginning, 
America  was  a primitive  country  of  three 
million  people  on  a continent  that  had  never 
known  civilization.  After  175  years,  6%  of 
the  world’s  population  live  in  this  nation. 
America  produces  over  50%  of  the  goods  and 
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services  of  the  entire  world.  We  have  by 
far  the  most  affluent  and  charitable  society 
of  all  history.  We  have  the  widest  and  most 
equitable  distribution  of  wealth,  property, 
and  services,  and  the  greatest  rate  of  prog- 
ress ever  achieved.  The  secret  is  not  race, 
resources,  or  luck.  It  is  the  economic  system 
of  free  enterprise,  and  the  philosophy  of  in- 
dividual responsibility  and  individual  free- 
dom as  expressed  in  our  constitution. 

Irrespective  of  the  documented  excellence 
of  the  American  political  and  social  system, 
there  still  remain  many  people  who  cham- 
pion the  collectivist  ideology.  Apparently 
they  are  motivated  by  personal  greed  and 
ambition,  or  an  erroneous  philosophy.  In- 
terestingly enough,  these  people  are  fre- 
quently encountered  in  the  higher  echelons 
of  our  society.  They  are  found  principally 
among  the  very  wealthy,  the  socially  promi- 
nent, the  educated,  and  in  the  leadership  of 
government,  industry,  labor,  education,  and 
religion.  This  is  a world-wide  philosophical 
disease,  but  it  has  been  especially  damaging 
to  America  during  the  past  half  century. 
This  tragic  course  of  events  demands  the 
undivided  attention  of  every  patriotic  in- 
dividual. 

A free  citizen  in  a free  society  must  of 
necessity  participate  in  political  activity,  or 
he  will  not  long  be  free.  This  is  not  a 
privilege,  it  is  a responsibility  of  citizenship. 
This  responsibility  is  proportional  to  the  in- 
fluence an  individual  exerts  in  his  com- 
munity. Since  physicians  usually  enjoy 
leadership  status  in  their  communities,  they 
must  accept  appreciable  political  responsi- 
bility. 

How  can  this  political  responsibility  be 
discharged?  Even  among  educated  people, 
seldom  does  one  find  an  individual  who  is 
well  informed  in  the  socio-economic  and 
political  fields,  and  even  fewer  people  have 
a secure  understanding  of  basic  political 
philosophy.  Therefore,  the  first  thing  to  do 
is  to  study  sufficiently  to  become  conversant 
with  the  collectivist  socio  - economic  and 
political  ideas  on  the  one  hand,  and  the 
conservative  or  traditional  American  ideas 
on  the  other.  Then  one  can  make  an  intelli- 
gent decision  to  support  effectively  one  of 
these  philosophies. 


One  often  encounters  the  statement  that 
the  efforts  of  a single  individual  cannot 
amount  to  much  politically.  Please  note 
that  the  laws  of  our  land  are  made  by  add- 
ing up  individual  votes.  It  has  been  stated 
that  not  more  than  1 or  2%  of  the  people 
in  America  actively  support  the  welfare 
state,  socialist,  collectivist  philosophy,  and 
the  number  supporting  the  conservative 
cause  is  even  smaller.  All  political  and  so- 
cial movements  are  led  by  an  amazingly 
small  group  of  people.  Once  these  facts  are 
recognized,  it  is  obvious  that  an  informed, 
motivated  individual,  especially  in  a posi- 
tion of  leadership,  can  exert  a tremendous 
political  influence. 

Another  major  road  block  to  individual 
political  effectiveness  is  the  belief  that  the 
American  political  system  is  not  being 
changed  much.  One  excellent  way  to  re- 
fute this  argument  is  to  take  a careful  look 
at  taxes.  The  power  to  tax  is  an  exercise 
of  political  power.  Also,  the  expenditure 
of  money  by  government,  by  any  means 
whatsoever,  is  an  exercise  of  political  power. 
Taxes  and  government  expenditures  are  in- 
creasing astronomically.  Ask  the  farmer  if 
government  imposes  any  restrictions  on  his 
activities.  Ask  the  small  business  man. 
Ask  the  laborer.  Ask  the  physician  if  Medi- 
care has  any  political  implications.  Our 
government  has  gradually  assumed  more 
control  over  us  than  King  George  had  over 
the  colonists  when  they  revolted. 

Some  people  say  that  a little  socialism  is 
not  so  bad.  There  is  an  old  economic  law 
which  states  that  political  power  and 
wealth  go  hand  in  hand.  This  explains  why 
most  governments  throughout  history  have 
been  affluent,  and  the  citizenry  destitute. 
It  also  explains  why  the  American  people 
have  been  affluent,  and  government  a mod- 
est institution,  that  is  until  recently.  The 
basic  principles  of  socialism  invariably  de- 
stroy the  best  interest  of  individual  citizens. 

There  is  a fundamental  socio-economic  law 
which  states  that  the  mainspring  of  human 
progress  is  individual  freedom.  Collectivism 
in  any  of  its  various  forms  disobeys  this  law. 
History  is  filled  with  examples  of  the  func- 
tion of  this  precept.  If  it  is  ignored  here  in 
America,  we  too  will  lose  our  favored  eco- 
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nomic,  social,  and  moral  position,  and  our 
individual  freedom  will  disappear  in  the  bar- 
gain. 

There  is  a tendency  to  believe  that  govern- 
ment should  take  care  of  the  affairs  of  gov- 
ernment, and  people  should  manage  the  af- 
fairs of  people.  If  people  are  free,  govern- 
ment is  their  servant,  and  must  be  carefully 
supervised  at  all  times.  There  is  a natural 
tendency  for  government  to  become  larger 
and  larger,  and  to  acquire  increasing  politi- 
cal power.  This  process  will  continue  until 
all  of  the  political  power  is  possessed  by 
an  individual,  or  a very  few  people.  The 
resulting  dictatorship  is  the  lowest  and  most 
primitive  form  of  political  organization. 

If  enough  citizens  are  well  informed  re- 
garding the  principles  of  freedom,  and  are 
motivated  sufficiently  to  exercise  their 
political  responsibilities,  most  of  the  politi- 
cal power  will  reside  in  the  hands  of  the 
citizenry.  In  fact,  government  should  con- 
sist principally  of  individual  responsibility, 
individual  self-restraint,  and  the  recognition 
that  it  is  wrong  for  one  person  to  precipitate 
force  or  fraud  against  another  person.  The 
power  of  government  would  then  be  needed 
only  to  restrain  those  people  who  are  in- 
capable of  mature  conduct.  This  would  rep- 
resent the  highest  level  of  political  organi- 
zation. 

Such  an  experiment  was  first  tried  to  a 
limited  extent  in  Athens,  Greece  in  the  fifth 
century  B.C.  It  failed  because  responsible 
citizens  eventually  failed  to  meet  their  ma- 
ture obligations.  Individual  freedom  died. 
Such  will  always  be  the  fate  of  freedom 
when  individual  citizens  choose  to  place 
their  interests  and  security  primarily  in 
government. 

In  order  to  stimulate  those  physicians  who 
actively  are  engaged  in  the  political  strug- 
gle, and  to  initiate  those  who  have  not  yet 
accepted  their  political  responsibilities,  I 
would  like  to  recommend  the  following: 
First,  one  should  read  several  books.  In 
order  to  understand  the  Constitution  of  the 
United  States  better,  it  would  be  well  to 
read  “The  Federalist  Papers”  by  Madison, 
Hamilton,  and  Jay,  and  “Democracy  in 
America”  bj’  Alexis  De  Tocqueville.  “The 


Mainspring  of  Human  Progress”  by  Henry 
Grady  Weaver  is  an  exciting  story  of  the 
history  of  freedom.  It  emphasizes  that  in- 
dividuals who  are  allowed  maximum  free- 
dom of  action  will  utilize  their  energies  and 
talents  to  the  gi’eatest  effectiveness.  It  also 
points  out  the  eternal  truth  that  freedom 
is  a secondary  condition,  and  can  occur  only 
when  the  individual  assumes  economic,  moral 
and  social  responsibilities  and  restraints. 
“The  Law”  by  Frederic  Bastiat  is  the  basic 
work  in  conservative  economics  just  as  the 
Communist  Manifesto  is  the  foundation  of 
collectivist  economics.  This  book  clearly 
and  effectively  exposes  all  of  the  major 
socialist  fallacies.  “The  American  Cause” 
by  Russell  Kirk  is  a contemporary  book 
which  analyzes  the  changes  that  are  occur- 
ring in  the  moral,  social  and  economic  areas 
of  our  country.  He  accurately  translates 
these  changes  into  many  of  the  problems 
which  plague  us.  “The  Challenge  of  Con- 
seiwatism”  by  Sexson  and  Miles  briefly  de- 
fines the  precepts  of  socialism,  communism, 
and  conservatism,  points  out  the  conflicts 
between  these  philosophies,  and  relates 
them  to  the  American  political  scene.  “The 
Elements  of  Libertarian  Leadership”  by 
Leonard  Reed  describes  real  leadership  as  a 
force  of  attraction  based  on  knowledge,  ex- 
perience and  competence.  If  you  acquire 
the  necessary  attributes,  others  will  follow 
you  and  seek  your  advice,  and  you  will  be 
a leader.  This  is  especially  important  in 
politics.  False  leadership  is  the  use  of  co- 
ercion and  deceit  against  people  in  order 
to  compel  them  to  do  as  you  wish. 

I urge  all  doctors  and  their  wives  to 
join  Nebraska  MEDPAC.  The  PAC  move- 
ment is  an  effective  statewide  and  national 
political  force.  Your  dues  help  give  medi- 
cine a political  identification  which  is  be- 
ing respected  by  politicians  more  each  year. 
In  the  last  election  Nebraska  MEDPAC  ex- 
erted a significant  influence  at  the  polls. 
This  political  power  on  your  behalf  will 
increase  each  year. 

Every  physician  and  his  wife  should  take 
part  in  the  affairs  of  the  political  party  of 
his  choice  and  help  direct  its  policies.  Only 
by  this  method  will  responsible  people  be 
elected  to  office.  After  the  election,  it  is  a 
responsibility  of  citizenship  to  keep  in  con- 
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tact  with  those  elected  officials,  both  at  the 
national  level  and  state  level.  Elected  offi- 
cials are  very  sensitive  to  informed  public 
opinion.  Your  views  will  have  influence. 

I want  to  welcome  all  physicians  and 
their  wives  into  the  political  battle.  Togeth- 


er we  can  exert  a significant  influence  on 
the  function  of  government.  Our  indiffer- 
ence and  apathy  can  cost  us  dearly,  but  our 
persistent  efforts  can  assure  generous  re- 
wards to  ourselves,  our  patients  and  our 
country. 


Thyroid  Status  in  Pregnancy  and  in  Women 
Taking  Oral  Contraceptives  — A.  W.  G. 

Goolden  (Radiotherapy  Dept,  Hammer- 
smith Hosp,  Ducane  Rd,  London),  J.  M. 
Gartside,  and  C.  Sanderson.  Lancet  1:12- 
15  (Jan  7)  1967. 

Protein  bound  iodine  and  the  uptake  of 
i^H-triiodothyronine  by  resin  were  measured 
in  a group  of  pregnant  women,  in  women 
taking  ethynodiol  diacetate  and  in  a control 
group  of  healthy  volunteers.  From  these 
data  a free  thyroxine  factor,  which  is  pro- 
portional to  the  concentration  of  free  thy- 
roxine in  the  serum,  has  been  calculated. 
Values  for  the  free  thyroxine  factor  in  preg- 
nacy  and  in  women  taking  ethynodiol  di- 
acetate were  within  the  range  for  euthyroid 
individuals.  These  results  suggest  that  thy- 
roid status  is  normal  in  women  taking  estro- 
gen/progestogen compounds.  The  free  thy- 
roxine factor  may  be  used  to  assess  thyroid 
status  in  pregpiancy  and  in  women  taking 
oral  contraceptives. 


Direct  Current  Countershock:  Long-Term 
Follow-up  — B.  L.  Charms  et  al  (Mount 
Sinai  Hosp,  Cleveland).  Dis  Chest  50: 
232-236  (Sept)  1966. 

Of  66  patients  cardioverted  82  times  for 
various  arrhythmias,  83%  were  successfully 
converted  to  normal  sinus  rhythm.  Those 
with  acute  arrhythmias  who  were  in  unstable 
situations,  and  those  with  long-standing  ar- 
rhythmias associated  with  severe  heart  dis- 
ease, were  less  likely  to  be  converted.  Ex- 
cept for  two  cerebral  emboli  which  left  no 
significant  impairment,  complications  of  the 
procedure  were  minimal.  A sinus  mechanism 
was  maintained  during  the  follow-up  for  3 
to  26  months  in  47%  of  the  patients.  All 
but  two  of  those  who  reverted  to  the  pre- 
vious arrhythmia  did  so  within  three  months. 
Those  with  rheumatic  heart  disease  (64%) 
and  hypertensive  cardiovascular  disease 
(56%)  were  less  likely  to  maintain  a normal 
mechanism  than  those  with  coronary  artery 
disease  (38%). 
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Organic  Phosphate  Intoxication 


The  purpose  of  this  paper  is  to 
present  two  cases  of  signifi- 
cant intoxication  with  organic 
phosphorous  insecticides  and  a discussion 
from  the  clinical  as  well  as  the  chemical 
standpoint.  The  manner  of  diagnosis  and 
some  comments  regarding  treatment,  as 
well  as  contamination  by  agricultural  work- 
ers is  considered. 

Introduction 

The  organic  phosphorous  insecticides  have 
been  replacing  the  halogenated  hydrocarbons 
in  agricultural  use  in  recent  years  because 
of  resistance  developed  to  these  latter  com- 
pounds by  crop  pests,  and  by  the  growing 
concern  of  residuals  of  the  halogenated  hy- 
drocarbons on  domestic  and  wild  life. 
These  chemical  compounds  are  used  for  root 
worm  and  corn  borer,  but  are  also  avail- 
able to  the  general  public  in  milder  or  more 
diluted  concentrations  for  garden  and  house- 
hold insects.  As  the  use  of  these  com- 
pounds grows,  the  possibility  of  seeing  in- 
toxications from  them  in  general  practice 
is  increasing  because  of  the  carelessness  in 
handling  these  potentially  dangerous  prod- 
ucts. In  the  past  two  seasons,  one  case  of 
intoxication  (Case  No.  1)  with  a probable 
hematologic  complication,  and  several  milder 
cases  have  been  seen  in  general  practice  in 
a small  farming  community  in  Nebraska. 
One  severe  case  (Case  No.  2)  and  several 
mild  cases  have  been  seen  in  a pathology 
practice  where  the  determinations  of  plasma 
and  red  blood  cell  cholinesterases  are  done 
for  a large  chemical  plant  producing  these 
insecticides.  In  the  production  of  these  com- 
pounds, protective  clothing,  shoe  covers,  and 
in  some  areas  of  work,  even  separate  air 
supplies  are  used  by  personnel.  It  has  been 
estimated  that  31%  to  58%  of  the  people 
working  with  oi’ganic  phosphate  pesticides 
show  absorption  and  clinical  symptoms.  Ab- 
sorption may  be  through  inhalation  of  the 
dust  or  spray,  through  the  gastrointestinal 
tract,  or  through  any  mucous  membrane  or 
intact  skin.  Skin  absoi^ption  may  be  in- 
creased at  higher  temperatures  or  enhanced 
by  an  underlying  dermatitis.  The  dose 
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needed  to  produce  symptomatology  varies 
with  the  concentration  and  potency  of  the 
agent  but  may  be  quite  small.  When  the 
material  is  absorbed  through  intact  skin 
there  is  usually  little  or  no  irritation  present. 
In  spite  of  strict  warnings  concerning  the 
potential  danger  in  using  these  compounds, 
symptomatic  agricultural  workers  we  have 
seen  have  taken  no  special  precautions  other 
than  occasional  washing  of  their  hands  be- 
fore eating.  No  thought  had  been  given  to 
decontamination  of  themselves  or  changes 
of  clothing  after  accidental  contamination, 
and  all  had  smoked  while  applying  the  prod- 
uct. One  of  the  patients  presented  here  had 
been  out  of  the  field  one  week  but  was  clean- 
ing and  repairing  the  spraying  equipment 
when  he  became  symptomatic. 

Case  No.  1 — A 35-year-old  white 
male  farm  worker  complained  of  ab- 
dominal pain,  chills,  fever,  myalgia  of 
the  back  and  extremities,  and  head- 
ache for  three  days  prior  to  admission. 
The  epigastric  abdominal  pain  radiated 
to  the  right  upper  quadrant,  was  con- 
tinuous but  mild,  except  for  an  inter- 
mittent increase  in  pain  which  was 
“something  like  a cramp.”  He  was 
anoretic  without  nausea  or  vomiting, 
constipation,  diarrhea,  hematochezia,  or 
melena.  There  was  some  frequency  the 
past  several  days  without  dysuria.  Sev- 
eral months  before  admission,  the  pa- 
tient had  a “rundown  condition”  but 
had  felt  well  after  undergoing  a full 
mouth  extraction.  He  stated  that  dur- 
ing a two- week  period  three  days  prior 
to  the  onset  of  pain,  he  had  applied  an 
organic  phosphorous  insecticide  and  a 
herbicide  to  a field.  The  patient  had 
repaired  the  applicator  during  the  three 
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days  before  admission  and  admitted  to 
taking  no  unusual  medication. 

Physical  examination  revealed  a tem- 
perature of  102°  with  the  patient  ap- 
pearing lethargic  and  ill.  The  pupils 
were  constricted  and  reacted  only 
slightly  to  light.  The  abdomen  was  flat 
and  with  mild  epigastric  tenderness,  but 
less  than  would  be  expected  from  the 
history  of  abdominal  pain.  There  was 
no  rebound  tenderness  and  there  were 
no  masses  or  organomegaly.  Bowel 
sounds  were  active.  The  remainder  of 
the  examination  was  normal.  The  pa- 
tient continued  to  spike  temperatures 
to  103°,  and  over  a 24-hour  period,  the 
WBC  fell  from  7,000  to  3,500.  There 
was  a trace  of  albumin  in  the  urine. 
On  the  next  day,  the  white  blood  count 
fell  to  2,500,  with  41%  band  forms  and 
38%  segmented  neutrophils.  The  re- 
mainder of  the  differential  was  normal. 
The  patient  was  referred  for  bone  mar- 
row examination,  which  showed  a 
maturation  arrest  of  the  neutrophilic 
series  at  the  metamyelocyte  level  with 
no  abnormalities  of  the  erythrocytic  or 
megakaryocytic  series.  Cholinesterase 
levels,  done  in  a laboratory  other  than 
that  of  the  author,  revealed  a below- 
normal  plasma  cholinesterase,  but  a 
normal  red  blood  cell  cholinesterase. 
The  BUN  and  fasting  blood  sugar  were 
both  normal.  During  the  hospitalization, 
the  pupils  became  less  constricted  and  the 
abdominal  cramping  which  varied  from 
the  epigastrium  to  the  lower  quadrants 
became  less  severe.  No  therapy  was  in- 
stituted because  the  clinical  picture  was 
improving.  The  marrow  recovered  com- 
pletely, and  the  patient  progressively 
improved. 

Case  No.  2 — A 22-year-old,  white, 
male,  chemical  industry  worker  devel- 
oped abdominal  cramping  and  severe 
vomiting  with  weakness  a few  hours 
after  cleaning  an  area  contaminated 
with  organic  phosphorous  insecticide. 
The  individual  had  blood  drawn  for  a 
cholinesterase  determination  which  was 
0.330  Michel  units/ml  for  the  red  blood 
cells  and  0.135  Michel  units/ml  for 
the  plasma.  (Nonnal  range  varies  with 


individuals,  but  the  overall  range  is 
0.390  to  1.020  Michel  units/ml  for  red 
blood  cells  and  0.440  to  1.630  Michel 
units/ml  for  plasma).  The  patient  con- 
tinued to  have  severe  vomiting  with 
retching,  abdominal  colic,  profound 
muscular  weakness,  and  lethargy.  Blood 
pressure  on  admission  to  the  hospital 
was  128/80,  and  there  was  severe  bi- 
lateral pupillary  constriction  with  the 
pupils  responding  very  poorly  to  light. 
Mild  tremor  and  moderate  muscular 
weakness  as  well  as  moderate  dehydra- 
tion was  to  be  noted.  The  remainder  of 
the  physical  examination  was  within 
normal  limits.  A complete  blood  count 
on  admission  showed  HGB  13.6/100  ml, 
PCV  40  vol  %,  WBC  7,700  with  a normal 
differential.  The  admitting  urinalysis 
was  unremarkable  with  a specific  grav- 
ity of  1.037  and  a 2+  acetonuria.  The 
patient  was  given  atropine  gr.  1/150 
IM  with  1 gm  of  pralidoxime  chloride 
IV  in  250  ml  of  isotonic  saline.  Short- 
ly after  this,  he  felt  improved  and  stat- 
ed that  his  eyes  were  not  blurring  as 
they  had  previously.  It  was  noted  that 
his  face  was  flushed,  but  the  skin  was 
warm  and  moist  with  the  pupils  show- 
ing some  degree  of  dilatation.  Cholin- 
esterase levels  the  following  morning  re- 
vealed 0.786  Michel  units/ml  in  the 
plasma  and  1.100  Michel  units/ml  in  the 
red  blood  cells. 

During  the  second  hospital  day,  he 
was  given  IM  atropine  and  oral  tablets 
of  pralidoxime  chloride.  Late  in  the 
afternoon  he  became  somewhat  confused 
and  had  a semiliquid  stool.  A repeat 
cholinesterase  study  showed  the  plasma 
to  contain  0.140  Michel  units/ml  and 
the  red  blood  cells  0.680  Michel  units/ml. 
The  amount  of  pralidoxime  chloride  was 
increased  to  2 gm  and  the  following 
day  the  patient  stated  he  felt  well  and 
had  no  complaints.  His  cholinesterase 
at  this  time,  was  0.830  Michel  units/ml 
for  the  red  blood  cells,  and  0.270  Michel 
units/ml  for  the  plasma. 

Discussion 

Organic  phosphorous  insecticides  act  by 
phosphorylation  of  the  cholinesterases,  and 
thus  inactivate  these  enzymes.  This  allows 
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an  accumulation  of  acetylcholine  at  somatic 
and  parasympathetic  nerve  endings.  The 
parathion  pesticide  will  inhibit  cholinesterase 
only  after  being  metabolized  mostly  by  the 
liver.  Many  of  the  other  compounds  such 
as  tetra-ethyl  pyrophosphate  (TEPP)  - and 
the  2-carbomethoxy-l-methyl  vinyl  dimethyl 
phosphate  (Phosdrin)  are  direct  inhibitors 
of  the  enzymes.  Accordingly,  they  may  also 
block  sympathetic  transmission  at  the  gan- 
glia and  interrupt  synaptic  transmission  in 
the  central  nervous  system.  The  resulting 
inhibition  is  more  or  less  permanent  and  the 
phosphorylated  enzyme  returns  only  very 
slowly  to  its  active  form  without  specific 
treatment.  Some  of  these  compounds  are 
immediately  active  and  accordingly  are  po- 
tent cholinesterase  inhibitors  which  may 
cause  death  quickly,  such  as  with  the  nerve 
gases  and  TEPP.  IMost  common  agricultur- 
al chemicals  are  sulfonated  and  metabolized 
to  a more  active  cholinesterase  inhibitor 
(oxygenated)  after  entering  the  body  (Para- 
throne,  Malathion).  Other  organic  phos- 
phorous insecticides  are  as  follows:  Carbo- 
phenothion,  Chlorthion,  Co  - Ral,  DDVP, 
Delnav,  Demeton,  D i a s i n o n,  Dicapthon, 
Dimethoate,  Di-Syston,  EPN,  Ethion,  Fan- 
thion,  Guthion,  j\Ialathion,  Methylparathion, 
Methyl  Trithion,  NPD,  Parathion,  Phorate, 
Phosdrin,  Phosphamidon,  Ronnel,  Schraden, 
TEPP,  and  Trichlorofon. 

True  acetylcholinesterase  is  found  in  its 
highest  concentration  both  in  nerve  tissue 
and  red  blood  cells.  The  cholinesterase  found 
in  plasma  and  some  of  that  found  in  liver 
is  considered  nonspecific  and  probably  is 
more  properly  called  a pseudo-cholinesterase. 
In  most  individuals,  symptoms  are  not  com- 
mon until  the  cholinesterase  level  is  de- 
pressed to  about  40%  of  normal.  In  any 
patient  with  intoxication,  the  plasma  levels 
will  be  the  first  to  fall,  followed  by  the  red 
cell  cholinesterase  levels.  The  latter  will 
also  be  the  last  to  recover,  especially  in  cases 
without  specific  treatment. 

It  is  to  be  realized  that  some  individuals, 
due  to  liver  disease  or  the  taking  of  such 
drugs  as  antihistaminics,  may  have  low 
plasma  cholinesterases.  Accordingly,  any  in- 
dividual who  is  working  with  organic  phos- 
phorous insecticides  should  have  two  or  three 
cholinesterase  determinations  prior  to  any 


contact  with  these  compounds.  The  clinical 
symptoms  may  be  predicted  from  the  mech- 
anism of  action  of  the  insecticide.  In  our 
mild  cases,  the  patients  complained  of  vague 
abdominal  discomfort  or  actual  cramping 
which  was  migratory.  Giddiness,  with  oc- 
casional headache  and  some  lethargy,  was 
also  noted  frequently.  In  severe  intoxica- 
tion, there  is  blurring  of  vision,  pupillary 
constriction,  gastrointestinal  pain  and 
cramping  which,  with  increased  severity, 
leads  to  vomiting  and  retching.  Weakness 
and  lethargy,  as  well  as  discomfort  in  the 
chest  and  rhinorrhea  may  be  seen.  Physical 
signs  will  include  sweating,  tearing,  exces- 
sive salivation,  and  excessive  respiratory 
tract  secretion  with  possible  cyanosis  and 
papilledema,  as  well  as  uncontrollable  muscle 
twitches  in  addition  to  the  miosis.  If  there 
is  no  treatment  to  disrupt  the  pattern,  there 
can  be  further  central  nervous  system  de- 
pression with  confusion  or  stupor,  convul- 
sions, coma,  loss  of  reflexes  and  loss  of 
sphincter  control.  Death  is  usually  respir- 
atory in  nature  when  it  occurs. 

In  the  production  and  handling  of  these 
toxic  pesticides,  a rigid  safety  control  pro- 
gram is  constantly  followed.  All  employees 
have  two  to  three  cholinesterase  determina- 
tions made  prior  to  their  contact  with  the 
pho.sphate  compounds  and  are  checked  at 
either  weekly  or  bi-weekly  intervals  through- 
out the  production  time.  Any  employee  who 
complains  of  even  mild  symptoms  which  may 
be  due  to  intoxication  is  immediately  exam- 
ined by  a physician,  and  has  a cholinesterase 
determination.  Also,  if  there  is  any  decrease 
in  the  cholinesterase  levels  without  symp- 
tomatology, the  individual  is  removed  from 
his  duties  and  contact  for  a few  days  and 
warned  of  possible  symptoms  that  may  oc- 
cur requiring  specific  treatment. 

In  severe  cases,  emergency  treatment  is 
necessary  and  is  lifesaving.  When  the  pa- 
tient is  in  respiratory  distress  from  bron- 
chorrhea,  skeletal  muscle  paralysis,  or  cen- 
tral nervous  system  depression,  an  airway 
must  be  maintained  and  any  obstructing  se- 
cretions removed  by  suction  with  artificial 
respiration  being  instituted.  Oxygen  may 
be  used,  especially  to  relieve  cyanosis.  After 
the  cyanosis  has  passed,  IV  atropine  in  doses 
from  2-5  mg  is  begun  (atropine  in  large  IV 
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doses  may  initiate  cardiac  fibrillation  in  a 
hypoxic  patient).  Atropine  blocks  the  ac- 
tion of  the  accumulated  acetylcholine  at  re- 
ceptor sites,  but  has  no  effect  on  the  nico- 
tinic action  of  the  accumulating  acetylc- 
holine. Accordingly,  the  muscular  fascicu- 
lations  as  well  as  the  respiratory  distress 
from  skeletal  muscle  paralysis  may  continue. 
Atropine  in  adequate  doses  is  lifesaving  in 
severe  cases  and  can  be  given  in  large 
doses,  if  necessary.  Doses  of  2-4  mg  of  this 
drug  every  ten  minutes  is  continued  until 
the  patient  responds  or  signs  of  atropiniza- 
tion  develop,  such  as  dilated  pupils,  dry 
skin,  or  tachycardia.  The  use  of  metaraminal 
(Aramine)  in  10  mg  doses  with  the  atropine 
has  been  proposed  to  decrease  some  of  the 
latter  drug’s  side  effects.  Any  patient  who 
is  given  atropine  must  be  observed  for  a 
minimum  of  24  hours  for  recurrence  of  pos- 
sible clinical  signs  and  symptoms. 

The  oxime  drugs,  of  which  pralidoxime 
chloride  is  available,  are  specific  antidotes 
for  anticholinesterase  poisoning  that  is  due 
to  the  organic  phosphorous  insecticides.  It 
is  not  to  be  used  where  intoxication  is  due 
to  carbamate  insecticides  which  also  are 
blood  cholinesterase  inhibitors.  Pralidoxime 
chloride  reactivates  the  inhibited  cholines- 
terase, acts  chemically  with  anticholines- 
terase, and  depolarizes  the  myoneural  junc- 
tion by  its  own  pharmacologic  action.  In  se- 
vere cases,  adults  are  given  1 gm  IV  at  a 
rate  not  over  500  mg  per  minute  or  1 gm  in 
250  ml  of  isotonic  saline  IV  over  a 30  minute 
period.  The  dose  may  be  repeated  in  30 
minutes  if  muscular  weakness  persists.  The 
pediatric  dose  is  25-50  mg  per  kilo.  The 
amount  of  the  drug  is  reduced  by  increas- 
ing time  from  exposure  to  treatment. 

After  the  airway  and  artificial  respiration 
have  been  established  in  severe  cases,  and 
the  initial  drugs  given,  decontamination 
must  be  promptly  accomplished.  The  stom- 
ach is  emptied,  if  the  pesticide  has  been  in- 
gested, or  the  skin  is  washed  with  saline 
solution  or  alcohol  if  it  is  the  site  of  con- 
tamination. The  majority  of  the  pesticides 
are  more  soluble  in  alcohol  than  in  water. 
Several  relatively  common  drugs  are  contra- 
indicated because  of  their  own  anticholines- 
terase activity  or  because  they  lead  to  some 


degree  of  central  nervous  system  depres- 
sion. Among  these  are  the  narcotics,  amino- 
phyllin,  theophyllin,  phenothiazine  deriva- 
tives and  barbiturates.  If  a barbiturate 
must  be  used  to  control  convulsions,  it  should 
be  used  very  sparingly.  In  any  severe  case, 
it  is  recommended  that  in-hospital  care  be 
carried  out  for  at  least  48  hours. 

In  Case  No.  1,  the  patient  had  a proven 
temporary  arrest  of  the  maturation  in  the 
myelogenous  series  at  the  metamyelocyte 
level.  The  etiology  of  this  temporary  altera- 
tion would  appear  to  be  most  likely  due  to 
the  organic  phosphorous  insecticide  intoxica- 
tion, although  the  herbicide  or  one  of  the 
mechanical  lubricants  used  by  the  patient 
can  not  be  absolutely  ruled  out.  Mostromatte 
reviewed  many  cases  of  hemologic  disorders 
associated  with  the  use  of  insecticides  and 
concluded  that  the  development  of  blood 
dyscrasias  to  these  agents  was  most  unlike- 
ly. As  with  this  case,  most  of  the  cases 
were  exposed  to  many  other  agents  that 
could  also  be  responsible. 

Case  No.  2,  showing  severe  intoxication, 
demonstrates  the  prompt  recovery  of  the 
patient  when  aggressively  treated  as  out- 
lined. It  also  indicates  the  need  for  continu- 
ous observation  because  of  possible  recur- 
rence of  the  symptoms  and  signs  from  agents 
still  circulating  and  capable  of  depressing  the 
cholinesterase  even  after  the  initial  treat- 
ment. 

Summary 

The  organic  phosphorous  pesticides  are 
becoming  progressively  more  important 
causes  of  accidental  poisoning.  Carelessness 
in  handling  these  compounds  is  chiefly  re- 
sponsible for  the  intoxications.  These  cases 
will  be  seen  more  frequently  as  the  use  of 
these  insecticides  increases  and  it  is  neces- 
sary for  all  physicians  to  recognize  them, 
obtain  specimens  for  cholinesterase  deter- 
minations and  to  treat  accordingly.  The  or- 
ganic phosphorous  insecticides  inhibit  cho- 
linesterase allowing  accumulation  of  acetyl- 
choline which  is  responsible  for  the  symp- 
toms and  signs.  Therapy  includes  recogni- 
tion, respiratory  resuscitation,  and  atropine 
in  lai’ge  doses. 

Reprints  and  bibliography  may  be  obtained  from 
the  authors. 
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From  Your  President 


CERTIFICATION,  RECERTIFICATION, 
AND  UTILIZATION  REVIEW 

Before  Congress  passed  P.L.  89-97,  these 
words  were  simple  terms  and  caused  no  par- 
ticular reaction  in  medical  circles.  Little 
did  we  suspect  what  repercussions  were  to 
follow  in  relation  to  these  simple  words. 
Utilization  review  has  been  fairly  well  re- 
solved, but  certification  and  recertification 
remain  to  haunt  us.  Since  there  has  been 
such  violent  reaction  to  them,  I feel  that 
a review  of  what  the  terms  really  mean  to  us, 
where  they  came  from,  and  what  we  should 
do  about  them  is  in  order. 

Section  1814  of  Title  XVIII  P.L.  89-97 
states  “(a)  Except  as  provided  in  sub-sec- 
tion (d),  payment  for  services  furnished  an 
individual  may  be  made  only  to  providers  of 
services  which  are  eligible  therefor  under 
section  1866,  and  only  if  — (1)  (deleted 
as  not  pertinent).  (2)  A physician  certi- 
fies, (and  recertifies  where  such  services 
are  furnished  over  a period  of  time,  in  such 
cases,  with  such  frequency,  and  accompanied 
by  such  supporting  material  appropriate  to 
the  case  involved,  or  may  be  provided  by 
regulations,  except  that  the  first  of  such  re- 
certification shall  be  required  in  each  case 
of  inpatient  hospital  service  not  later 
than  the  20th  day  of  such  period)  that  — 
(A)  in  the  case  of  inpatient  hospital  services 
(other  than  inpatient  psychiatric  hospital 
services  and  inpatient  tuberculous  hospital 
services)  such  services  are  or  were  required 
to  be  given  on  an  inpatient  basis  for  such 
individual’s  medical  treatment,  or  that  in- 
patient diagnostic  study  is  or  was  medically 
required  and  such  services  are  or  were 
necessary  for  such  purposes  . . .”  This 
is  a direct  quotation  from  the  statute  as 
passed  by  the  Congress  of  the  United  States. 
In  turn,  the  Department  of  Health,  Educa- 
tion, and  Welfare  is  charged  with  devising 
and  issuing  regulations  to  insure  that  the 
intent  of  the  law  is  carried  out.  In  a pam- 
phlet titled  “For  Physicians  — A Reference 
Guide  to  Health  Insurance  under  Social  Se- 
curity,” issued  in  June  1966,  by  the  United 
States  Department  of  Health,  Education, 


and  Welfare,  Social  Security  Administration 
OASI-876,  page  19,  under  Certification  of 
Services,  I quote,  “As  in  many  other  public 
and  private  programs  paying  for  health 
care,  a physician  will  need  to  certify  that 
the  diagnostic  or  therapeutic  services  for 
which  pajonent  is  claimed  under  the  health 
insurance  program  are  medically  necessary. 
In  some  situations,  where  these  services  are 
furnished  over  a period  of  time,  there  will 
be  a need  for  recertification.  However,  no 
certification  or  recertification  will  he  re- 
quired for  physicians  sei'vices”  The  Hos- 
pital Manual  HIM  10  (4-67)  issued  by  the 
Department  of  Health,  Education,  and  Wel- 
fare, Social  Security  Administration,  Chap- 
ter II,  Section  273.1,  states,  “Failure  to  cer- 
tify or  rectify  — If  a hospital  fails  to  ob- 
tain the  required  certification  and  recertifi- 
cation statements  in  an  individual  case,  pro- 
gram payment  cannot  be  made  in  that  case. 

If  the  hospital’s  failure  to  obtain  a cer- 
tification or  recertification  is  not  due  to  a 
question  as  to  the  necessity  for  the  services, 
but  rather  to  the  physician’s  refusal  to  cer- 
tify based  on  other  grounds  (e.g.,  he  ob- 
jects in  principle  to  the  concept  of  certifica- 
tion and  recertification),  the  hospital  may 
not  charge  the  beneficiary  for  any  covered 
items  or  services  furnished  him.  The  pro- 
vider agreement  which  the  hospital  files  with 
the  Secretary  precludes  it  from  doing  so. 

If  a physician  refuses  to  certify  because, 
in  his  opinion,  hospitalization  was  not  re- 
quired for  medical  treatment  or  diagnostic 
study,  the  services  are  not  covered  and  the 
hospital  can  bill  the  patient  directly.  The 
reason  for  the  physician’s  refusal  to  make 
the  certification  must  be  documented  in  the 
hospital  records.” 

The  material  I have  quoted  is  all  de- 
signed by  the  law  and  the  Social  Security 
Administration’s  regulations  to  insure  prop- 
er use  of  hospitals  and  other  facilities  by 
Medicare  recipients.  Social  Security  Ad- 
ministration has  then  in  turn  charged  the 
fiscal  intermediary  with  the  responsibility 
of  seeing  that  all  these  conditions  are  met. 
In  the  State  of  Nebraska,  Blue  Cross  is  the 
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intermediary  for  hospitals  and  therefore  is 
in  the  precarious  position  of  having  to  tell 
our  hospitals  what  rules  must  be  followed 
in  order  to  be  reimbursed  for  charges  to 
Medicare  recipients  using  their  facilities. 
Blue  Cross  and  its  agents  have  not  made  the 
rules  nor  enlarged  upon  any  of  the  rules.  In 
his  letters  of  November  11,  1966,  and  May  5, 
1967,  Leo  Bolin,  Director  of  Professional  Re- 
lations, Nebraska  Blue  Cross  - Blue  Shield 
has  attempted  to  warn  the  hospitals  of  prob- 
able consequences  if  doctors  do  not  proper- 
ly certify  their  patients  for  hospital  care. 
These  letters  have  been  misunderstood  to 
some  extent,  particularly  by  many  hospital 
staff  doctors  who  feel  that  Blue  Cross  is 
attempting  to  intimidate  us.  This  is  quite 
contrary  to  the  truth  of  the  matter.  Blue 
Cross  is  trying  to  protect  our  hospitals  from 
loss  of  reimbursements  in  cases  in  which 
the  doctors  will  not  cooperate  in  certifying 
the  necessity  of  hospital  care.  If  you  have 
doubt  about  this,  please  study  the  statute 
and  the  regulations  to  satisfy  yourself  that 
the  only  ones  hurt  by  failure  of  a doctor  to 
certify  are  the  hospital  where  you  do  your 
work  and  to  which  you  must  owe  some 
measure  of  loyalty,  and  your  patient. 

To  boil  this  down  considerably,  it  seems  to 
me  that  the  legislators  who  passed  P.L.  89- 
97  have  said  to  the  doctor:  We  have  no  ques- 
tion about  you  as  a physician.  You  are  the 
one  who  should  take  care  of  the  patient  and 
we  ask  no  certification  of  this  fact.  How- 
ever, when  you  use  other  facilities  to  care 
for  this  patient,  we  want  your  word  for 
the  necessity  of  that  care.  This  is  neces- 
sary so  that  no  abuse  of  Medicare  provisions 
will  occur  and  thus  the  taxpayer  wall  not 
be  burdened  with  unnecessary  expenditures. 
Under  these  arrangements,  the  physician 
will  still  have  command  of  the  situation  in 
regard  to  the  conduct  of  his  patient’s  care. 
He  retains  local  control  for  his  hospital  and 
personal  control  of  his  patient.  Many  doc- 
tors, to  whom  I have  talked,  seem  to  feel 
that  the  Social  Security  Administration  is 
asking  us  to  certify  that  Our  care  of  the  pa- 
tient is  necessary  when  we  sign  the  hospital 
certification  data.  Note  above  that  it  is 
definitely  stated  that  no  certification  is  re- 
quired for  physicians’  services. 


What  should  we  do  about  this  situation? 
First,  I do  not  feel  that  personal  or  small 
group  resistance  to  Government  legislation 
is  effective.  We  must  fight  this  level  of  the 
law  by  going  to  our  U.S.  Senators  and  Con- 
gressmen. This  is  best  done  by  activating 
all  levels  of  organized  medicine  to  fight  the 
battle.  The  Nebraska  State  Medical  Asso- 
ciation is  on  record  as  opposing  the  certifi- 
cation regulations  and  the  House  of  Dele- 
gates of  the  American  Medical  Association  in 
its  last  session  passed  a resolution  to  con- 
tinue to  work  constantly  toward  amending 
P.L.  89-97  to  remove  the  requirements  of 
certification  and  recertification  of  hospital 
patients.  Second,  I feel  that  each  hospital 
staff  should  come  to  some  agreement  with  its 
hospital  which  will  allow  the  hospital  to  col- 
lect its  legitimate  claims  under  Title  XVIII 
A.  Please  realize  that,  if  the  fiscal  inter- 
mediary pays  a hospital  on  a claim  which  is 
not  properly  certified  and  documented,  that 
hospital  may  be  required  to  reimburse  the 
money  to  the  government  but  that  hospital 
still  cannot  go  to  the  patient  for  payment. 
This  could  spell  disaster  at  the  end  of  the 
year  when  Government  audit  is  done  to  make 
the  payments  to  the  hospital  official  for  the 
previous  year. 

Please  do  not  misconstrue  my  statements 
on  this  subject.  I agree  with  all  my  col- 
leagues that  the  present  fonn  of  Medicare 
is  not  in  the  public  interest.  However,  until 
we  can  affect  changes  through  legislation 
at  the  national  level,  let  us  do  what  is  neces- 
sary to  protect  ourselves  and  our  hospitals. 
Above  all,  let  us  guard  against  increased  gov- 
ernment take-over  in  reprisal  for  ineffectual 
resistance  on  our  part  in  regard  to  certifica- 
tion of  patients  for  hospital  care. 

R.  J.  MORGAN,  M.D. 


Tetanus  Treated  With  Diazepam  — N.  V. 
O’Donohoe  (Our  Lady’s  Hosp  for  Sick 
Children,  Dublin).  J Irish  Med  Assoc  60: 
89-90  (March)  1967. 

The  successful  treatment  with  diazepam 
of  a boy  10  years  of  age  suffering  from 
severe  tetanus  is  described.  The  drug  was 
used  after  other  methods  of  treatment  had 
failed  to  control  the  tetanic  spasms. 
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Med  icinews 

Summer  camp  guide  available — 

A comprehensive  guide  to  summer  camps 
for  handicapped  children  and  adults  is  is- 
sued this  week  by  the  Easter  Seal  Society 
(National  Society  for  Crippled  Children  and 
Adults). 

The  attractive  “Directory  of  Camps  for 
the  Handicapped”  prepared  in  cooperation 
with  the  American  Camping  Association, 
gives  detailed  and  up-to-date  information 
about  250  camps  which  provide  therapeutic 
recreation  and  training  for  the  disabled. 

Summer  camping  for  handicapped  per- 
sons has  gained  an  important  role  in  re- 
habilitation. It  has  proven  ideal  in  helping 
them  gain  self-confidence  while  learning  to 
overcome  their  crippling  conditions. 

Only  camps  which  have  specific  programs 
for  persons  with  physical,  mental,  social  or 
emotional  handicaps  are  listed  in  the  guide. 
The  listing  does  not  include  camps  that  ac- 
cept children  or  adults  with  mild  handicaps 
in  their  regular  programs,  but  covers  those 
camping  facilities  primarily  designed  for 
the  disabled. 

Facts  about  each  camp,  such  as  impair- 
ments accepted,  fees,  dates  and  addresses 
for  inquiry,  as  listed  for  176  residential 
camps  and  74  day  camps. 

Copies  of  the  guide  are  available  at  $1 
per  copy.  Direct  requests  to  Dr.  L.  J. 
Hardt,  National  Society  for  Crippled  Chil- 
dren and  Adults,  2023  West  Ogden  Avenue, 
Chicago,  Illinois  60612. 

Going  to  Mexico?  — 

Public  Health  Service  Surgeon  General 
William  H.  Stewart  and  Dr.  Raphael  Moreno 
^’alle,  Mexican  Secretary  Health  and  Wel- 
fare, announced  on  June  7,  1967,  that  trav- 
elers between  the  United  States  and  Mexico 
will  no  longer  be  required  to  present  a small- 
pox vaccination  certificate,  provided  they 
have  visited  no  other  countries  within  14 
days  prior  to  crossing  the  border. 

Discontinuance  of  the  vaccination  require- 
ment for  the  United  States  became  effective 
with  the  announcement  which  was  made  in 


Houston,  Texas,  at  the  meeting  of  the  U.S. 
Mexican  Border  Public  Health  Association. 
The  change  in  Mexican  Regulations  is 
scheduled  to  take  effect  on  or  before  June 
17,  1967. 

3Iay  throw  light  on  cancer — 

The  National  Cancer  Institute,  one  of  the 
National  Institutes  of  Health,  using  laser 
equipment  developed  by  the  U.S.  Army,  will 
conduct  research  with  high  energy  light 
beams  to  study  their  effects  on  cancer. 

The  word  “laser”  is  derived  from  “light 
amplification  by  stimulated  emission  of  ra- 
diation.” 

Heart  association — 

The  Winter-Spring  1967  issue  of  Stroke — 
“Current  Concepts  of  Cerebrovascular  Dis- 
eases” is  now  available  to  physicians  in  Ne- 
braska. 

As  a service  by  the  Professional  Educa- 
tion Committee  of  the  Nebraska  Heart  As- 
sociation, Paul  K.  Mooring,  M.D.,  Chairman, 
the  first  issue  of  the  publication  sponsored 
by  the  American  Heart  Association  is  being 
mailed  complimentary  to  all  physicians  in 
Nebraska. 

No  picnic — 

Tips  on  food  handling  and  service  to  be 
sure  that  summertime  picnics  do  not  turn 
out  to  be  “no  picnic”  are  contained  in  a 
new  pamphlet  just  issued  by  the  Public 
Health  Service,  U.S.  Department  of  Health, 
Education,  and  Welfare,  Washington,  D.C. 
“No  Picnic”  (PHS  Publication  No.  1623)  is 
available  in  single  copies  from  the  Public 
Health  Service,  Washington,  D.C.  20201.  It 
may  be  purchased  in  quantity  from  the  Su- 
perintendent of  Documents,  Government 
Printing  Office,  Washington,  D.C.  20402  at 
five  cents  a copy. 

Preservation  of  food  by  irradiation?  — 

Preservation  of  food  by  irradiation  has 
been  written  off  by  a Presidential  commit- 
tee as  impractical  for  the  foreseeable  future. 
A 700-page  report  on  “The  World  Food  Prob- 
lem” includes  a single  paragraph  to  the  ef- 
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feet  that  radiation  processing  of  food  is 
“technically  possible  but  not  yet  an  efficient 
commercial  reality.”  It  suggests  further 
studies  are  necessary  because  radiation-pro- 
duced toxin  may  be  transmitted  to  humans. 

The  section  that  included  the  irradiation 
paragraph  was  written  by  a panel  of  the 
President’s  Scientific  Advisory  Committee 
headed  by  Stuart  Younkin  of  Campbell  Soup 
Company.  It  says  bluntly  that  technical 
problems  “indicate  that  radiation  is  not  like- 
ly to  have  a significant  application  for  food 
preservation  in  the  foreseeable  future.” 

Hearing  guides  available — 

Two  booklets,  entitled  “Industrial  noise 
and  hearing  protection”  and  “guide  for  in- 
dustrial audiometric  technicians”  are  of- 
fered, to  assist  physicians,  nurses,  and  tech- 
nicians in  industry.  They  are  available,  with- 
out cost,  by  writing  to  Roger  Maas,  Ph.D., 
Employers  Insurance  of  Wausau,  Wausau, 
Wisconsin. 

Award  to  Dr.  Cheek — 

Donald  Cheek,  M.D,,  associate  professor. 
Department  of  Pediatrics,  Johns  Hopkins 
University  School  of  Medicine,  has  been  chos- 
en to  receive  the  1967  Borden  Award  of  the 
American  Academy  of  Pediatrics. 

Hats  off  to  Nebraska’s  nursing  schools — 

Graduates  of  the  nursing  schools  in  Ne- 
braska, both  diploma  and  degree  schools, 
led  the  nation  in  two  fields  in  their  state 
board  examinations  in  1966,  and  placed  sec- 
ond nationally  in  two  other  areas.  Gradu- 
ates of  all  14  schools  in  the  state  ranked 
first  in  the  nation  in  obstetric  and  pediatric 
tests.  They  ranked  second  in  surgical  and 
psychiatric  nursing.  In  medical  nursing, 
they  were  fifth  highest.  It  is  believed  that 
no  other  state  can  match  this  record. 

Prices  drop  on  quinine  and  quinidine — 

Quinine,  quinidine,  and  colchicine  prod- 
uct prices  have  been  reduced  10%  to  16% 
in  recent  action  by  Eli  Lilly  and  Company. 
Price  tags  for  quinine,  fixed  by  an  inter- 
national cartel,  climbed  sharply  in  recent 

August,  1967 


years,  largely  in  response  to  rising  demand 
occasioned  by  the  Vietnam  war  and  political 
turmoil  in  Indonesia  (source  of  most  raw 
materials).  Raw  material  prices  paid  by 
Lilly  for  quinine  and  quinidine  advanced 
more  than  fivefold  during  the  past  two 
years.  The  reductions  in  finished  drug 
prices,  says  Lilly,  reflect  the  economists’ 
projections  of  lower  and  more  stable  raw- 
material  costs. 

Bills  coining  up — 

Itemized  bill  instead  of  receipted  bill  under 
Medicare. 

Direct  payment  under  Title  19. 

Armed  Forces  health  professions  scholar- 
ship act. 

Additional  pay  for  scarce  specialists  in  V.A. 
Prohibition  of  interference  with  Krebiozen. 

Defining  “Physician”  under  Medicare  (to 
provide  that  a chiropractor,  naturopath, 
podiatrist,  or  other  licensed  practitioner  of 
the  healing  arts  would  be  considered  a 
physician  for  purposes  of  health  insurance 
benefits). 

Institute  on  gerontology. 

Fees  for  part-time  physicians  in  V.A. 

Inflation  in  medical  costs — 

Inflation  in  medical  costs,  including  drugs, 
has  the  Administration  more  than  a little 
worried.  In  an  effort  to  stem  rising  costs. 
President  Johnson  called  about  300  medical 
experts  to  Washington  last  month,  request- 
ing them  to  help  find  ways  to  cut  costs 
without  impairing  services,  particularly  for 
older  persons  involved  in  the  Medicare  pro- 
gram. For  the  present,  at  least,  the  Presi- 
dent hopes  to  block  any  rise  in  the  1%  pay- 
roll tax  that  workers  and  employers  now 
split  to  pay  for  Medicare.  But  those  who 
pay  $3  a month  for  coverage  of  their  doctor 
bills  will  be  paying  more.  A new  rate  for 
1968  will  be  set  in  October  by  the  Social  Se- 
curity Administration. 

Pesticides  — a major  health  menace? — 

Tighter  federal  controls  over  the  manu- 
facture of  pesticides  are  proposed  by  Sen- 
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ator  Abraham  Ribicoff  (D.,  Conn.).  He  will 
offer  a bill  under  which  pesticide  producers 
would  have  to  register  with  the  Agriculture 
Department  and  open  their  production  and 
transport  facilities  to  department  inspection. 
Ribicoff,  and  a number  of  other  members 
of  Congress,  have  been  worried  about  the 
health  menace  of  pesticides  for  some  time. 

Nebraska’s  Mel  Steen,  Director  of  the  Ne- 
braska Game,  Forestation  and  Parks  De- 
partment, and  Dick  Schaffer,  Editor  of  Ne- 
hraskaland,  published  an  article  in  their 
Neb7-askaland  magazine  approximately  a 
year  ago  telling  of  their  own  concern  in  this 
area.  The  article  dealt  with  the  problem  of 
“biological  magnification”  whereby  the 
amount  of  toxic  pesticide  was  increased  ap- 
proximately tenfold  with  each  passage  into 
a different  species  of  animal.  An  example 
was  given  of  an  area  infested  with  mos- 
quitoes. DDT  was  sprayed  along  the  shore 
of  the  lake.  Plankton  and  small  animal 
forms  in  the  lake  acquired  some  of  this 
DDT.  These  small  animals  were  in  turn 
eaten  by  crustaceans  and  these  larger  ani- 
mals had  approximately  10  times  the  con- 
centration of  DDT  in  their  tissues  as  did 
the  plankton.  The  crustaceans  were  in  turn 
eaten  by  small  fish  in  which  the  pesticide 
concentration  now  reached  100  times  the 
level  found  in  the  plankton.  The  small  fish 
were  now  eaten  by  certain  water  birds  who 
died  from  the  pesticide.  Analyses  of  the 
birds  showed  a concentration  of  approxi- 
mately 1,000  times  the  level  found  in  the 
plankton. 

One  must  necessarily  ask  — “What  if  the 
birds  had  not  died,  but  had  a sub-lethal  level 
of  pesticides  in  their  bodies  — and,  assum- 
ing that  the  water  birds  were  ducks  or  geese, 
had  in  turn  been  eaten  by  humans?”  This 
observer,  for  one,  has  been  aware  of  a de- 
creasing number  of  song  birds  in  his  back 
yard.  Especially  absent  have  been  the  many 
robins  that  were  visible  in  every  direction. 
Today  one  has  to  look  hard  to  find  even  one 
robin.  My  friends  on  the  farm  tell  me  that 
no  longer  do  they  see  the  formerly  ever- 
present flocks  of  crows. 

Maybe  we  should  all  re-read  the  book 
“Silent  Spring.”  And  just  maybe,  some- 
thing should  be  done  to  control  the  use  of 


the  currently  popular  pesticides,  and  just 
maybe  this  should  be  done  soon. 

Drug  speedup  at  FDA — 

One  of  the  pharmaceutical  industry’s  big- 
gest headaches  in  new-product  development 
was  eased  in  early  July.  Food  and  Drug 
Administration  Commission  James  Goddard 
sent  out  the  news  that  the  agency  has  final- 
ly cleared  up  its  years-long  backlog  of  pend- 
ing new-drug  applications  (NDA)  and  in- 
tends to  stay  current  (180  days  for  action) 
from  now  on. 

As  if  to  underline  its  triumph,  FDA  simul- 
taneously approved  an  NDA  on  a potent  but 
non-narcotic  pain  killer,  pentazocine,  nine 
years  after  the  morphine  substitute  was  de- 
veloped by  Sterling  Drug’s  Winthrop  Lab- 
oratories Division.  Drugmakers  had  com- 
plained that  they  were  driven  to  a costly 
speedup  in  research  and  testing  to  compen- 
sate for  the  time  lag  in  Washington. 

During  the  past  year,  FDA  has  approved 
73  NDAs  some  of  which  have  been  pending 
for  as  long  as  3 years.  On  the  list,  aside 
from  the  Winthrop  analgesic;  two  drugs  to 
lower  cholesterol  levels ; Merrell’s  Clomid, 
the  first  proven  U.S.  drug  to  combat  steril- 
ity in  women;  Zyloprim  (Allopurinol)  for 
the  treatment  of  gout;  several  new  tranquil- 
izers; another  analgesic;  and  an  agent  to 
aid  in  diagnosing  the  spread  of  cancer.  Dur- 
ing the  big  cleanup,  FDA  sent  130  NDAs 
back  to  the  manufacturers  for  additional 
data.  To  get  the  job  finished,  FDA  bor- 
rowed 65  doctors  from  the  Public  Health 
Service  to  help  in  the  reviewing  process. 

While  Making  Rounds 

1.  Quote  Unquote 

Listen  to  the  patient,  and  he  will  give 
you  his  diagnosis. 

— Osier 

We  must  keep  America  whole  and  safe 
and  unspoiled. 

— A1  Capone 

Ask  not  what  your  school  can  do  for 
you,  but  what  you  can  do  for  your 
school. 

— Rev.  George  Clair  St.  John 
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The  future  may  be  better  or  worse. 

— Calvin  Coolidge 

It  is  essential  that  the  advanced  coun- 
tries should  render  aid  — real  and  pro- 
longed aid  — to  the  backward  national- 
ities in  their  cultural  and  economic  de- 
velopment. Otherwise,  it  will  be  im- 
possible to  bring  about  the  peaceful  co- 
existence of  the  various  nations  and  peo- 
ples — within  a single  economic  system 
that  is  so  essential  for  the  final  tri- 
umph of  Socialism. 

— Stalin 

2.  Our  Own  Monthly  Statistical  Report 

(a)  Hospitals  now  require  three  em- 
ployees per  patient  per  day;  it 
was  1.5  in  1946. 

(b)  On  alcohol:  80%  of  Americans 
drink;  10%  are  “dependent;”  5% 
are  “addicted.” 

(c)  More  than  three  million  adults  in 
the  U.S.  have  rheumatoid  ar- 
thritis. 

3.  Section  on  Abbreviations  (answers  on 
request) 

RXN 

TAH 

MI 

BSO 

RV/RF 

4.  Anniversary  Time 
August,  1942 — 

First  clinical  and  successful  use  of 
penicillin,  by  Fleming. 

August  26,  1743 — 

Lavoisier  born,  in  Paris. 

5.  They  Really  Said  It 

“I’m  breathing,  but  I don’t  feel  all 
right.” 

“No  fluid  has  accumulated  as  such.” 

“We  haven’t  lost  any  blood.”  It  really 
wasn’t  lost.  We  found  it,  on  the 
floor,  the  drapes,  the  sponges,  and 
in  the  suction  bottles. 

“The  patient  emesed.”  One  even  “dia- 


phoresed.”  For  those  who  don’t  like 
to  throw  up  or  sweat,  there's  always 
vomit  and  perspire ; or  even  transpire. 
Ladies,  of  course,  just  glow. 

6.  Department  of  Definitions 

Tonsorial  parlor:  the  E.N.T.  operating 
room. 

Chronic  nonspecific  idiopathic  lympha- 
denopathy:  a lump  that’s  been  there 
for  a long  time,  and  we  don’t  know 
what  caused  it. 

Natural  death.  The  proof  that  there 
is  no  such  thing,  that  death,  while 
it  must  come,  always  comes  un- 
naturally, is  contained  in  the  story 
about  the  guest  eating  the  chicken 
dinner,  who  came  abruptly  to  the 
end  of  his  meal  when  the  woman  said, 
“And  this  is  none  of  your  butchered 
animals;  that  chicken  died  a natural 
death.” 

7.  It  Seems  To  Me 

On  medical  meetings: 

If  everything  the  speakers  are  going 
to  say  will  be  printed,  then  maybe 
some  day  we  will  not  take  whole  days 
off  from  our  sometimes  busy  practice 
in  order  to  travel  a thousand  miles 
to  hear  what  we  can  read  in  com- 
fort and  at  home.  The  printed  page 
can  be  reread,  written  on,  and  kept. 
But  at  meetings  you  can  see  and 
meet  and  talk  with  the  speaker;  you 
can  ask  him  questions.  You  can  see 
how  much  older  your  friends  look. 
Medical  meetings  are  more  than 
merely  useful;  they  keep  us  well 
informed  and  see  that  our  education 
does  not  stop  when  we  gi’aduate.  But 
reading  “maketh  a full  man.” 

On  recordings: 

If  we  regard  the  printed  page  as, 
let  us  say,  very  nearly  the  equal  of 
personal  confrontation,  we  must  then 
prefer  it  to  a voice  recording,  which 
has  only  the  dubious  advantage  of 
allowing  one  to  drive  an  automobile 
while  thinking  of  something  else. 
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8.  Drive  Me  to  the  Dictionary  Department 

a.  Days  I keep  forgetting: 

Dog  Days 
Salad  Days 
Halcyon  Days 

Days  of  wine  and  roses:  some- 
times known  as  the  good  old 
days. 

b.  Plural  words  I find  singular. 

Soapsuds 

Alms 

Forceps 

Lens 

Just  desserts. 

Dregs 

I know  there’s  no  len,  but  what 
about  an  aim  or  a dreg ; or  just 
one  sud  ? 

9.  On  Eponyms 

Has  any  doctor,  we  wonder,  ever  died 
of  his  own  disease?  Has  a Doctor  Ad- 
of  his  own  disease?  Has  a Doctor  Ad- 
dison, for  example,  ever  died  of  Addi- 
son’s disease?  We  mean  any  Doctor 
Addison  or,  even  more  wonderful  to  tell, 
the  Doctor  Addison.  There  are  so 
many  diseases,  and  there  have  been  so 
many  physicians,  with  only  a limited 
number  of  names,  that  all  of  this  is 
quite  possible.  If  there  are  more  peo- 
ple in  the  world  than  any  person  has 
hairs  on  his  head,  then  two  people  must 
have  exactly  the  same  number  of  hairs. 
0 well,  there  is  no  eponymous  title  for 
the  skin,  so  we  have  called  it  C’s  layer; 
everything  else  is  subc,  of  course. 

10.  Curiosity  Shop 

Why  relative  humidity?  The  amount 
of  water  vapor  in  air  can  be  expressed 
as  relative  humidity,  specific  humidity, 
humidity  ratio,  and  as  absolute  humid- 
ity. It  can  be  given  as  percent,  as  a 
fractional  portion,  in  grams  per  liter, 
and  in  grams  per  kilogram.  Relative 
humidity  tells  us,  not  how  much  water 
the  air  is  holding,  but  its  water  con- 
tent expressed  as  a function  of  the 
amount  of  water  the  air  can  contain  at 
its  current  temperature.  In  industry. 


and  in  terms  of  personal  comfort,  ac- 
tual percentile  figures  and  grams  per 
liter  mean  little  or  nothing.  Evapora- 
tion of  perspiration  is  important,  and 
depends  on  how  much  more  water  the 
air  can  hold,  and  thus  on  the  relative 
humidity,  and  not  on  the  absolute  water 
content  of  the  air. 

11.  Rose  by  any  other  name — 

There  was  only  one  Ben  Jonson,  we 
know  (0  rare  B.J.),  but  when  you  say 
Benjamin  Jonson  (if  that  was  his 
name),  or  B.  Jonson,  the  bell  doesn’t 
ring.  His  mother  may  even  have  called 
him  Benny,  but  that  seems  ridiculous. 
Yet  there’s  no  rule  to  follow.  Benny 
Goodman  sounds  right,  but  B or  Ben- 
jamin (or  Ben)  doesn’t.  We  were 
taught  to  say  Henry  Wadsworth  Long- 
fellow, and  nothing  else  will  go  down. 
So  we  got  to  wondering,  does  a man’s 
music  or  do  his  discoveries  seem  to 
change,  and  does  his  poetry  sound  dif- 
ferent; does  he  seem  less  of  a figure; 
and  does,  finally,  his  image  disappear 
when  you  say  his  name  differently,  like 
these? 

A1  Einstein 
Ed  Poe 
Hi  Grant 

Willy  Shakespeare 
Henny  Longfellow 
Charlie  de  Gaulle 
Julie  Caesar 

Russians,  at  least  the  ones  we  know, 
don’t  seem  to  have  first  names.  We 
only  hear  of  them  as  Stalin  or  Krush- 
chev or  Trotsky  or  Molotov  or  Kosy- 
gin. But  their  mothers  must  have 
called  them  by  some  endearing  names 
when  they  were  young.  Maybe  they 
didn’t,  and  it  would  have  been  better 
if  they  had. 

Our  Medical  Schools 

C.  U.  meds  and  boards — 

Fifty-eight  of  the  fifty-nine  Creighton 
University  candidates  examined  by  medical 
licensing  boards  passed  the  examination  in 
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1966.  During  1966,  88  Creighton  medical 
graduates  were  licensed  for  the  first  time, 
69  of  these  in  Nebraska. 

Dr.  Tollman  appointed — 

Dr.  J.  Perry  Tollman  has  been  appointed 
Director  of  the  Regional  Medical  Program 
at  the  University  of  Nebraska  Medical  Cen- 
ter. 

He  will  administer  the  Medical  Center’s 
participation  in  the  Nebraska-South  Dakota 
program. 

Dr.  Tollman  currently  is  Professor  of 
Pathology.  He  joined  the  faculty  of  the 
College  of  Medicine  in  1931,  and  served  as 
Dean  from  1952  until  1964,  when  he  resigned 
for  a year  of  studying  and  teaching  in  Thai- 
land. 

The  Nebraska-South  Dakota  program  cur- 
rently is  working  under  a $350,339  grant  to 
plan  methods  to  improve  the  diagnosis  and 
treatment  of  heart  disease,  cancer,  stroke, 
and  related  diseases. 

This  is  a national  program  established  by 
Congress. 

The  Nebraska  State  Medical  Association 
is  the  fiscal  agent  for  the  Nebraska-South 
Dakota  Region.  Dr.  Harold  Morgan  of  Lin- 
coln is  coordinator  of  the  program. 

New  library  at  U.  of  N. — 

The  University  of  Nebraska  College  of 
Medicine  and  its  Alumni  Association  recently 
announced  a $350,000  fund  drive  to  help 
build  and  equip  a new  Library  of  Medicine. 

The  existing  medical  library  occupies  a 
converted  patient  ward  in  University  Hos- 
pital to  which  it  was  assigned  “temporar- 
ily” some  40  years  ago.  There  are  at  pres- 
ent no  individual  study  areas.  The  collec- 
tion is  scattered  in  sub-basements  through- 
out the  campus  and  new  shelf  space  is  virtu- 
ally non-existent. 

Despite  unsuitable  and  cramped  space  for 
its  storage  and  display,  the  library’s  collec- 
tion has  been  described  as  the  best  between 
Chicago  and  the  West  Coast. 

The  collection  has  grown  to  some  138 


thousand  volumes  and  is  one  of  the  most 
extensively  used  in  the  nation. 

The  library  serves  as  the  official  library 
of  the  Nebraska  State  Medical  Association 
and  is  an  important  resource  for  two  other 
medical  schools  in  the  region. 

The  proposed  library  will  contain  three  or 
four  floors,  depending  on  the  availability  of 
funds.  Three  floors  would  contain  space 
for  283,000  volumes. 

The  library  will  offer  flexible  study  areas 
and  lounges  and  a sophisticated  electronic 
system  of  information  storage,  retrieval  and 
dissemination. 

The  estimated  cost  for  three  stories  of  the 
library  building  is  $2,400,000. 

V.  of  N.  appoints — 

University  of  Nebraska  Regents  recently 
approved  the  appointments  of  three  new  doc- 
tors to  the  College  of  Medicine  faculty. 

Dr.  Arthur  Jerome  Levens  was  appointed 
professor  of  neurology.  Before  becoming 
associate  professor  of  psychiatry  in  neu- 
rology at  the  Missouri  Institute  of  Psychi- 
atry last  year.  Dr.  Levens  had  a long  career 
of  service  in  military  hospitals.  The  former 
Army  colonel  received  the  Legion  of  Merit 
and  a Presidential  Citation  for  Exceptional 
and  Meritorious  Conduct. 

Dr.  Levens  was  chief  of  the  neurology 
service  at  Walter  Reed  General  Hospital 
from  1959  to  1966.  From  1960  to  1963  he 
was  a consultant  in  neurology  to  the  Sur- 
geon General  of  the  U.S.  Army  and  associate 
in  neurology  at  George  Washington  Univer- 
sity from  1961  to  1965.  He  was  chief  of  the 
neurology  service  at  Brooke  Army  Hospital 
from  1956  to  1959,  and  chief  of  neurology 
service  at  Letterman  General  Hospital  from 
1951  to  1953. 

He  served  in  the  Army  Medical  Service 
Graduate  School  for  Military  Medicine  and 
Allied  Science  in  the  Department  of  Neuro- 
psychiatry of  the  Walter  Reed  Army  Insti- 
tute of  Research. 

Dr.  Levens’  particular  research  has  been 
on  the  residual  effects  of  Japanese  B en- 
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cephalitis.  Epilepsy  and  various  muscle 
diseases  are  also  among  his  interests. 

He  is  a 1940  graduate  of  the  University 
of  Wisconsin,  from  which  he  also  received 
his  M.D.  in  1943.  He  interned  at  the  -Uni- 
versity of  Indiana  and  took  residencies  in 
psychiatry  and  neurology  at  Fitzsimons  Gen- 
eral Hospital  and  the  Mayo  Foundation  Uni- 
versity of  Minnesota  Graduate  School. 

Dr.  Michael  S.  Ebadi  will  be  a research 
assistant  professor  of  pediatrics.  He  re- 
ceived his  Ph.D.  in  pharmacology  from  the 
University  of  Missouri  School  of  Medicine 
in  1963  and  an  M.S.  in  pharmacology  from 
the  University  of  Missouri  at  Kansas  City 
in  1962.  He  earned  his  bachelor’s  degree 
from  Park  College  in  1960. 

Dr.  Bradley  M.  Berman  will  be  an  instruc- 
tor in  neurosurgery.  He  received  his  M.D. 
degree  in  1961  from  Western  Reserve  Uni- 
versity in  Cleveland.  After  interning  at  the 
University  of  Minnesota  Hospital,  he  took  a 
residency  at  the  University  of  Cleveland 
Hospital  from  1962  to  1966. 

Librarian  wins  national  prize — 

i\Iiss  IMarjorie  Wannarka,  librarian  of  the 
Creighton  University  School  of  i\Iedicine  and 
School  of  Pharmacy  Library,  was  awarded 
the  Murray  Gottlieb  Prize  at  the  National 
iMedical  Library  Association  convention  in 
iMiami,  Fla.  Miss  Wannarka  won  the  prize 
as  author  of  the  best  essay  on  some  phase 
of  American  medical  history.  The  winning 
essay  was  based  on  a portion  of  iMiss  M’an- 
narka’s  thesis  recently  submitted  to  the  Uni- 
versity of  Minnesota. 

Scholarship  for  I’,  of  \.  student — 

Douglas  Wayne  Curry,  Gering,  Nebraska, 
has  been  named  the  second  recipient  of  the 
New  York  Life  Insurance  Company  Scholar- 
ship at  the  University  of  Nebraska  College 
of  Medicine.  Curry  will  enroll  in  the  Col- 
lege of  Medicine  in  September. 

Last  year’s  recipient  of  the  scholarship, 
Richard  Schindler  Elliott  of  Weeping  Water, 
has  had  liis  scholarship  renewed. 

In  announcing  the  winners.  Dr.  ('ecil 
Witt.son,  Dean  of  the  University  of  Nebraska 


College  of  Medicine,  commended  the  New 
York  Life  Insurance  Company  for  its  far- 
sightedness in  selecting  land-grant  colleges 
to  participate  in  its  scholarship  program. 
He  pointed  out  that  state-supported  institu- 
tions are  not  offered  the  variety  of  scholar- 
ships available  to  private  schools.  He  ex- 
plained that  such  scholarships  persuade  citi- 
zens of  Nebraska  to  remain  in  the  state  for 
their  medical  education,  thus  increasing  the 
chances  of  their  establishing  practice  in  the 
state. 

Dr.  Wittson  emphasized  that  since  the 
College  of  Medicine  discourages  medical  stu- 
dents from  holding  part-time  jobs  because 
of  its  difficult  and  demanding  curriculum,  it 
is  anxious  to  offer  as  many  scholarships  as 
possible. 

SWEAT?  — 

Eleven  college  students  from  Omaha,  Lin- 
coln and  Kearney  are  preparing  themselves 
for  eight  weeks  of  SWEAT  this  summer  at 
the  Nebraska  Psychiatric  Institute  in  Oma- 
ha. 

The  11  students,  all  girls,  are  participat- 
ing in  the  federally-sponsored  SWEAT  pro- 
gram, Summer  Work  Experience  and  Train- 
ing, in  mental  retardation,  from  July  5 to 
August  30,  1967. 

The  purpose  of  the  program  is  to  introduce 
students  to  the  problems  of  mental  retarda- 
tion, give  them  a more  positive  attitude  to- 
ward these  problems,  and  most  important, 
encourage  them  to  enter  careers  in  the  field. 
Beginning  July  5,  the  students  will  receive 
10  days  of  orientation  lectures  at  NPI  about 
mental  retardation  and  the  SWEAT  pro- 
gram. 


Down  Memory  Lane 

1.  The  observation  that  emotional  shock 
or  fright  has  ushered  in  the  initial  seizure 
in  a liberal  percentage  of  cases  has  induced 
some  to  accept  the  psychogenic  origin  of 
epilepsy. 

2.  It  is  difficult  in  late  syphilis  to  pro- 
duce a negative  Wassermann  and  much  more 
so  to  maintain  it. 


388 


Nebraska  S.  M.  J. 


3.  Physical  examinations  are  made  of  all 
school  children  at  the  beginning  of  the 
school  year. 

4.  In  regard  to  the  discharge  of  his  duties 
the  country  doctor  may  well  be  termed  an 
emergency  doctor  as  he  is  called  when  the 
patient’s  condition  is  too  serious  to  permit 
of  his  being  taken  on  a long  journey  to  a 
large  city  or  for  some  ailment  that  could  not 
possibly  wait  until  such  time  as  would  be 
consumed  in  transporting  him  to  a large 
city,  or  else  he  is  too  poor  to  meet  the  neces- 
sary expense  incurred  in  such  an  under- 
taking. 

5.  Too  many  papers  are  reassertions  of 
prevalent  views  without  the  few  qualifica- 
tions which  are  necessary  to  make  them 
valuable  to  those  who  are  to  hear  or  read 
them. 

6.  Our  physicians  and  nurses  must  care 
for  the  wounded  and  sick  in  the  army  and 
navy,  decide  and  control  sanitation  in  camps, 
fields  and  base  hospitals. 

7.  At  the  recent  meeting  of  the  Nebraska 
State  Medical  Association  a resolution  was 
adopted  by  the  House  of  Delegates  provid- 
ing for  the  care  of  the  families  of  physi- 
cians who  enter  the  military  service. 

8.  One  of  the  by-products  resulting  from 
the  government’s  creation  of  a great  aerial 
army  is  a renewed  interest  in  the  relation  of 
man  to  the  air  about  him,  and,  more  funda- 
mentally, in  his  relation  to  the  three  dimen- 
sions of  space. 

9.  Shock  following  any  surgical  opera- 
tion, leaving  hemorrhage  out  of  considera- 
tion, is  in  direct  proportion  to  the  length 
of  time  required  to  perform  it,  and  the 
amount  of  anaesthetic  the  patient  consumes. 

Nebraska  State  Medical  Journal 
August,  1917 


Long-Tenn  Survival  After  Adrenalectomy 
for  Advanced  Cancer  of  the  Breast  — 
R.  H.  Yonemoto,  R.  L.  Byron,  Jr.,  and 
J.  L.  Keating  (City  of  Hope  Medical  Cen- 


ter, Duarte,  Calif).  Cancer  20:254-259 

(Feb)  1967. 

Long-term  follow-up  of  bilateral  adrenal- 
ectomies performed  during  the  12  years 
ending  Dec.  31,  1965,  is  analyzed.  Of  the 
340  cases  overall  mortality  was  4.5%.  The 
last  237  cases  were  done  in  one  stage  with 
a reduced  mortality  of  1.3%.  The  survival 
rates  are  calculated  as  48%  at  one  year, 
20%  at  two  years,  14%  at  three  years, 
10%  at  four  years,  and  8%  at  five  years. 
Of  the  15  patients  surviving  longer  than 
five  years,  8 are  free  of  active  disease.  The 
management  of  these  patients  was  simple, 
the  majority  being  maintained  on  50  mg 
cortisone  acetate  daily,  with  occasional  de- 
soxycorticosterone  or  fludrocortisone  acetate. 


Stroke  in  Young  Adults  — S.  Louis  (Cornell 

Div,  Bellevue  Hosp,  New  York)  and  F. 

McDowell.  Ann  Intern  Med  66:932-938 

(May)  1967. 

The  characteristics  of  the  “stroke-prone” 
individual  were  studied  in  a group  of  young 
adults  who  had  suffered  a nonembolic  cere- 
bral infarction.  The  assumption  made  was 
that  the  causatively  contributory  factors 
and  associated  diseases  would  be  more  easily 
apparent  in  patients  developing  stroke  at 
unusually  young  age.  Fifty-six  patients 
were  reviewed  who  developed  stroke  at  50 
years  of  age  or  less  and  who  were  followed 
for  an  average  of  27  months.  The  incidence 
in  males  and  females  was  the  same  up  to 
45  years  of  age,  following  which  males  pre- 
dominated. Hypotension  at  the  time  of 
stroke  occurred  in  only  four  patients.  Hy- 
pertension was  present  in  more  than  half. 
Diabetes  was  present  in  22%  of  patients; 
a further  20%  became  diabetic  within  three 
years  of  the  stroke.  Abnormalities  of  serum 
lipids  were  found  in  half  of  those  tested. 
In  four  patients  specific  arterial  lesions  such 
as  systemic  lupus  erythematosus  or  syphilis 
were  found.  In  only  four  patients  of  the 
56,  none  of  the  above  associated  disorders 
was  detected.  Thus,  diabetes,  prediabetes, 
hypertension,  or  an  abnormal  blood  lipid 
pattern  were  found  in  86%  of  the  patients 
studied  and  constitute  some  of  the  fea- 
tures predisposing  to  cerebral  infarction. 
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All  About  Us 

Doctor  John  Stransburg  has  joined  Doctor 
0.  M.  Jardon  in  the  Loup  City  Clinic. 

Doctor  Frank  J.  Menolascino  of  Omaha 
was  named  president  of  the  organization. 

Doctor  Otis  Miller,  Ord,  was  recently 
named  to  the  Kearney  State  College  Founda- 
tion Board  of  Trustees. 

Doctor  Keith  W.  Sehnert,  Lincoln,  has 
been  named  medical  director  of  Dorsey  Lab- 
oratories. 

Doctor  Frank  Cole,  Lincoln,  has  been  elect- 
ed a Fellow  of  the  American  Medical  Writ- 
ers’ Association. 

Doctor  C.  P.  Waite,  Norfolk,  has  been 
elected  vice-president  of  the  Sioux  Chapter 
of  the  American  Psychiatric  Association. 


SCCHC 


1.  Conference  on  medical  costs — 

John  W.  Gardner,  secretary  of  Health, 
Education  and  Welfare,  called  on  the  medi- 
cal profession  and  others  in  the  health  field 
to  “search  for  new  and  less  expensive  ways 
of  doing  things.” 

This  was  the  main  theme  of  his  talk  at 
the  windup  session  of  a two-day  National 
Conference  on  Medical  Costs  attended  by  300 
physicians,  hospital  administrators,  and 
other  leaders  in  the  various  aspects  of  health 
care.  He  said  the  conference  discussions 
“reflected  a universal  recognition  that 
change  is  necessary.” 

“We  cannot  go  on  as  we  have  in  the  past,” 
Gardner  said.  “New  patterns  will  be  neces- 
sary. Those  who  entertain  some  apprehen- 
sion as  to  what  the  new  patterns  will  be  had 
better  plunge  in  and  experiment  with  their 
own  preferred  solutions  . . . Standing  back 
and  condemning  the  solutions  that  others 
devise  won’t  stem  the  tide  of  change  . . . 

“It  seems  likely  that  we  will  go  through 
a i)eriod  of  experimentation  and  in  true 
American  fashion  may  end  up  with  several 


variations  in  different  parts  of  the  country, 
suiting  local  preferences  and  conditions. 

“\^  hether  the  health  care  system  or  the 
future  should  develop  around  the  hospital  as 
an  organizational  focus,  or  around  the  pay- 
ment mechanism,  or  around  group  practice 
plans,  or  around  all  of  these  in  some  sort 
of  collaboration  with  State  health  planning 
councils  — or  whether  other  variants  will 
emerge  — is  still  a wide-open  question  . . . 

“Essentially  . . . the  challenge  is  before 
the  health  profession.  They  must  join  the 
search  for  solutions.  They  must  be  willing 
to  re-examine  and  overhaul  long-established 
pi’actices.  The  search  for  new  and  better 
and  less  expensive  ways  of  doing  things 
must  be  carried  on  by  hospitals,  medical 
schools,  community  agencies,  and  by  the 
thousands  of  individual  physicians  serving 
the  health  needs  of  people  . . .” 

Acceptance  of  such  responsibility  by  those 
in  the  private  sector,  Gardner  said,  “is  the 
best  insurance  against  the  government  hav- 
ing to  shoulder  more  than  its  share  of  cor- 
rective measures.” 

Citing  appointment  of  an  advisory  com- 
mittee to  study  hospital  effectiveness,  Gard- 
ner said  that  HEW  will  do  its  part  in  the 
search  for  more  efficient  practices.  The 
committee  is  to  report  by  the  end  of  this 
year. 

Dr.  Milford  0.  Rouse,  president  of  the 
AMA,  commended  the  Administration  “for 
showing  its  concern  for  rising  health  care 
costs  by  calling  a national  conference  on  the 
problem. 

“The  American  Medical  Association  and 
its  member  physicians  pledge  to  accept  their 
responsibilities  in  finding  solutions  to  this 
vital  problem,”  he  said.  “We  expect  that 
other  full  members  of  the  health  team  — 
dentists,  hospitals,  nurses,  pharmacists  and 
Pharmaceutical  companies,  the  insurance  in- 
dustry and  others  — will  do  likewise. 

“We  hope  the  Administration  will  also 
accept  its  responsibility  to  find  ways  to  ease 
the  burden  of  inflation  which  contributes 
substantially  to  inflating  the  cost  of  medical 
care.  We  hope  the  Administration  will 
call  a moratorium  on  new  health  legislation 
until  existing  programs  can  be  critically 
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evaluated  to  eliminate  overlapping  and  du- 
plication and  to  achieve  maximum  conserva- 
tion of  tax  funds.  We  hope  available  tax 
money,  particularly  in  the  health  field,  can 
be  used  to  help  those  vrho  really  need  help 
while  allowing  our  more  fortunate  citizens 
to  accept  responsibility  for  their  own  care.” 

2.  Construction  grants — 

Congress  passed  and  President  Johnson 
signed  into  law  a bill  that  extends  the  pro- 
gram of  grants  for  the  construction  of  com- 
munity health  centers  for  three  years  (un- 
til June  30,  1967). 

It  authorizes  the  appropriations  of  $50 
million  for  fiscal  year  1968  and  $70  million 
for  1970. 

The  amended  law  also  extends  the  pro- 
gram of  grants  for  the  initial  staffing  of 
community  mental  health  centers  for  an  ad- 
ditional two  years  (until  1970)  and  author- 
izes the  appropriation  of  $26  million  for  fis- 
cal 1969  and  $32  million  for  fiscal  1970.  An 
appropriation  of  $30  million  already  was  au- 
thorized for  fiscal  1968. 

3.  The  draft — 

President  Johnson  signed  into  law  legis- 
lation extending  the  draft  for  four  years.  It 
includes  a provision  continuing  special  pay 
for  physicians  and  dentists. 

The  new  law  also  continues  the  authority 
to  defer  medical  students  until  completion 
of  internship.  In  the  future,  foreign  physi- 
cians in  this  country  will  be  liable  to  draft 
up  to  age  35  — the  same  as  for  Americans. 
Under  the  old  law,  foreign  physicians  were 
exempt  from  age  26. 

The  present  blanket  military  exemption 
for  Public  Health  Service  officers  serving 
on  loan  to  other  agencies  such  as  Food  and 
Drug  Administration  was  removed  despite 
protests  by  the  agencies  involved.  Such  as- 
signments with  draft  exemption  can  now 
be  made  only  to  the  Coast  Guard,  Bureau  of 
Prisons,  and  Environmental  Services  Admin- 
istration. The  American  Medical  Associa- 
tion had  asked  Congress  to  allow  no  draft 
exemptions  for  nonmilitary  service. 

4.  Shriver  and  the  AMA — 

The  President  of  the  American  Medical 
Association  said  that  Sargent  Shriver,  Direc- 


tor of  the  Office  of  Economic  Opportunity, 
was  in  error  when  he  accused  the  AMA  of 
being  opposed  to  medical  care  for  the  poor 
because  the  AMA  is  opposed  to  the  OEO’s 
slum  health  care  centers. 

Milford  O.  Rouse,  M.D.,  Dallas,  Texas,  the 
AMA  president  said  the  AMA  is  opposed  to 
the  OEO  projects  because  the  health  care 
problems  in  the  slums  can  be  taken  care 
of  under  existing  programs,  particularly 
Medicaid. 

“There  is  already  too  much  proliferation 
of  wasteful,  overlapping  federal  health  pro- 
grams,” Dr.  Rouse  said. 

“Also  of  concern  to  physicians  is  the  fact 
that  at  times  it  seems  that  government  is 
too  quick  to  set  up  health  care  programs 
without  consulting  with  those  who  know 
most  about  health  care  — physicians.” 

The  AMA  president  also  said  Shriver  was 
misinformed  about  AMA’s  position  on  help- 
ing those  who  need  help. 

“I  am  now  and  always  have  been  in  full 
accord  with  AMA’s  long-standing  position 
that  those  who  need  help  in  financing  health 
care  should  receive  it,”  Dr.  Rouse  said. 

“The  AMA,  however,  is  opposed  to  the 
doling  out  of  tax  funds  to  the  wealthy  and 
well-to-do.  The  expenditure  of  public  funds 
for  those  who  can  well  afford  to  finance 
their  own  health  care  limits  the  amount  of 
resources  available  to  those  who  do  need  it. 
Such  a policy  cannot  be  justified  morally  or 
economically.” 


Books 

Treatment  of  Hyperthyroidism  With  Radioactive 
Iodine  — a 20-Year  Review  by  John  E.  Kearns, 
31. D.  Published  May  15,  1967  by  Charles  C. 
Thomas  of  Springfield,  Illinois.  73  pages  (6" 
by  9")  with  13  illustrations.  Price  $6..50. 

The  author  of  this  book  is  an  Associate  Professor 
of  Surgery  at  Northwestern  University  and  is  the 
former  Chairman  of  the  Isotope  Therapy  and  Re- 
search Department  of  the  Evanston  Hospital,  Evans- 
ton, Illinois. 

In  this  book  he  reviews  and  evaluates  his  ex- 
periences in  treating  patients  with  hyperthyroidism 
by  means  of  radioactive  iodine.  He  consolidates  this 
background  of  facts  in  an  overall  framework  of 
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information  that  will  acquaint  the  physician  with 
some  of  the  problems  likely  to  be  encountered. 
After  a brief  review  of  the  histoiy  of  thyroid  dis- 
ease, subsequent  chapters  cover  classification, 
etiology,  clinical  diagnosis,  clinical  laboratory  tests, 
treatment  with  radioactive  iodine,  operative  treat- 
ment, treatment  of  thyrotoxicosis  with  drugs,  ra- 
diation effect  and  complications.  Fresh  and  original 
material  is  presented  throughout  and  is  followed  by 
an  extensive  bibliography. 

Sleep  — Its  Nature  and  Physiological  Organiza- 
tion by  W.  P.  Koella,  M.D.  Published  June  1,  1967 
by  Charles  C.  Thomas  of  Springfield,  Illinois.  199 
pages  (6"  by  9")  with  39  illustrations.  Price 
SIO.OO. 

The  author  of  this  monogi-aph  is  a Senior  Scien- 
tist at  the  Worcester  Foundation  for  Experimental 
Biology  at  Shrewsbury,  Massachusetts.  In  the  first 
part  of  this  book  is  discussed  the  phy’siology  of 
sleep  including  the  recently  discovered  paradoxical 
or  low  voltage,  fast  sleep.  The  author  then  pro- 
ceeds to  an  interpretation  of  sleep  as  an  actively 
induced,  controlled  state  of  the  organism. 

The  second  portion  of  the  book  deals  with  the 
control  of  sleep.  After  presenting  some  general 
aspects  of  biological  control  systems,  the  author 
discusses  results  from  experiments  in  which  sleep, 
or  sleep-like  states  have  been  produced  by  surgical 
elmination,  or  by  electrical  or  chemical  stimulation 
of  various  brain  areas.  These  data  are  used  to 
delineate  the  cerebral  structures  involved  in  the 
organization  of  sleep  and  thus  to  constime  a tenta- 
tive model  depicting  the  site,  extent  and  stratifica- 
tion of  the  sleep  controlling  apparatus. 


06tiua%ie^ 


Frank  T.  Herhahn,  M.D.,  of  Scottsbluff, 
Nebraska,  died  May  17,  1967,  at  the  age  of 
63.  Doctor  Herhahn  was  a well-known 
Scottsbluff  physician.  He  served  as  presi- 
dent of  the  Scottsbluff  County  Medical  So- 
ciety and  was  active  in  his  community  as 
well,  serving  for  12  years  as  a member  of 
the  Scottsbluff  school  board.  He  was  also 
well-known  in  the  Hendley  vicinity  where 
he  grew  to  manhood  and  attended  school. 
Survivors  include  his  wife,  Amy;  two  sons. 
Dr.  Frank  Herhahn,  Jr.  of  Madison,  Wis- 
consin, and  John  Herhahn  of  Scottsbluff ; 
one  brother,  Leo,  of  Douglas,  Michigan ; 
four  sisters,  Mrs.  Etro  (i\Iarie)  Aldrich  of 
Coldwater,  Michigan,  Mrs.  Claude  (Jose- 
phine) Frack  of  Holbrook,  Nebraska,  iMrs. 
Ivan  (Christine)  Perkins  of  Winnetka,  Illi- 
nois, and  iMrs.  Charles  (Helen)  Joplin  of 
Scottsbluff ; and  three  grandchildren. 


Leo  V.  Hughes,  M.D.,  of  Omaha,  Nebraska, 
died  June  18,  1967,  at  the  age  of  62.  He 
had  been  in  failing  health  for  several  months. 
A native  of  Battle  Creek,  Nebraska,  Doctor 
Hughes  was  co-founder  and  senior  member 
of  the  Physician’s  Clinic  of  Omaha.  He  was 
a graduate  of  the  Creighton  University  Medi- 
cal School.  He  had  served  as  an  Assistant 
Professor  of  Obstetrics  at  the  Creighton 
Medical  School  and  was  a member  of  the 
Lay  Advisory  Board  of  Creighton  Prep.  He 
was  a member  of  the  staff  of  Archbishop 
Bergan  Mercy,  Clarkson,  St.  Joseph’s,  Luth- 
eran, Methodist  and  Children’s  Hospitals. 
He  was  a member  of  the  Omaha-Douglas 
County  and  the  Nebraska  State  Medical  As- 
sociations. Survivors  include  his  w i f e, 
Grace;  a son,  John  J. ; a daughter,  Patricia, 
and  two  grandchildren,  all  of  Omaha;  sis- 
ters, Mrs.  Emmett  Cavanaugh  of  Omaha, 
and  Mrs.  Francis  H.  Habig  of  Baltimore, 
^Maryland,  and  brothers,  Frank  and  John, 
both  of  Norfolk,  Nebraska,  and  James  of 
Ormand  Beach,  Florida. 

Frederick  W.  Karrer,  M.U.,  retired  York 
physician,  died  May  12,  1967,  at  the  age  of 
88.  Doctor  Karrer  was  born  March  31, 
1879,  at  Seward,  Nebraska,  the  son  of  Joseph 
and  Mary  Behl  Karrer.  He  graduated  from 
Osceola  high  school  in  1896,  from  the  Uni- 
versity of  Iowa  in  1900,  and  from  the  Univer- 
sity of  Nebraska  College  of  iMedicine  in  1904. 
He  was  married  to  Zena  j\1.  Pyle  on  Novem- 
ber 25,  1902.  After  graduation  from  medical 
school  he  practiced  at  Garrison,  then  moved 
to  Benedict  in  1905  where  he  resided  until 
he  and  i\Irs.  Karrer  retired  to  York  in  1949. 
Mrs.  Karrer  died  in  1964.  At  Benedict  he 
served  on  the  school  board.  During  the 
Spanish-American  War  he  served  with  the 
1st  Nebraska  Infantry  in  the  Philippine 
Islands.  Surviving  are  four  sons:  Doctor 
Robert  E.  Karrer  of  York,  Nebraska;  Doctor 
F.  Merrill  Karrer  of  McCook,  Nebraska;  Doc- 
tor Rush  W.  Karrer  of  Scottsbluff,  Nebras- 
ka; Max  R.  Karrer  of  Chaddsford,  Pennsyl- 
vania ; grandsons : Doctor  F.  W.  Karrer  of 
Omaha,  Nebraska ; Doctor  Max  Karrer  of 
Jacksonville,  Florida;  John  Karrer,  a junior 
in  the  University  of  Nebraska  College  of 
Medicine ; and  another  grandson  who  will 
be  a pre-medical  student  next  September  at 
the  University  of  Nebraska  in  Lincoln. 
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Israel  Medical  Association,  Beth  Harofe, 
1 Heftman  Street,  Tel  Aviv. 


AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS  — August  14  through 
16,  1967 ; Skirvin  Hotel,  Oklahoma  City, 
Oklahoma.  White  to:  Don  H.  O’Donoghue, 
1111  North  Lee  Street,  Oklahoma  City, 
Oklahoma;  or  to:  American  Academy  of 
Orthopaedic  Surgeons,  29  East  Madison 
Street,  Chicago,  Illinois  60602. 


5TH  ANNUAL  SEMINAR  ON  THE  MEDI- 
CAL ASPECTS  OF  COMPETITIVE  ATH- 
LETICS — Hotel  Cornhusker,  Lincoln, 
Nebraska,  August  18  and  19,  1967. 


Photograph  taken  of  Mrs.  Robert  Hillyer  dur- 
ing the  AMPAC  National  Workshop  in  W'ash- 
ington  in  June.  We  are  informed  on  good 
authority  that  Mrs.  Hillyer  made  an  excellent 
presentation,  and  her  remarks  were  one  of  the 
highlights  of  the  meeting. 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
August  5 — Ogallala,  Elks  Club 
August  19  — Broken  Bow,  Elks  Club 
August  26  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

September  9 — O’Neill,  High  School  Build- 
ing 

September  16  — Sidney,  Elks  Club 
September  30  — Cozad,  Elks  Club 

SEVENTH  WORLD  ASSEMBLY  OF  THE 
ISRAEL  MEDICAL  ASSOCIATION  — 
August  1 to  9,  1967.  “Human  Genetics’’ 
has  been  chosen  as  the  main  topic  of  the 
congress,  to  which  prominent  foreign  and 
local  scientists  have  been  invited.  Ex- 
cursions will  be  arranged  throughout  the 
country,  and  receptions  held  by  the  Presi- 
dent of  Israel,  mayors,  and  branches  of  the 
Israel  Medical  Association.  Write  to:  Of- 
fice of  the  Seventh  World  Assembly  of  the 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  — 19th  Annual  Scientific  As- 
sembly, September  18-21,  Dallas.  The  ad- 
dress of  the  AAGP  is : Volker  Boulevard  at 
Brookside,  Kansas  City,  Missouri  64112. 

AMERICAN  MEDICAL  WRITERS  ASSO- 
CIATION — 27th  annual  meeting  at  the 
Palmer  House  in  Chicago,  September  21 
to  24,  1967.  Write  to:  AMWA,  Post  Of- 
fice Box  267,  Arlington,  Virginia  22210. 

ANNUAL  OTOLARYNGOLOGIC  ASSEM- 
BLY of  1967  — October  14  through  20, 
1967,  in  the  new  Illinois  Eye  and  Ear  In- 
firmary at  the  Medical  Center,  Chicago, 
offered  by  the  Department  of  Otolaryn- 
gology^ of  the  College  of  Medicine  of  the 
University  of  Illinois.  Write  to:  Depart- 
ment of  Otolaryngology,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

THERAPY  IN  ADVANCED  CANCER,  Basic 
and  Clinical  Aspects  — October  16-21, 
1967 ; University  of  Wisconsin  Medical 
Center.  Write  to : R.  J.  Samp,  M.D.,  Cancer 
Program  Coordinator,  University  Hos- 
pitals, Madison,  Wisconsin  53706. 

AMERICAN  ACADEMY  OF  PEDIATRICS : 
36th  Annual  Meeting  — Washington,  D.C., 
October  21-26,  1967.  Write  to:  the  AAP, 
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1801  Hinman  Avenue,  Evanston,  Illinois 
60204. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— The  1967  Assembly  will  convene  in  the 
Sheraton-Fontenelle  Hotel  in  Omaha,  Oc- 
tober 23,  24,  and  25. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY : Postgraduate  Course  — No- 
vember 6 to  17,  1967,  conducted  by  the 
Department  of  Otolaryngology  of  the  Illi- 
noise  Eye  and  Ear  Infirmary  and  the  Col- 
lege of  Medicine  of  the  University  of  Illi- 
nois at  the  Medical  Center,  Chicago. 
Write  to:  The  Department  of  Otolaryn- 
gology, College  of  Medicine  of  the  Univer- 
sity of  Illinois  at  the  Medical  Center,  Post- 
office  Box  6998,  Chicago,  Illinois  60680. 

AMERICAN  ASSOCIATION  FOR  INHALA- 
TION THERAPY : 13th  Annual  Meeting 
and  Lecture  Series  — November  12-17, 
1967,  Statler  Hilton,  Los  Angeles,  Cali- 
fornia. Write  to  Executive  Secretary, 
A.A.I.T.,  332  South  Michigan  Avenue, 
Room  904,  Chicago,  Illinois  60604. 

NATIONAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  (the  Easter 
Seal  Society)  — Annual  Convention,  No- 
vember 16-19,  1967 : Century  Plaza  Ho- 
tel, Los  Angeles. 

iMEDICAL  ASPECTS  OF  SPORTS,  Ninth 
National  Conference  — Houston,  Texas; 
November  26,  1967,  in  conjunction  with 
the  Annual  Clinical  Convention  of  the 
AMA,  November  26-29. 


Correspondence 

To  the  Eyditor — 

On  July  1,  1967,  the  Veterans  Administra- 
tion initiated  a major  revision  and  simplifi- 
cation of  its  outpatient  fee  basis  program. 
We  hope  we  have  reached  each  fee  basis 
physician  in  Nebraska  with  this  information 
which  was  contained  in  a letter  mailed  out 
in  June.  It  is  possible  some  physicians  were 


inadvertently  missed  in  this  procedure  and 
we  are,  therefor,  requesting  dissemination 
of  the  information  through  the  medium  of 
the  Nebraska  State  Medical  Journal. 

Eligible  service-connected  veteran  patients 
will  be  issued  a card,  called  an  Outpatient 
Medical  Treatment  Identification  Card,  on 
which  pertinent  information  will  be  listed, 
including  the  diagnosis  for  which  the  pa- 
tient is  entitled  to  treatment  at  government 
expense.  The  patient  may  present  this  card 
to  any  licensed  physician  of  his  choice  in  the 
state  and  receive  needed  care.  This  care 
need  not  be  authorized  in  advance  by  the 
VA. 

Billing  will  be  by  the  physician  on  his 
regular  billing  form  to  the  VA  office  indi- 
cated on  the  ID  card,  VA  Hospital,  Lincoln. 

Care  administered  by  the  physician  to  a 
veteran  using  the  card  may  be  up  to  $30.00 
per  month  on  a recurring  basis.  If  it  is  ap- 
parent that  more  than  this  amount  will  be 
necessary  over  an  extended  period,  prior  au- 
thorization from  the  clinic  of  jurisdiction 
(Lincoln  VA  Hospital)  will  be  necessary. 
Fees  will  be  those  currently  being  paid  by  the 
VA  in  Nebraska.  Payment  will  be  expedited 
if  the  statement  contains  the  following 
data: 

1.  Patient’s  full  name. 

2.  Claim  number. 

3.  Service-connected  conditions  treated. 

4.  Specific  services  rendered  and  dates. 

5.  Fees. 

Prescriptions  of  a recurring,  nonemergent 
type  should  be  brought  or  mailed  to  the  Lin- 
coln VA  Hospital  for  filling.  They  will  be 
filled  promptly  and  mailed.  Medications 
needed  at  once  may  be  obtained  from  a pri- 
vate pharmacy  by  certifying  on  the  prescrip- 
tion, “The  VA  has  authorized  me  to  treat 
the  disability  for  which  this  prescription 
is  written.” 

There  should  be  a considerable  reduction 
in  paper  work  as  a result  of  this  program. 
No  reports  are  needed  unless  the  cost  of 
medical  services  exceeds  the  thirty  dollars 
per  month  or  when  the  service  connected 
conditions  change  as  this  may  affect  the  vet- 
eran’s benefits. 
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Thank  you  very  much  for  your  assistance 
in  disseminating  this  information  to  the 
physicians  of  Nebraska. 

JOHN  G.  CLOTHIER,  M.D. 

Chief  of  Staff 

VA  Hospital,  Lincoln,  Nebr. 

To  the  Editor — 

The  American  Medical  Association  Com- 
mittee on  Exercise  and  Physical  Fitness 
wishes  the  State  Medical  Association  and 
its  component  societies  to  be  informed  that 
this  Committee  would  be  happy  to  serve  as 
a “clearing  house”  for  obtaining  speakers  on 
the  subject  of  Exercise  and  Physical  Fitness 
for  their  scientific  programs.  Any  state 
or  county  society  contemplating  including 
this  subject  on  their  1967-68  agenda  should 
communicate  with  Fred  Hein,  Ph.D.,  Secre- 
tary, Committee  on  Exercise  and  Physical 
Fitness,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois,  re- 
questing his  help  in  obtaining  a speaker  of 
national  repute. 

As  a member  of  the  above  committee,  I 
would  greatly  appreciate  your  giving  some 
publicity  to  this  information  in  the  State 
Medical  Journal. 

Sincerely  yours 

KENNETH  D.  ROSE,  M.D. 

Chief,  Div.  of  Med.  Research 

Uni.  of  Nebr.  Health  Service 


Palliative  Urinary  Diversion  in  Patients 
With  Advanced  Carcinoma  of  the  Cervix — 
D.  T.  Chua  et  al  (Francis  Delafield  Hosp, 
New  York).  Cancer  20 :93-95  (Jan)  1967. 

During  a ten-year  period  47  of  222  pa- 
tients with  advanced  carcinoma  of  the  cer- 
vix admitted  to  the  Francis  Delafield  Hos- 
pital had  ureteral  obstruction  on  initial  ad- 
mission. All  but  3 of  47  patients  were 
treated  with  roentgen  rays  or  radium  or 
both;  the  exceptions  underwent  radical  sur- 
gery. Twelve  patients  underwent  palliative 
urinary  diversion.  There  was  no  statistical 


significant  difference  in  the  survival  rates 
of  the  patients  who  underwent  urinary  di- 
version and  those  who  did  not,  irrespective 
of  the  stage  of  the  disease  and  whether  one 
or  both  ureters  were  involved;  however,  8 
of  12  patients  who  underwent  urinary  diver- 
sion had  partial  relief  of  their  symptoms. 
The  indications  for  urinary  diversion  fol- 
lowed by  the  authors  are  enumerated. 


Shirodkar’s  Procedure  in  Cervical  Incom- 
petence — J.  Okla  and  J.  Lesinski  (Insti- 
tute of  Mother  and  Child  Health,  War- 
saw, Poland).  Amer  J Obstet  Gynec  97: 
13-16  (Jan  1)  1967. 

Fifty-four  operations  employing  the  Shir- 
odkar  technique  on  50  pregnant  women  re- 
sulted in  88.8%  of  live  births.  The  patients 
had  a median  age  of  30.2  years  and  an  aver- 
age of  3.6  previous  pregnancies  for  each 
woman,  only  7.8%  of  which  were  success- 
ful. It  was  concluded  that  cervical  trauma 
from  artificial  interruption  of  pregnancy  is 
the  cause  of  cervical  incompetence  in  only 
part  of  the  cases,  even  in  countries  with  le- 
galized abortion.  Congenital  cervical  in- 
competence is  the  cause  at  least  as  often  as 
cervical  trauma. 


Diabetes  Mellitus  — A.  A.  Pollack,  T.  J. 
McGurl,  Jr.,  and  N.  MacIntyre  (1740 
Broadway,  New  York).  Arch  Intern 
Med  119:161-163  (Feb)  1967. 

From  the  years  1951  to  1963,  1,498  in- 
sured diabetic  lives  were  reviewed.  The 
mortality  for  those  treated  by  (1)  diet  alone, 
(2)  oral  antihyperglycemic  agents  alone, 
and  (3)  less  than  30  units  of  insulin  daily, 
was  favorable  and  was  almost  standard  mor- 
tality. The  mortality  for  those  treated  with 
30  to  59  units  of  insulin  daily  was  unfavor- 
able. For  the  group  receiving  more  than  60 
units  of  insulin  a day,  the  mortality  was 
very  unfavorable.  The  longer  the  duration 
of  the  diabetes  and  the  younger  the  age  of 
diagnosis,  the  higher  was  the  mortality  of 
this  group  of  insured  people.  Cardiovas- 
cular diseases  contributed  to  53.9%  of  all 
the  deaths. 
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ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 
Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 

Milton  N.  Stastny,  M.D.,  Secy-Treas. 

3612  Cuming,  Omaha,  Nebr.  68131 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Mr.  Joseph  J.  Tholt,  Executive  Director 
430  South  40th  St.,  Omaha,  Nebr. 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngolocv 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  M.D.,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
William  E.  Graham,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebr. 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Ralph  Paul,  M.D.,  Secretary 
Lincoln,  Nebraska 

Nebraska  Society  of  IMedical  Technologists 
Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “O”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Haimey,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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THE  OSTEOPATHIC  BILL 

The  final  vote  on  LB  568  (Osteopathic 
Bill)  occurred  on  July  12,  1967. 

The  bill  was  defeated  by  a vote  of  29  to 
16,  with  four  not  voting. 

We  do  not  know  how  many  of  you  ex- 
pected this;  we  were  pleasantly  surprised. 
The  senators  were  well-informed  and  de- 
cisive, and  we  are  thankful.  We  are  particu- 
larly grateful  to  those  of  us  who  helped,  who 
read  the  bill,  who  testified,  who  led  the  way, 
and  who  explained  to  those  who  would  listen. 

There  is  a difference  between  battles  and 
wars,  and  should  this  thing  come  up  again, 
let  us  remember.  We  are  not  for  cliques, 
nor  do  we  want  monopoly,  we  insist  on 
standards. 

We  have  our  Fourth  of  July,  and  France 
celebrates  the  fourteenth.  But  the  twelfth 
was  something  to  remember,  too,  here  in  Ne- 
braska. 

But  do  remember. 

— F.C. 


WISH  YOU  WERE  HERE 

Our  solutions  to  national  problems  seem 
strange  at  best.  We  give  large  amounts  of 
money  to  countries  whose  attitudes  are 
friendly,  neutral,  and  downright  hostile. 
We  combat  poverty  at  home  by  encouraging 
it.  And  we  send  physicians,  or  go  ourselves, 
to  lands  far  from  the  U.S.  of  A.  That  doc- 
tors do  not  locate  haphazardly  is  neither  a 
new  custom,  nor  a local  one;  nor  is  it  un- 
natural. Hardware  stores  and  attorneys 
and  dentists  don’t,  either.  And  the  problem, 
if  you  think  it  is  one,  exists  in  just  about  all 
the  other  countries,  including  those  whose 
political  philosophy  is  opposed,  shall  we  say, 
to  ours.  I do  not  know  why  we  feel  on  the 
defensive  when  we  are  told  that  small  com- 
munities have  few  doctors;  the  situation  is 
equally  true  of  England,  and  Russia,  and 
Yugoslavia.  And  plumbers  and  osteopaths 
and  insurance  agents  live  where  they  please ; 
as  we  are  fond  of  saying,  it’s  a free  country. 


But  when  we  send  money  and  workers  to 
foreign  lands,  we  are  usually  repaid  with 
scorn.  There  is  the  possibility  that  other 
nations  need  physicians  and  that  American 
towns  need  them,  too,  and  we  wonder  why 
it  is  better  to  solve  another  country’s  prob- 
lem instead  of  our  own.  We  have  nothing 
against  going  thousands  of  miles  from  home 
and  doing  good,  but  would  it  not  be  better 
to  do  it  here?  Of  what  use  is  it  to  relieve 
another  country’s  need  when  we  are  accused 
of  having  one  right  here? 

Bon  voyage  to  those  who  are  off  to  strange 
lands. 

Wish  you  were  here. 

—F.C. 


THE  WARM-UP 

Swimmers  shake  their  hands  endlessly  as 
though  they  were  trying  to  throw  them  away. 
Baseball  pitchers  waste  some  four  throws 
trying  to  remember  where  they  left  home 
plate.  Boxers  jump  up  and  down  as  we 
say  (you  only  have  to  jump  up,  down  comes 
naturally) ; perhaps  they  have  forgotten  how 
to  jump?  But  what  does  the  swimmer  ac- 
complish by  shaking,  the  basketball  player 
and  the  pitcher  by  throwing,  the  golfer  by 
putting,  and  the  boxer  by  jumping? 

Fatigue,  we  think. 

There  is  the  idea  of  “warming”  up  and 
of  not  starting  “cold.”  There  is  the  impli- 
cation that  strength  and  accuracy  and  endur- 
ance improve,  and  that  energy  increases 
when  it  is  spent;  but  we  doubt  it.  We  think 
that  when  the  pitcher  throws  four  times,  he 
has  that  many  less  left  to  throw  that  day; 
and  that  when  the  boxer  jumps  up  (and 
down)  for  a minute,  he  will  last  that  much 
less  at  the  end  of  the  fight,  but  perhaps  his 
opponent  has  been  equally  unwise  and  has 
similarly  dissipated  his  energy  foolishly  be- 
fore the  battle  started. 

There  is  no  really  good  way  of  settling 
this,  but  until  it  is  done,  there  seems  to  be 
no  reason  for  becoming  tired  before  an  ath- 
letic contest.  It  would  be  necessary  for 
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thousands  of  swimmers  and  pitchers  to  shake 
and  throw,  while  as  many  others  did  not. 
Meanwhile,  it  is  a theory,  if  we  may  use 
the  word  loosely,  based  on  nothing  more  than 
opinion,  and  if  the  opinion  comes  from  .ath- 
letes and  advisors,  it  is  no  more  valuable. 
One  does  not  need  to  be  a chicken  to  judge 
an  egg.  We  think  the  boxer  who  jumps  for 
three  minutes  has  one  less  round  left  in  him, 
and  that  the  pitcher  and  swimmer  are  sim- 
ilarly penalized.  We  have  never  found  it 
necessary  to  “warm  up”  before  taking  care  of 
our  first  patient  of  the  day.  We  see  enough 
of  them  as  it  is. 

— F.C. 


THERE’S  NO  FUNCTIONAL 
ANYTHING 

Everything  has  a cause,  and  even  the 
causes  have  causes.  One  kind  of  heart  dis- 
ease is  congenital,  and  now  they  are  even 
looking  into  the  genes,  and  pretty  soon,  into 
what  changes  the  genes,  and  that  is  how  we 
open  doors  and  push  back  frontiers  of  sci- 
ence. But  when  the  microscopes  are  not 
powerful  enough,  or  when  research  is  not 
advanced  enough,  then  we  begin  to  use,  and 
to  believe  we  understand,  meaningless  words 
like  idiopathic  and  nonspecific,  and,  worst 
of  all,  functional.  If  we  can  see  it,  it’s  or- 
ganic; if  we  can’t,  it’s  functional.  But 
something  organic  must  bring  about  a func- 
tional change.  It  is  so  hard  for  a scientific 
man  to  say  “I  don’t  know.”  We  do  not 
actually  mind  saying  idiopathic,  but  it’s  so 
elegant  a word,  and  then  we  come  to  be- 
lieve that  we  have  said  something.  It  is 
one  thing  to  fool  others,  it  is  far  more  seri- 
ous to  delude  ourselves.  It  is  absurd  to  pre- 
tend that  we  know  something  when  we  do 
not,  and  to  cover  our  ignorance  with  non- 
sense words. 

For  we  have  functional  changes,  and  func- 
tional murmurs,  and  functional  bleeding. 
But  something  caused  the  change,  and  some- 
thing caused  the  murmur,  and  something 
made  the  patient  bleed.  FUO  for  fever  of 
unknown  origin,  and  GOK  for  God  only 
knows  were  honest.  “Functional”  is  not. 
And  if  you  tell  the  patient  that  her  bleeding 


is  only  functional,  she  may,  if  she  is  intelli- 
gent, ask,  “Then  what’s  making  me  bleed?” 

—F.C. 


TREATING  THE  DOCTOR 

Don’t  get  us  wrong.  We  are  particularly 
fortunate  in  our  choice  of  surgeon  and  in- 
ternist. And  we  are  honored  when  we  are 
asked  to  care  for  a fellow  physician  or  for 
a member  of  his  family.  But  “treating” 
doctors  and  their  families  may  be  different 
from  caring  for  others;  we  may  be  neither 
gainers  nor  losers,  but  we  are  a class  unto 
ourselves. 

It  is  quite  possible  that  the  physician  is 
not  a good  patient.  He  treats  or  neglects 
to  treat  himself  for  things  outside  his  do- 
main. He  puts  things  off,  perhaps  feeling 
that  surrounded  as  he  is  by  an  aura  of  medi- 
cal knowledge,  nothing  is  going  to  happen  to 
him.  Nonphysicians  are  brought  to  the 
doctor  by  pain  and  fear,  while  the  M.D. 
knows  about  disease  and  has  a ready  supply 
of  analgesics  at  hand.  He  resorts,  there- 
fore, to  curbstone  consultation  and  to  treat- 
ment of  emergency  situations,  and  rarely 
presents  himself  for  complete  routine  exam- 
ination. We  have  seen  doctors  neglect  them- 
selves as  patients  where  others  would  have 
gone  for  help.  We  seek  attention  for  frac- 
tures, but  we  procrastinate  with  angina  and 
depression.  And  we  unwittingly  go  on  and 
on,  treating  ourselves. 

So  much  is  written  about  our  not  charg- 
ing our  fellow  practitioners.  It  is  suggested 
that  the  doctor  should  pay  his  doctor,  usual- 
ly that  the  doctor’s  wife  would  feel  better  as 
a patient  if  she  were  being  charged,  and 
sometimes  that  she  would  get  better  atten- 
tion. And  doctors  who  do  the  treating  have 
complained  that  their  workload  is  greatly 
increased  by  their  caring  for  other  doctors 
and  their  dependents,  and  they  want  to  be 
paid  for  it.  Well,  as  we  said  before,  it’s 
an  honor.  As  we  have  written  elsewhere, 
there’s  nothing  like  being  a doctor.  And 
while  things  are  happening  to  the  practice 
of  medicine  that  do  not  gladden  our  hearts, 
we  suggest  to  those  doctors  who  want  to 
be  paid  for  treating  doctors  that  we  hope 
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they  never  succeed  in  impoverishing  the  ro- 
mance of  medical  practice  by  robbing  it  of 
what  has  rightly  been  called  a courtesy. 
We  have  maintained  over  and  over  that  it  is 
our  privilege  to  treat  without  charging 
when  we  want  to.  Let’s  leave  it  that  way. 
Maybe  it  isn’t  in  the  oath,  but  it’s  in  the 
wonderful  custom  of  ringing  doorbells  on 
Christmas  and  saying  thank  you,  or  just 
saying  it  in  the  doctors’  lounge. 

When  a doctor  is  asked  to  treat  a colleague, 
he  has  been  honored,  and  that’s  enough. 
The  treat’s  on  him. 

— F.C. 


Truncal  Ataxia  as  Complication  of  Colistin 
Therapy:  Its  Relation  to  Spinal  Anes- 
thesia — S.  J.  Prevoznik  (Hosp  of  Univ 
of  Pennsylvania,  401  Dulles,  Philadelphia) . 
Anesth  Analg  46:46-50  (Jan-Feb)  1967. 

Truncal  ataxia  developed  within  24  hours 
of  the  institution  of  sodium  colistimethate 
therapy  in  a 67-y ear-old  man  with  obstruc- 
tive uropathy  and  impaired  renal  function. 
A spinal  anesthetic  had  been  given  the  pre- 
vious day  for  a transurethral  prostatectomy. 
Neurological  examination  showed  no  ab- 
normalities except  for  the  truncal  ataxia. 
Twenty-four  hours  after  withdrawal  of  the 
drug,  the  patient  was  markedly  improved 
and  went  on  to  complete  recovery.  Caution 
is  urged  in  considering  spinal  anesthesia  for 
patients  receiving  colistin  therapy.  Truncal 
ataxia  is  added  to  the  list  of  neurodepres- 
sant reactions  to  antibiotics. 

Critique  of  Indirect  Diastolic  End  Point  — 

S.  B.  London  and  R.  E.  London  (605  Lin- 
coln Rd,  Miami  Beach,  Fla).  Arch  Intern 
Med  119:39-49  (Jan)  1967. 

Although  the  auscultatory  method  of  in- 
direct pressure  measurement  is  widely  used, 
disagreement  exists  as  to  which  is  the  cor- 
rect diastolic  end  point,  muffling  or  the  last 
sound.  Objective  data  on  this  controversial 
point  were  obtained  by  simultaneous  record- 
ing of  direct  brachial  artery  pressure  and  in- 


direct indices  (cuff  pressure  and  compres- 
sion sounds  of  Korotkoff).  Muffling  was 
not  a constant  phenomenon,  being  absent  or 
coinciding  with  the  last  sound  in  37%  of 
the  recordings.  Muffling,  when  present, 
overestimated  direct  arterial  pressure  by  12 
to  20  mm  Hg.  The  last  sound  which  oc- 
curred, 4 to  10  mm  Hg  above  intra-arterial 
diastolic  end  point,  is  a clinically  reliable 
and  accurate  index  of  diastolic  pressure. 

Pancreatitis  Developing  During  Treatment 
With  Glucocorticoids  — D.  Andersen  (Cen- 
tralsygehuset,  Kirurgisk  afdeling  A,  Ny- 
kobing  Falster,  Denmark).  Nord  Med  76: 
909-911  (Aug.  11)  1966. 

The  concept  that  glucocorticoids  can  in- 
duce pancreatitis  is  supported  by  clinical 
case  histories,  autopsy  reports  on  steroid- 
treated  patients,  and  the  results  of  experi- 
mental animal  research.  Two  patients  with 
pancreatitis  which  developed  during  long- 
term treatment  with  glococorticoids  had  se- 
vere chronic  rheumatoid  arthritis  treated 
with  prednisone  for  many  years.  They  had 
no  biliary  disease  and  neither  was  an  al- 
coholic. These  two  cases  of  pancreatitis 
probably  were  caused  by  prednisone  treat- 
ment. Examination  for  pancreatitis  in  ste- 
roid-treated patients  presenting  with  un- 
explained abdominal  pain  is  recommended. 
Early  treatment  may  prevent  progression  to 
pancreatic  necrosis. 

Megavoltage  Therapy  for  Gynecologic  Malig- 
nanices  — J.  H.  Holzaepfel  and  T.  C.  Pom- 
eroy (College  of  Medicine,  Ohio  State  Univ, 
Columbus).  Amer  J Obstet  Gynec  97: 
625-634  (March  1)  1967. 

Cancer  of  the  cervix  in  251  patients  was 
treated  externally  by  theratron  and  beta- 
tron. Central  therapy,  when  given,  is  ap- 
plied by  colpostat  and  tandem  containing 
radioactive  cobalt  60.  Minimal  side  reac- 
tions have  occurred.  Projected  5-year  cure 
rates  by  clinical  staging  were  as  follows: 
stage  I,  54  patients,  86%;  stage  II,  79  pa- 
tients, 50.5%  ; stage  III,  73  patients,  31.0%  ; 
stage  IV,  45  patients,  25.0%.  The  12% 
complication  rate  was  more  due  to  the  dis- 
ease than  to  therapy. 
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The  Current  Clinical  Status  of  Gastritis* 


The  reason  for  general  confu- 
sion over  the  gastritis  matter 
has  been  failure  to  place  def- 
initions and  diagnosis  on  a histopathologic 
basis.  Thanks  now,  however,  to  almost  two 
decades  of  study  with  the  peroral  gastric 
mucosal  biopsy  instrument,  by  many  clini- 
cians in  many  quarters,  it  is  now  possible 
to  speak  with  some  assurance  about  gas- 
tritis and  what  it  means. 

The  many  specific  forms  of  acute  and 
chronic  gastritis  have  never  posed  inter- 
pretational  problems.  The  specific  infectious 
processes  are  well  known  from  their  activi- 
ties elsewhere  in  the  body.  Diagnosis  and 
treatment  are  understood.  The  best  known 
specific  gastritides  are  those  due  to  syphilis, 
tuberculosis,  hemochromatosis,  streptococci, 
corrosive  solutions,  sarcoidosis,  radiation 
therapy,  and  allergy. 

Idiopathic  or  common  gastritis,  in  both 
its  acute  and  chronic  fonns,  has  caused  all 
the  interpretational  problems.  The  term 
“gastritis”  has  commonly  been  used  as  a 
clinical  diagnosis,  based  only  on  the  pa- 
tient’s recitation  of  a set  of  dyspeptic  symp- 
toms. Unfortunately,  “gastritis”  often  has 
been  an  automatic  diagnosis  when  no  roent- 
gen abnormality  can  be  found  in  the  dys- 
peptic patient. 

When  the  diagnosis  of  gastritis  is  placed 
on  a histopathologic  basis,  a clear-cut  and 
reliable  set  of  rules  emerges  to  guide  the 
clinician’s  thinking.  The  first  and  by  far 
the  most  important  fact  to  emerge  is  that, 
when  uncomplicated,  gastritis  does  not 
cause  symptoms.  This  applies  to  both  acute 
and  chronic  gastritis.  It  does  not  cause 
pain,  it  does  not  cause  heartburn,  it  does 
not  cause  nausea.  When  these  symptoms 
occur  in  the  patient  who  has  gastritis,  they 
must  be  blamed  on  something  else  — most 
often,  I suppose,  an  irritable  gastrointestinal 
tract. 

The  clinical  importance  of  gastritis  lies 
entirely  in  its  complications,  and  these  at 
times  are  deadly.  The  complications  are  re- 
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lated  in  one  way  or  another  to  gastritis’ 
pathologic  progression  towards  anatomic 
and  functional  atrophy. 

Histopathologically  in  both  acute  and 
chronic  gastritis  the  first  signs  of  trouble 
are  found  in  the  mocosa’s  neck  stratum, 
which  is  made  up  of  the  generative  cells  of 
the  individual  gastric  tubules.  The  neck 
cells,  biologically  most  active,  are  patho- 
logically most  vulnerable.  When  influenced 
by  some  unidentified  noxious  agent,  the  neck 
cells  undergo  necrobiosis,  with  death  in 
situ  and  variable  efforts  at  regeneration. 
When  a gastric  tubule  loses  its  neck  cells, 
it  loses  its  ability  to  replace  its  chief  cells, 
parietal  cells,  and  whatever  cells  are  re- 
sponsible for  elaboration  of  intrinsic  factor. 
The  stomach’s  exocrine  functions  must  come 
to  an  end,  as  atrophy  becomes  complete. 

Some  stomachs  from  time  to  time  actively 
extrude  chief  and  parietal  cells  from  the 
depths  of  the  tubules  out  into  the  gastric 
lumen,  speeding  up  the  atrophying  process. 

The  pathologic  changes  that  are  respon- 
sible for  inducing  atrophy  are  also  respon- 
sible for  gastritis’  chief  acute  complication, 
hemorrhage.  As  necrosis  proceeds  through 
the  mucosa’s  neck  stratum,  the  more  super- 
ficial portions  (foveolae  and  surface  epi- 
thelium) tend  to  peel  off  in  patches.  This 
dehiscence  or  exfoliation  suddenly  opens  a 
surprisingly  large  capillary  network  and  the 
result  is  sudden  hemorrhage. 

Finally  there  is  the  matter  of  epithelial 
hyperplasia  and  perhaps  neoplasia.  As 
atrophy  becomes  complete,  the  simple  gas- 
tric epithelial  cells  become  replaced  in 
patches  by  intestinal  cells.  This  intestinali- 
zation  is  accompanied  by  appearance  of 

♦Presented  at  the  99th  Annual  Session  of  the  Nebraska 
State  Medical  Association,  Omaha,  May  3,  1967. 


400 


Nebraska  S.  M.  J. 


many  goblet  cells  and  cells  of  uncertain 
potentials.  Here  and  there  over  stomachs 
afflicted  with  severe  atrophy  hyperplasia 
supervenes.  The  result  is  adenoma  forma- 
tion or  a warty  type  of  hyperplastic  gas- 
tritis. Many  thoughtful  pathologists  believe 
that  progression  all  the  way  to  carcinoma 
may  occasionally  be  traced  with  assurance. 
For  many  decades,  at  least,  we  have  had  no 
hesitation  in  repeating  the  pronouncement 
of  the  gastroscopists,  that  gastric  cancer 
springs  from  the  soil  of  atrophic  gastritis. 

The  complications  of  idiopathic  gastritis, 
then,  consist  of  secretory  deficiencies,  hem- 
orrhage, and  hyperplasia  and  possibly  neo- 
plasia. Achlorhydria  reduces  intragastric 
digestive  efficiency  to  some  extent,  but  per- 
haps more  important  is  its  effect  on  pan- 
creatic exocrine  efficiency.  Stimulation  of 
pancreatic  secretion  is  initiated  by  contact 
of  gastric  acid  with  the  mucosa  beyond  the 
pylorus.  It  is  likely  that  the  mild  steator- 
rhea of  pernicious  anemia  and  other  achlor- 
hydric states  is  due  to  this  failure  of  pan- 
creatic exocrine  stimulation  and  consequent 
pancreatic  insufficiency.  It  may  be  that 
in  the  growing  child  atrophic  gastritis  is  oc- 


casionally capable  of  producing  an  actual 
nutritional  deficiency  syndrome. 

The  best  known  mucosal  deficiency  disease 
is,  of  course,  pernicious  anemia.  Nothing 
more  need  be  said  about  it  except  a not  un- 
reasonable claim  that  pernicious  anemia 
must  be  considered  a gastroenterologic,  not 
a hematologic,  disease. 

Hemorrhage  from  gastritis  is  at  times 
torrential,  and  quick  exsanguination  is  oc- 
casionally encountered.  In  my  experience, 
gastritis  is  the  fourth  most  common  upper 
gastrointestinal  bleeding  lesion  and  is  re- 
sponsible for  about  13  percent  of  all  im- 
portant bleeds. 

The  importance  of  tumor  formation  is 
somewhat  more  difficult  to  assess.  The 
matter  is  fairly  well  known  by  the  clinician 
for  the  atrophic  gastritis  of  pernicious 
anemia  but  most  other  instances  of  atrophic 
gastritis  naturally  remain  unrecognized  un- 
til some  complication  supervenes ; therefore, 
the  threat  of  neoplasia  cannot  be  judged. 
Obviously  the  implications  for  cancer  pro- 
phylaxis must  be  very  great,  but  on  the 
matter  we  remain  ignorant. 


Long-Term  Reduction  of  Serum  Cholesterol 
Levels  of  Patients  With  Atherosclerosis 
by  Small  Doses  of  Neomycin  — P.  Samuel, 
C.  M.  Holtzman,  and  J.  Goldstein  (Long 
Island  Jewish  Hosp,  New  Hyde  Park,  NY). 
Circulation  35:938-945  (May)  1967. 

The  effect  and  tolerance  of  long-term  oral 
administration  of  small  doses  of  neomycin 
as  a serum  cholesterol  reducing  agent  was  in- 
vestigated. Sixteen  patients  were  given  neo- 
mycin sulfate  orally  for  periods  varying 
from  12  to  40.1  months,  following  control  pe- 
riods of  2.6  to  14.6  months.  After  an  initial 
daily  dose  of  2 gm  of  neomycin,  the  daily 
dose  was  varied  between  0.5  and  2 gm  ac- 
cording to  response.  Average  total  serum 
cholesterol  concentrations  decreased  in  each 
of  the  16  patients  by  15%  to  32% ; the  aver- 
age decrease  for  the  group  was  22%.  The 


difference  was  statistically  significant  in 
each  patient  at  the  0.1%  level.  Serum  cho- 
lesterol concentrations  were  maintained  at 
the  lower  plateaus  as  long  as  the  drug  was 
given.  In  an  additional  patient,  after  ad- 
ministration of  neomycin  for  two  months 
there  was  no  change  in  serum  cholesterol 
concentrations  and  the  study  was  discon- 
tinued. Another  patient  developed  severe 
diarrhea,  nausea,  and  abdominal  cramps 
during  the  first  week  of  the  study  and  medi- 
cation was  interrupted.  No  other  serious 
side  effects  occurred.  During  the  first  two 
weeks  of  medication,  eight  patients  experi- 
enced mild  diarrhea  or  abdominal  cramps,  or 
both,  which  subsided  spontaneously  during 
continued  medication.  Physical  examina- 
tions and  kidney  and  liver  functions  re- 
mained normal,  and  pathogens  were  not 
grown  from  stool  cultures. 
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A New  Transfusion  Index 


WHETHER  it  is  safe  or  danger- 
ous to  administer  blood^  is ’too 
often  a matter  of  opinion;  so, 
too,  is  the  wisdom  of  the  one  pint  trans- 
fusion. But  the  decision  to  start  the  blood 
is  one  of  logic  and  not  emotion.  It  is,  as 
will  be  shown  here,  purely  mathematical. 
Only  a few  numbers  are  wanted,  and  the 
answer  is  either  plus  or  minus,  or  simply 
yes  or  no.  When  a surgeon  or  anesthesiolo- 
gist wants  to  know  what  the  hemoglobin  is, 
before  deciding  whether  to  start  the  blood, 
he  is,  whether  he  thinks  so  or  not,  insert- 
ing that  value  into  a mental  equation  and 
arriving  at  a yes  or  no  answer.  We  are 
here  merely  tiying  to  find  the  equation, 
and  thus  to  do  this  easily,  simply,  and 
quickly. 

There  are  apparently  six  values  that  must 
be  known  before  the  decision  to  start,  or  not 
to  start  the  blood  can  be  reached. 

a = the  amount  of  blood  lost  (or 
unreplaced) 

b = percent  of  operation  done 

c ==  systolic  blood  pressure,  following 
blood  loss 

d ==  pulse  rate,  following  blood  loss 
e = hemoglobin,  in  grams 

The  amount  of  blood  lost  (a)  is  easily 
estimated  by  several  methods;  a simple  one^ 
consists  of  counting  sponges  and  watching 
suction  bottles.  For  percent  of  time  (b),  one 
has  only  to  divide  the  time  consumed  by  the 
average  duration  of  the  procedure  being  per- 
formed. 

In  order  to  simplify  the  formulas,  “a”  is 
expressed  as  5 for  500  ml,  “b”  as  6 for 
60%,  “c”  as  9 for  90  mm,  “d”  as  8 for  80, 
and  “e”  as  its  true  value  to  the  nearest  whole 
number.  If  blood  is  being  lost  at  a fairly 
constant  rate,  the  blood  loss  for  the  entire 
operation  is  predictable,  and  will  = a/b 
(XlOO). 

It  may  not  be  unreasonable  to  assume, 
first,  that  blood  lost  probably  should  be 
replaced,  but  perhaps  not  all  of  it,  and  that 
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many  patients  can  tolerate  a 500  ml  loss; 
second,  that  the  loss  of  1000  ml  is  too  much; 
and  third,  that  it  may  be  dangerous  to  lose 
500  ml  in  the  presence  of  anemia,  hypo- 
tension, or  tachycardia. 

The  following  values  may  be  absolute  in- 
dications for  starting  blood; 

1.  a = 10 

2.  c = 7 

3.  d = 12 

4.  e = 5 

Three  formulas  are  offered,  each  with  its 
index  for  starting  blood. 

(1)  b + c + e — (a  + d) 

Start  blood  if  less  than  13. 

(2)  bce/ad  to  the  nearest  whole  number 
Start  blood  if  less  than  15. 

(3)  b + c + e/a  d (XlO) 

Start  blood  if  less  than  19. 

The  following  “cases”  show  how  the  for- 


mulas  are  to 

be  used; 

the 

first 

three  need 

blood,  the  second  three  do 

not. 

i 

ii 

iii 

iv 

V 

vi 

a 

5 

5 

5 

5 

5 

5 

b 

8 

8 

6 

8 

9 

7 

c 

8 

8 

8 

9 

9 

9 

d 

9 

10 

11 

9 

9 

9 

e 

10 

8 

7 

12 

11 

11 

Formula  (1) 

12 

9 

5 

15 

15 

13 

Formula  (2) 

14 

10 

6 

19 

20 

15 

Formula  (3) 

18 

16 

13 

20 

20 

19 

The  formulas  may  be  rewritten  as : 

(1)  a ^ d 13  — (b  c -|-  fi) 

(2)  15  — bce/ad 

(3)  19  - 10  (b  + c + e/a  + d) 

In  each  case,  start  blood  if  the  index  is 
positive. 

♦Chairman,  Department  of  Anesthesiolojry.  Lincoln  General 
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Formula  (1)  is  good,  and  is  easy  to  use. 
Formula  (2)  is  good,  but  is  difficult  for  op- 
erating room  use.  Formula  (3)  is  probably 
not  as  accurate,  and  is  also  difficult,  but  is 
worth  noting.  Acronyms  are  useful  in  re- 
membering formulas.  The  word  “Shape”  is 
a convenient  reminder  (Systolic  blood  pres- 
sure, Hemoglobin,  Amount  done.  Pulse  rate. 
Estimated  blood  loss) ; if  used  repeatedly 
during  a single  procedure,  it  may  tell  us 
what  “shape”  the  patient  is  in,  and  pro- 
vide us  with  a “moving”  picture  of  his 
condition. 

Undoubtedly  better  formulas  will  be  found, 
but  these  may  be  useful,  and  we  have  made 


the  point  that  formulas  exist  and  need  only 
to  be  found.  The  first  index  has  been  used 
in  several  actual  cases  with  good  results. 
It  is  workable,  it  is  convenient,  it  eliminates 
personal  differences.  It  is  a welcome  im- 
provement over  hesitating,  over  needless 
transfusing,  over  waiting  too  long,  and  par- 
ticularly over  surgeon’s  and  anesthesiolo- 
gist’s asking  each  other’s  opinion  repeated- 
ly, in  order  to  arrive  at  a decision  that  needs 
no  discussing. 
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Treatment  of  Acute  Arterial  Occlusions 
With  Streptokinase  — J.  P a t e 1 et  al 
(Hotel-Dieu,  1,  Place  du  Parvis-Notre- 
Dame,  F-75,  Paris).  Presse  Med  75:589- 
592  (March  11)  1967. 

Streptokinase  was  used  in  an  attempt  to 
dissolve  arterial  thrombus  in  vivo  in  51  pa- 
tients with  occlusive  disease.  Fever  accom- 
panied administration  of  streptokinase  in 
half  of  the  cases.  Blood  pressure  remained 
unchanged  in  the  majority  of  them.  Allergy 
was  rare  and  responded  well  to  additional 
administration  of  steroids.  Fifteen  patients 
suffered  various  forms  of  hemorrhagic  com- 
plications including  four  fatal  cerebral  hem- 
orrhages. The  results  of  treatment  were 
evaluated  in  only  31  patients  available  for 
follow-up  examinations.  Of  these,  18  recov- 
ered, 8 showed  minor  improvement,  and  5 
were  failures.  The  authors  conclude  that 
streptokinase  is  a worthwhile  means  in 
treatment  of  only  those  cases  of  acute  ar- 
terial occlusions  which  are  not  amenable  to 
surgical  therapy. 


Ten-Year  Follow-Up  Treatment  of  Two 
Phenylketonuric  Brothers  — C.  M.  Poser 
Kansas  City  General  Hosp,  Kansas  City, 
Mo).  Arch  Neurol  16:658-663  (June) 
1967. 

Two  siblings  with  atypical  clinical  mani- 
festations of  phenylketonuria  were  given  a 
low  phenylalanine  diet  when  they  were 
respectively  almost  4 and  3 years  old.  They 
were  considered  to  be  only  mildly  mentally 
retarded  but  with  a severe  deficit  in  speech 
development.  The  children  remained  on  the 
restricted  dietary  regimen  for  over  five  years 
and  showed  remarkable  improvement  in 
speech  and  mentation.  Both  were  consid- 
ered to  be  within  the  nonnal  range  at  a time 
shortly  before  the  dietary  regimen  was  dis- 
continued. When  retested  four  years  later, 
both  children,  now  respectively  13  and  12 
years  of  age,  were  found  to  have  continued 
functioning  well  within  the  normal  range 
for  both  speech  and  intelligence,  in  spite  of 
the  fact  that  their  serum  phenylalanine  level 
remains  much  above  normal. 
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Medicine  in  the  Soviet  Union 


A brief  narrative  account  of  con- 
temporary medicine  in  the 
U.S.S.R.  must  of  necessity  lack 
the  dimensions  of  breadth  and  depth  that 
characterize  a scholarly  presentation.  The 
subject  of  medicine  itself  is  a formidable  one 
in  that  it  encompasses  undergraduate  and 
graduate  medical  education,  the  area  of 
clinical  medicine  and  related  medical  re- 
search programs.  It  is  particularly  diffi- 
cult to  formulate  and  convej'  an  entirely 
accurate  impression  on  the  subject  of  con- 
temporary medicine  in  the  Soviet  Union  be- 
cause it  has  been  the  policy  of  the  govern- 
ment of  the  Soviet  Union  to  insulate  its 
physicians  and  medical  facilities  from  con- 
tact with  visiting  foreign  physicians,  pre- 
sumably for  ideological  reasons. 

A few  So\det  physicians  have  been  sent 
to  medical  centers  in  the  United  Kingdom, 
the  United  States,  and  other  western  na- 
tions where  they  have  been  accorded  free 
access  to  hospitals,  personal  contact  with 
their  professional  counterparts,  and  com- 
plete freedom  of  movement.  Recently,  our 
government  and  the  government  of  the 
Soviet  Union  have  negotiated  a limited  num- 
ber of  exchange  visits  in  the  various  special- 
ties. Whether  such  a progi'am  will  prove 
from  our  point  of  view  to  be  a truly  bi- 
lateral exchange  or  another  exercise  in  di- 
plomatic protocol  remains  to  be  seen.  Last 
fall  while  in  Leningrad  I encountered  an 
American  anesthesiologist  from  the  west 
coast  who  was  a participant  in  such  an 
exchange  program.  His  experience  at  that 
time  would  seem  to  indicate  that  the  Soviet 
government  is  evading  its  responsibility  in 
the  matter  of  reciprocity.  He  had  seen  all 
of  the  sights  in  Leningrad,  such  as  the  Win- 
ter Palace,  the  Hermitage,  the  Fortress  of 
St.  Peter  and  St.  Paul,  the  Admiralty,  the 
Ballet  — but  not  one  hospital  or  one  physi- 
cian ! 

I have  found  the  Russian  people,  includ- 
ing the  physicians,  exceedingly  friendly, 
helpful,  and  polite.  The  physicians,  along 
with  the  entire  citizenry,  however,  exist  in 
a closed  society  and  are  not  free  agents. 


HIRAM  D.  HILTON,  M.D. 


Direct  personal  contact  as  we  know  it  with 
visiting  foreign  physicians  is  not  only  not 
possible,  it  is  ordinarily  forbidden.  All  ar- 
rangements must  be  made  through  the  bu- 
reaucracy which  interposes  itself  between 
the  visiting  foreign  physician  and  the  Soviet 
physician.  To  a certain  extent  this  is  un- 
avoidable because  of  an  almost  insuperable 
language  barrier.  Due  credit  should  be  given 
to  the  Intourist  guides  who  are  conscien- 
tious, capable,  and  indefatigable  in  the  per- 
formance of  their  responsibilities  as  inter- 
preters. Most  of  these  are  young  women 
and  the  best  ambassadors  of  goodwill  the 
Soviet  Union  possesses.  The  foreigner  who  is 
confronted  by  bureaucratic  incompetence 
or  intransigence  invariably  blames  and  oc- 
casionally castigates  the  Intourist  guide.  He 
should  realize  that  she  is  not  a free  agent 
either.  She  does  not  formulate  policy.  She 
implements  it. 

My  personal  contact  with  Soviet  medicine 
is  derived  from  two  visits  to  the  U.S.S.R. 
and  limited  to  medical  centers  in  Moscow  and 
Leningrad,  the  two  principal  cities  of  the 
Russian  federation  and  the  Soviet  Union. 
So  far  as  I could  ascertain,  there  are  one 
or  more  medical  schools  in  each  of  the  Soviet 
republics.  There  are  two  medical  schools 
in  Moscow,  one  of  them  the  oldest  and  the 
largest,  and,  according  to  my  informant,  the 
best  in  the  nation.  I was  privileged  to  be 
granted  an  audience  with  the  rector  of  the 
more  prestigious  one,  and  through  him  se- 
cured certain  valuable  information  in  respect 
to  medical  education. 

The  completion  of  the  Soviet  equivalent 
of  a secondary  school  or  high  school  educa- 
tion is  required  before  application  can  be 
made  to  medical  school.  All  candidates  for 
admission  must  pass  an  entrance  examina- 
tion. It  was  impossible  to  determine  the 
number  of  applicants  for  each  place  avail- 
able, inasmuch  as  it  is  contrary  to  Soviet 
policy  to  divulge  statistical  data  of  an  in- 
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formational  nature.  One  gains  the  impres- 
sion, however,  that  there  is  not  a sufficient 
number  of  qualified  applicants  each  year  to 
enable  the  medical  schools  to  exercise  a 
high  degree  of  selectivity.  At  the  present 
time,  about  85  per  cent  of  all  physicians  in 
the  Soviet  Union  are  female.  The  rector  of 
the  medical  school  in  Moscow  informed  me 
that  admission  policies  of  medical  schools 
in  the  U.S.S.R.  are  to  be  changed  so  as  to  give 
preference  to  male  applicants.  He  hastened 
to  add  that  the  female  physicians  had  demon- 
strated reliability  and  capability,  but  that 
they  lacked  mobility  and  continuity  of 
service  because  of  obligations  implicit  in 
marriage  and  the  rearing  of  a family.  He 
was  somewhat  vague  in  respect  to  the  num- 
ber of  acceptable  male  applicants,  except 
to  say  that  there  are  now  more  male  appli- 
cants than  formerly.  One  suspects  that  the 
majority  of  the  scientifically  oriented  male 
students  since  the  revolution  have  diverted 
from  the  biological  sciences  to  the  physical 
sciences  and  engineering  because  of  better 
pay  and  prerequisites. 

The  m.edical  school  curriculum  covers  a 
period  of  six  years,  the  first  three  being 
devoted  largely  to  the  study  of  the  basic 
sciences.  The  last  three  years  comprise  the 
clinical  portion  of  the  medical  school  pro- 
gram. At  least  fifty  percent  of  the  instruc- 
tion is  formalistic  and  didactic.  The  in- 
structor to  student  ratio  was  given  as  1:10. 
The  medical  schools  are  considerably  larger 
(but  fewer)  than  ours.  The  medical  school 
I visited  in  Moscow,  for  example,  has  an 
enrollment  of  3,000  students.  The  Soviet 
medical  school  is  neither  a college  within  a 
multi-university  nor  is  it  affiliated  with 
any  institution  of  higher  learning.  I was 
told  that  the  dropout  rate  is  low,  five  per- 
cent or  less.  Maladjustment,  emotional 
problems,  marital  difficulties,  and  economic 
considerations  account  for  most  dropouts. 
Only  a few  are  dropped  because  of  academic 
reasons.  Upon  successful  completion  of  a 
comprehensive  examination  at  the  teiTnina- 
tion  of  the  last  year,  the  student  is  licensed 
to  practice  medicine  and  surgery;  that  is, 
he  becomes  a general  practitioner.  A de- 
gree is  not  granted. 

Although  I was  not  given  a guided  tour 
through  the  medical  school  in  Moscow,  and 


thereby  deprived  of  the  opportunity  of  close 
scrutiny  of  the  institution  in  its  entirety, 
the  physical  plant  can  only  be  described  as 
totally  inadequate  and  in  a deplorable  state 
of  decrepitude  when  measured  by  minimum 
standards  applied  to  our  medical  schools. 
The  buildings  appeared  to  be  relics  of  the 
prerevolutionary  era.  Inquiries  relative  to 
the  number  of  volumes  and  current  periodi- 
cals in  the  libraries  elicited  little  response 
and  no  invitation  to  inspect  the  library  fa- 
cility. One  can  only  conclude  that  the 
library  was  not  considered  a showpiece,  as 
it  is  Soviet  practice  to  display  things  of  a 
spectacular  nature  and  to  pass  over  things 
which  may  give  rise  to  invidious  compari- 
sons by  the  visiting  foreigner  from  beyond 
the  iron  curtain. 

Although  one’s  evaluation  of  (undergrad- 
uate) medical  education  in  the  Soviet  Union 
in  a limited  period  of  time  is  abridged  by 
the  language  barrier,  by  the  understandable 
reticence  of  administrative  personnel,  and 
by  the  caprice  of  Soviet  policy  of  the  mo- 
ment, one  who  has  had  experience  with 
medical  education  can  readily  make  certain 
reasonably  accurate  deductions  on  the  basis 
of  information  available  and  things  seen  and 
things  not  seen. 

The  Soviet  medical  school  simply  does  not 
measure  up  by  our  standai’ds,  or,  for  that 
matter,  by  standards  existing  in  such  coun- 
tries as  the  United  Kingdom,  Sweden,  and 
Belgium.  A college  or  undergraduate  uni- 
versity education  is  not  required  of  the 
candidate  for  admission  to  medical  school, 
whereas  in  this  country  a general  education 
is  regarded  as  a necessary  prerequisite  to 
the  development  of  the  well  educated  physi- 
cian. However,  this  deficiency  may  be  more 
apparent  than  real.  For  example,  the  qual- 
ity of  secondary  school  education  in  the 
U.S.S.R.  may  conceivably  surpass  the  sec- 
ondary level  in  the  U.S.A.  to  such  an  ex- 
tent that  their  graduates  are  the  equivalent, 
in  terms  of  achievement  and  the  acquisition 
of  basic  knowledge,  of  our  college  juniors 
or  seniors.  The  faculty  to  student  ratio  of 
1:10  is  unacceptable  by  our  accreditation 
criteria.  Our  faculty  to  student  ratio  at 
the  College  of  Medicine  of  the  University 
of  Nebraska  two  years  ago  was  1:3.  The 
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averag’e  ratio  for  all  U.S.  medical  schools 
now  is  approximately  1:2.  Reliance  on  the 
didactic  method  of  teaching  is  now  regarded 
as  archaic  and  inconsistent  with  modem 
methods  of  medical  pedagogy  which  stress 
individual  instruction,  bedside  teaching,  and 
the  development  of  the  research  attitude  by 
constant  contact  with  the  laboratory.  The 
separation  of  the  medical  school  from  the 
multi-university  is  contrary  to  the  twen- 
tieth century  trend  in  education.  In  the 
United  States  and  other  w’estern  countries, 
affiliation  of  the  independent  medical  school 
with  a university  is  a condition  of  accredita- 
tion. The  majority  of  medical  schools  in 
this  country  are  actually  colleges  within  the 
university  complex.  The  independent  status 
of  the  Soviet  medical  school  has  isolated  it 
from  the  academic  environment  and  from 
the  basic  biological  sciences  of  which  medi- 
cine is  a subdivision.  This  isolation  has 
promoted  a trade  school  atmosphere,  wherein 
physicians  are  trained  rather  than  educated. 

Graduate  medical  education  is  even  more 
difficult  to  evaluate,  since  it  is  not  inte- 
grated with  the  medical  school  program  as 
it  is  in  the  U.S. A.,  Canada,  Sweden,  Den- 
mark, the  United  Kingdom,  and  other  west- 
ern countries.  If  the  medical  school  licen- 
tiate aspires  to  a career  in  one  of  the  spe- 
cialties, he  applies  for  admission  to  one  of 
a number  of  specialty  institutes.  For  ex- 
ample, if  he  desires  to  become  a surgeon, 
he  applies  for  admission  to  a surgical  in- 
stitute. Apparently,  acceptance  is  based  up- 
on recommendation  and  sponsorship  rather 
than  upon  competitive  examination.  He 
spends  approximately  one  year  at  the  spe- 
cialty institute,  where  most  of  his  time  is 
devoted  to  the  study  of  the  basic  sciences 
related  to  his  specialty  (surgery).  I was 
told  that  the  program  is  largely  didactic, 
and  that  he  must  complete  a paper  on  some 
aspect  of  his  specialty.  Having  completed 
his  course  at  the  specialty  institute,  he  is 
assigned  to  the  chairman  of  surgery  in  a 
regional  (or  general)  hospital,  under  whom 
he  serves  a preceptorship  of  one  year.  At 
the  termination  of  his  preceptorship  he  re- 
turns to  the  specialty  institute,  where  he 
continues  his  postgraduate  work  for  a pe- 
riod of  at  least  two  years,  presents  a thesis, 
and  is  awarded  a Doctor  of  Science  degree. 


It  was  never  explained  satisfactorily  to  me 
just  where  he  goes  from  here.  Presumably, 
he  either  remains  in  a specialty  institute  or 
is  assigned  to  a regional  (general)  hospital 
where  he  serves  as  assistant  chairman  of 
surgery  for  a number  of  years.  When  ad- 
vanced to  the  chairmanship  of  the  depart- 
ment either  in  a regional  (general)  hospital 
or  in  a specialty  institute,  he  acquires  the 
rank  and  designation  of  professor,  the  ulti- 
mate in  professional  status  and  recognition. 
This  system  of  postgraduate  education 
struck  me  as  being  a disjointed  and  disor- 
ganized arrangement,  particularly  in  a 
highly  regimented  society. 

Ordinary  or  first  line  medical  care  in  the 
Soviet  Union  is  provided  by  regional  poly- 
clinics staffed  for  the  most  part  by  general 
practitioners.  The  polyclinic  may  or  may 
not  comprise  a subdivision  of  a regional 
(general)  hospital  complex.  It  assumes  re- 
sponsibility for  the  diagnosis  and  treatment 
of  the  ambulatory  patient.  If  hospitaliza- 
tion is  indicated,  the  patient  is  referred  to 
the  regional  hospital  which  is  staffed  by  spe- 
cialists. I had  the  opportunity  of  visiting 
a polyclinic  in  Moscow  that  served  a district 
with  a population  of  70,000.  The  medical 
director  was  most  accommodating,  and  an- 
swered all  the  questions  in  a forthright 
manner.  Additionally,  he  conducted  a de- 
tailed tour  of  every  aspect  of  the  facility 
to  the  satisfaction  of  a sizeable  group  of 
American  physicians.  He  w a s patently 
capable  and  took  a great  pride  in  his  po- 
sition as  medical  director.  It  was  a busy 
place.  In  fact,  it  seemed  to  me  that  the 
patient  load  per  physician  precluded  any- 
thing more  than  the  briefest  screening  ex- 
amination in  most  cases.  The  laboratory  was 
pathetically  small  and  the  equipment  primi- 
tive. An  American  radiologist  in  the  group 
stated  that  the  X-ray  equipment  was  ob- 
solete. Although  the  building  had  been 
built  within  the  past  five  years,  there  was 
visible  evidence  of  premature  deterioration. 

Two  years  ago,  I was  conducted  through 
a 400  bed  regional  (general)  hospital  in 
Leningrad.  According  to  the  hospital  bro- 
chure, it  was  built  in  1958,  although  it  had 
the  appearance  and  the  manifestations  of 
wear  and  tear  of  a building  50  or  60  years 
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old.  The  medical  director  provided  us  with 
some  raw  statistical  data  of  little  signifi- 
cance such  as  the  overall  mortality  rate.  The 
physician  with  me  at  the  time  of  this  visi- 
tation asked  the  following  questions  of  gen- 
eral interest  and  concern  to  the  medical  pro- 
fession throughout  the  world:  What  are 

you  doing  to  cope  with  the  increase  in  men- 
tal illness?  What  about  the  problem  of  nar- 
cotic addiction  ? Do  you  have  a problem 
with  chronic  alcoholism  ? The  answers : 
No  problem  with  mental  illness.  No  prob- 
lem with  narcotic  addiction.  No  problem 
with  chronic  alcoholism.  In  fact,  no  prob- 
lems ! 

By  persistant  prodding  which  almost  ex- 
ceeded the  limits  of  good  behavior,  I did  dis- 
cover that  the  chairman  of  surgery  in  a 
regional  hospital  is  appointed  by  the  party 
members  of  the  local  Soviet.  These  indi- 
viduals, of  course,  are  not  professional 
people. 

The  hospital  was  clean;  as  clean,  that  is, 
as  a broom  and  mop  can  make  a building. 
There  was  serious  overcrowding  in  the 
wards,  and  no  standard  hospital  beds.  The 
laboratory  was  smaller  than  some  I have 
seen  in  35  bed  country  hospitals  and  not 
nearly  as  well  equipped.  In  fact,  the  lab- 
oratory equipment  was  not  only  sparse,  but 
primitive.  I saw  only  two  individuals  in  the 
laboratory,  presumably  technicians.  The 
pharmacy  was  small  and  did  not  appear  to 
be  well  stocked,  although  we  were  assured 
that  it  was.  I met  one  pharmacist  on  duty 
at  the  time.  The  department  of  radiology 
was  inadequate  both  in  respect  to  space  and 
equipment.  For  example,  there  was  no  evi- 
dence that  special  techniques  could  be  em- 
ployed such  as  angiography,  cardiac  cathe- 
terization, tomography,  cine  radiography, 
and  image  intensification.  Patients  needing 
radiation  therapy  were  transported  by  am- 
bulance to  a radiation  center.  I saw  few 
X-ray  technicians.  The  operating  room  sec- 
tion provided  the  real  shock.  There  was 
only  one  operating  room  with  two  obsolete 
operating  tables  and  two  obsolete  overhead 
lights ! Neither  the  operating  tables  nor  the 
overhead  light*  were  adjustable  except  to 
a limited  degree.  The  presence  of  two  oper- 
ating teams  in  the  same  operating  room. 


except  for  exigencies  imposed  by  war  or 
mass  disaster,  violates  every  principle  of 
good  surgical  technique.  Ancillary  services 
now  regarded  as  essential  in  any  first-rate 
metropolitan  hospital  in  this  country  such 
as  recovery  rooms,  intensive  care  units,  and 
coronary  care  units  did  not  even  exist.  Cer- 
tain administrative  statistical  data  were  re- 
vealing. The  ratio  of  all  categories  of  em- 
ployees to  beds  was  given  as  1.6:1.  The 
operating  costs  per  year  amounted  to  1,110,- 
000  rubles  or  about  $1,220,000  by  the  nego- 
tiated (and  highly  artificial)  rate  of  ex- 
change. The  hospital  in  which  I do  my 
work  has  260  beds.  The  ratio  of  employees 
to  beds  as  2.4:1.  The  operating  costs  per 
year,  exclusive  of  interest,  depreciation  and 
capital  outlays,  are  in  excess  of  $4,000,000. 
Additionally,  the  operating  room  section  has 
eight  operating  rooms,  each  one  elaborately 
equipped.  By  twentieth  century  standards, 
this  hospital  did  not  measure  up. 

In  1966,  I was  afforded  the  opportunity 
of  visiting  the  Oncological  Institute  on  the 
outskirts  of  Leningrad  with  a medical  group. 
This  institute  represents  the  best  of  its 
type  in  the  Soviet  Union,  and  is  the  counter- 
part, say,  of  the  New  York  Memorial  Hos- 
pital for  Cancer.  It  is  a new  complex  com- 
prised of  a 700  bed  hospital,  a cancer  re- 
search institute,  and  a roentgen  and  radium 
therapy  unit.  After  the  usual  preliminary 
conference  with  the  medical  director,  we 
were  escorted  through  each  department,  and 
met  each  professor  or  service  chairman. 
Although  the  building  was  not  well  con- 
structed, and  divulged  the  usual  evidence 
of  premature  deterioration,  diagnostic  equip- 
ment and  instruments,  though  not  as  sophis- 
ticated as  ours,  seemed  to  be  adequate.  The 
radiologist  in  our  group  affirmed  that  the 
X-ray  equipment,  both  diagnostic  and  thera- 
peutic, was  good,  and  made  in  the  Soviet 
Union.  For  the  most  part,  the  surgeons 
were  obviously  competent  and  eager  to  show 
us  about.  One  elderly  professor  of  surgery 
in  particular,  doubtless  a prerevolutionary 
relict,  was  extraordinarily  considerate.  In 
his  discussion  of  each  case  he  displayed  com- 
pelling evidence  of  an  experience  in  depth, 
a keen  mind,  and  a scholarly  approach.  This 
contact,  even  though  brief,  was  the  first 
and  only  bona  fide  surgeon  to  surgeon  break- 
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through  I have  experienced  in  the  Soviet 
Union. 

The  obstetrician  and  gynecologist  with 
our  group  visited  the  Institute  for  Compli- 
cated Obstetrics  and  Gynecology  in  Lenin- 
grad. He  reported  that  conditions  were  so 
deplorable  that  he  was  not  permitted  to  take 
any  pictures.  The  ophthalmic  surgeon  stat- 
ed that  the  eye  hospital  was  a building  con- 
structed in  1815,  and  that  the  equipment 
was  incredibly  obsolete.  It  was  his  opinion, 
however,  that  the  ophthalmologists  were 
competent,  and  dedicated  to  their  specialty. 

Why,  one  may  ask,  is  the  Soviet  Union  so 
far  behind  the  leading  countries  of  the  west 
in  medicine  ? To  give  a simple  answer  would 
betray  a simplistic  mentality.  Some  knowl- 
edge of  Prussian  history  and  the  application 
of  objective  analysis  based  on  observation, 
however,  enables  one  to  comprehend  the  ano- 
maly. 

First,  the  socialist  state  since  the  revolu- 
tion, in  spite  of  countless  five  year  programs, 
has  not  demonstrated  the  capability  of  cre- 
ating and  maintaining  more  than  a bare  sub- 
sistence economy.  Despite  this,  the  Soviet 
government  maintains  the  largest  military 
establishment  in  the  world,  and  the  sciences 
most  directly  related  to  weaponry  and  logis- 
tics are  the  physical  sciences  and  engineer- 
ing. As  a result,  resources  have  undoubt- 
edly been  diverted  to  the  physical  and  en- 
gineering sciences,  at  the  expense  and  to 
the  detriment  of  the  other  aspects  of  the 
economy  and  social  structure.  Their  ad- 
vances in  nuclear  weaponry  and  space  ex- 
ploration have  penalized  many  areas,  and 
medicine  (and  the  biological  sciences)  is  one 
such  area. 

Second,  the  government  of  the  Soviet 
Union  has  insulated  its  citizens,  including 
physicians,  from  contact  with  the  western 
world  for  political  and  ideological  reasons. 
A few  are  permitted  to  travel  abroad,  but 
these  are  either  carefully  screened  or  have 
compelling  reasons  to  return.  The  govern- 
ment of  the  Soviet  Union  has  a cogent  rea- 
son for  its  isolation.  Contact  means  an  ex- 
change of  ideas,  and  ideas  can  be  danger- 
ous — dangerous,  that  is,  to  the  socialist 
state. 


Finally,  a number  of  Americans  register 
genuine  surprise  and  outright  disbelief  when 
informed  that  the  Soviet  system  of  medicine 
is  generally  substandard.  I believe  there  are 
two  reasons  for  this  reaction: 

First,  the  government  of  the  Soviet  Union 
exports  clever  propaganda.  Propaganda,  al- 
though it  frequently  violates  truth,  is  recog- 
nized by  the  governments  of  all  nations 
as  a legitimate  instrument  to  advance  the 
national  interest.  Unfortunately,  our  own 
communications  media  consistently  — al- 
most relentlessly  — disseminate  both  here 
and  abroad  information  that  portrays  the 
American  and  his  social  and  political  envir- 
onment as  completely  materialistic,  avari- 
cious, selfish,  feckless,  crime-ridden,  crisis 
centered,  degenerate  and  bent  on  the  pursuit 
of  imperialistic  adventures.  By  contrast, 
the  information  agencies  of  the  U.S.S.R.  in- 
variably expunge  news  not  in  the  national 
interest  and  portray  the  socialist  society  as 
a veritable  latterday  social,  economic,  po- 
litical and  scientific  millenium  where  liberty, 
equality  and  fraternity  abound ; where  there 
is  neither  crime  nor  poverty;  where  the  de- 
sire to  serve  society  has  replaced  the  profit 
motive,  and  where  prodigious  scientific  ad- 
vance serves  the  interests  of  the  people,  and, 
of  course,  the  cause  of  peace.  The  image 
created  by  our  news  media  reinforces  the 
Soviet  propaganda  expertise,  and  incubates 
and  enlarges  the  credulity  of  the  naive,  the 
ill-informed,  the  emotionally  oriented,  the 
socially  biased,  the  unthinking  and  the  su- 
perficially educated  among  us.  Intermittent- 
ly, an  article  appears  in  the  American  press 
to  the  effect  that  Soviet  surgeons  have  suc- 
cessfully grafted  the  head  of  a decapitated 
dog  onto  another  dog.  The  average  reader 
naturally  regards  this  as  a stunning  feat 
of  surgical  technique.  The  despatch  fails 
to  mention  that  this  was  done  successfully 
in  the  United  Kingdom  and  in  the  United 
States  50  to  60  years  ago.  Of  course,  the 
press  does  not  know  this  either;  but  the 
press  lives  for  spectaculars,  and  seems  to 
list  to  the  left,  anyway.  There  are  other 
examples  of  spurious  spectaculars  that  ap- 
pear from  time,  and  they  undoubtedly  score. 
All  despatches  from  the  Soviet  Union  are 
not  necessarily  misrepresentations.  For  ex- 
ample, Soviet  virologists  have  done  com- 
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mendable  research  work.  Articles  about 
their  results  evoke  little  interest  because 
they  lack  the  impact  of  the  sensational. 

Second,  a substantial  number  of  people 
are  sympathetic  with  the  idea  of  socialism. 
This  attitude,  often  relegated  to  the  sub- 
concious,  probably  represents  an  emotional 
reaction  to  the  real  or  imaginary  inequities 
of  our  present  system.  It  is  difficult  for 


individuals  with  such  an  emotional  bias  to 
understand  how  medicine,  or  any  other 
facet  of  the  social  structure,  can  be  inferior 
in  quality  in  a socialist  state  because  social- 
ism to  their  way  of  thinking  represents  the 
ultimate  in  humanitarianism  and  the  ra- 
tional society.  Ideas,  and  the  ideals  they 
generate,  are  always  difficult  to  discard.  But 
an  idea  is  valid  only  if  it  works. 


Long-Term  Value  of  Fasting  in  Treatment  of 
Obesity  — M.  T.  Harrison  (Univ  Dept  of 
Medicine,  Gardiner  Institute,  Western  In- 
firmary, Glasgow,  Scotland),  and  R.  McG. 
Harden.  Lancet  2:1340-1342  (Dec  17) 
1966. 

Sixty-two  obese  patients,  who  had  previ- 
ously attempted  unsuccessfully  to  lose 
weight,  were  treated  by  a 10-day  period  of 
total  fasting  in  hospital,  followed  by  a 
weight-reducing  diet  on  discharge.  The  av- 
erage weight  loss  during  the  10-day  fast  was 
16.3  lb  (7.4  kg).  The  fast  had  to  be  termin- 
ated in  five  patients  because  of  gastrointest- 
inal symptoms  and  one  other  patient  had 
suppurative  parotitis.  The  patients  were  fol- 
lowed up  for  one  to  three  years.  After  one 
year  40%  of  the  patients  had  not  returned 
to  their  original  weight;  of  12  patients  fol- 
lowed for  three  years,  4 had  maintained  their 
weight  loss.  In  19  patients  two  or  more  fasts 
were  undertaken  but  the  results  of  these 
were  not  significantly  better  than  those  in 
patients  having  only  one  period  of  fasting, 
except  where  rapid  weight  loss  was  urgently 
indicated.  Possible  reasons  for  the  long-term 
benefits  of  a short  fast  are  discussed.  The 
results  are  considerably  better  than  those  in 
patients  attending  weight-reduction  clinics. 


Incidence  of  Carcinoma  in  the  Retained 
Ovary  — J.  J.  Terz,  H.  R.  K.  Barber,  and 
A.  Brunschwig  (Memorial  Hosp  for  Can- 
cer and  Allied  Diseases,  New  York) . Amer 
J Surg  113:511-515  (April)  1967. 

Six  hundred  and  twenty-four  cases  of 
ovarian  cancer  were  reviewed  to  discover 
those  patients  who  had  previously  had  pelvic 
laparotomy  for  a benign  lesion  with  reten- 
tion of  one  or  both  ovaries.  There  were  55 
such  patients,  an  incidence  of  8.8%.  Among 
the  55  patients  with  retained  ovaries  there 
were  20  whose  previous  laparotomy  involved 
a benign  lesion  of  one  ovary  which  was  ex- 
cised, leaving  one  remaining  ovary.  Two  of 
these  patients  survived  five  years  after  oper- 
ation for  their  ovarian  cancer.  Among  the 
35  patients  who  had  bilaterally  preserved 
ovaries,  in  one  or  both  of  which  cancer  de- 
veloped, three  survived  five  years.  Bilateral 
oophorectomy  in  all  patients  40  years  of  age 
or  older  receiving  pelvic  laparotomy  for  be- 
nign lesions  is  justified  as  a prophylactic 
measure  for  ovarian  cancer.  There  is  little 
justification  for  preserving  an  ovary  at  any 
age  if  there  are  atrophic  changes  in  the 
ovaries,  vaginal  cytological  studies  indicating 
significant  estrogen  deficiency,  and  evidence 
of  arteriosclerosis  when  the  abdomen  is  open. 
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Following  the  enactment  by 
Congress  of  Public  Law  89-239, 
which  set  up  the  Regional 
Medical  Program  for  Heart,  Cancer  and 
Stroke  and  Allied  Diseases,  an  Advisory 
Committee  composed  of  members  of  the 
State  Medical  Associations  of  Nebraska  and 
South  Dakota  was  named  by  the  two  State 
Medical  Associations.  Representatives  of 
the  Advisory  Group  of  the  two  state  area  de- 
cided to  cooperate  in  the  submission  of  a 
single  grant  application  for  planning  funds 
for  a Regional  Medical  Program  for  “im- 
proved education,  research  and  training”  in 
heart  disease,  cancer  and  stroke.  The  Ne- 
braska State  Medical  Association  was  desig- 
nated as  the  nonprofit  private  agency  to 
represent  the  component  groups  as  the 
Grantee  for  the  proposed  Planning  Grant. 

Acting  upon  the  recommendations  of  its 
policy  committee,  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association 
voted  its  approval  of  this  concept,  as  did  the 
State  Medical  Association  of  South  Dakota. 
Following  this  action,  the  Planning  Grant 
was  applied  for  and  was  approved  by  the 
National  Council  on  Regional  Medical  Pro- 
grams to  become  effective  January  1,  1967. 

The  designated  Grantee  named  on  the  face 
page  of  the  Application  is  legally  and  admin- 
istratively responsible  for  the  conduct  of 
the  Regional  Medical  Program.^  This  pro- 
vides a mechanism  whereby  the  funds  for 
planning  under  the  Grant  can  be  allocated 
to  the  participating  institutions  and  the  va- 
rious Regional  Committees  and  Task  Forces 
engaged  in  the  overall  project  of  making 
available  to  the  practicing  physician  the 
latest  advances  in  Heart,  Cancer  and  Stroke. 
It  is  obligatory  under  the  Planning  Grant 
that  the  cooperation  and  involvement  of 
paramedical  groups  and  voluntary  health  or- 
ganizations be  solicited  and  obtained.  To 
this  end,  representatives  of  heart  and  cancer 
societies,  nursing  organizations  and  other 
allied  professionals  are  being  asked  to  serve 
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on  or  be  consultants  to  the  Regional  Advis- 
ory Committee  and  the  Regional  Planning 
Committee  as  well  as  the  Task  Forces. 

The  Directors  of  Health  of  both  South 
Dakota  and  Nebraska,  serving  on  both  the 
Regional  Advisory  Committee  and  the  Re- 
gional Planning  Committee  will  effect  a close 
tie  with  already  existing  health  programs 
and  provide  a readily  accessible  supply  of 
data  that  will  be  needed  as  the  progi’am  ad- 
vances. 

Under  the  law  89-239,  the  Regional  Ad- 
visory Committee  is  charged  with  the  re- 
sponsibility of  providing  overall  advice  and 
guidance  to  the  Grantee  in  the  Planning 
and  Operational  Program,  from  the  initial 
step  onward.  The  Regional  Advisory  Com- 
mittee consists  of  some  50  individuals,  35  of 
which  are  members  of  the  component  medi- 
cal associations.  Included  in  the  remaining 
15  are  members  of  the  dental  professions, 
allied  professionals,  and  representatives  of 
the  consumer  public,  with  the  President  of 
the  Nebraska  State  Medical  Association  serv- 
ing as  Chairman.  An  Executive  Committee 
was  formed  from  this  group  to  give  imme- 
diate guidance  to  the  program.  The  Presi- 
dent-Elect of  the  Nebraska  State  Medical 
Association  serves  as  Chairman  of  the  Ex- 
ecutive Committee. 

It  has  been  the  determined  policy  of  the 
Executive  Committee  that  a firm  foundation 
for  planning  be  laid,  prior  to  embarking  on 
operational  grant  requests.  It  is  anticipated 
that  a full  year  will  elapse  before  meaning- 
ful data  are  obtained  that  will  assist  in  de- 
termining the  need  for  specific  programs 
related  to  Heart,  Cancer  and  Stroke. 

The  Nebraska  - South  Dakota  Regional 
Medical  Program  is  designed  to  bring  into 
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play  all  of  the  resources  of  the  three  medical 
schools,  the  two  dental  schools  and  the  state 
medical  and  dental  associations,  to  the  end 
that  the  practicing  physician  will  have  all 
of  the  diagnostic  skills  and  the  therapeutic 
armamentaria  necessary  to  enhance  his 
ability  to  care  for  his  patients,  and  as  nearly 
as  is  possible,  within  their  own  communities. 
Public  Law  89-239  does  not  provide  for,  nor 
is  it  contemplated  that.  Regional  Centers 
will  be  built  as  was  envisioned  in  the  De- 
Bakey  report. 

In  order  to  evaluate  properly  what  may  be 
needed  in  the  future  so  far  as  the  program 
is  concerned,  it  is  the  considered  opinion 
of  the  Executive  Committee  of  the  Regional 
Advisory  Committee,  as  well  as  that  of  the 
Regional  Planning  Committee  and  its  physi- 
cian Task  Forces  on  Heart,  Cancer,  Stroke 
and  Continuing  Education,  that  the  first 
step  must  be  to  ascertain  what  facilities, 
competencies,  and  manpower  already  exist 
within  the  Region.  Already,  questionnaires 
are  being  formulated  by  the  Task  Forces 
that  should,  when  properly  tested  for  val- 
idity and  subjected  to  critical  data  proces- 
sing, be  able  to  give  a clearer  idea  of  what 
we  already  have  working  for  us  in  combat- 
ing the  "killer  diseases.” 

As  the  Task  Forces  met  and  considered 
the  objectives  set  out  for  them,  it  became 
apparent  that  to  evaluate  properly  the  data 
obtained,  help  would  be  needed  from  indi- 
viduals and  organizations  experienced  in  the 
fields  of  surveys,  data  analysis,  and  so  on. 
Preliminary  conversations  have  been  held 
with  the  faculty  members  of  the  universities 
skilled  in  these  procedures.  Further  develop- 
ment along  these  lines  is  to  be  anticipated. 

The  Task  Forces  also  have  pointed  out 
that  continuing  education  is  of  paramount 
importance.  In  planning,  however,  the  con- 
sensus is  that  the  local  physician’s  ideas  con- 


cerning the  type  of  program  in  continuing  ed- 
ucation that  will  be  most  helpful  to  him  must 
be  given  full  consideration.  To  develop  pro- 
grams that  will  be  beneficial  to  the  practic- 
ing physician,  the  allied  professions  and  the 
communities,  a new  Task  Force  on  Continu- 
ing Education  has  been  established.  The 
membership  of  this  Task  Force  is  drawn 
from  the  previously  appointed  Task  Forces 
on  Heart,  Cancer  and  Stroke,  faculties  of 
the  medical  schools,  members  of  the  cooper- 
ating state  medical  associations,  and  allied 
professional  organizations. 

Presently,  challenging  ideas  in  the  field  of 
communications  are  being  explored;  many 
of  these  will  have  a direct  application  to  con- 
tinuing education.  The  expansion  of  exist- 
ing programs  and  development  of  new  pro- 
grams, encompassing  allied  professionals  will 
all  come  under  the  study  of  the  Regional  Task 
Forces.  As  has  been  pointed  out  above,  the 
expertise  of  the  faculties  of  medicine  and 
dentistry  of  the  cooperating  institutions  will 
be  relied  upon  to  provide  the  meat  and  bones 
of  the  Continuing  Education  Program. 
Intramural  committees  of  the  faculties  are 
meeting  regularly  to  explore  their  own  pro- 
grams and  to  determine  how  best  they  may 
cooperate  in  the  Nebraska-^South  Dakota 
Regional  Medical  Program.  Budgetary  sup- 
port of  proposed  Research  and  Feasibility 
Studies  has  been  provided  by  the  Planning 
Grant,  and  out  of  this  support,  new  ap- 
proaches to  old  problems  are  envisioned. 

The  administrative  offices  of  the  Ne- 
braska-South Dakota  Regional  Medical  Pro- 
gram are  located  at  1408  Sharp  Building, 
Lincoln,  Nebraska.  Inquiries  concerning  the 
program  are  welcomed,  as  well  as  suggestions 
for  implementation  of  any  phase  of  the  en- 
deavor, that  will  provide  the  practicing 
physician  with  the  latest  information  for 
diagnosing  and  treating  patients  suffering 
from  heart  disease,  cancer  and  stroke. 
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Special  acknowledgment  is  due  Mr.  Jerrold 

Strasheim,  Referee  in  Bankruptcy,  whose  sup- 
port made  this  study  possible. 

Introduction 

Historical  Background : The  word  bank- 

ruptcy comes  from  early  day  Italy.  In  the 
Italian  exchange,  benches  or  stalls  were  the 
places  for  the  bankers  or  money  changers. 
When  the  banker  or  money  changer  failed 
in  his  business,  his  bench  was  broken  and 
he  was  given  the  name  “broken  bench”  or 
“banco  rotto.”  The  English  employed  the 
term  “bankerout”  forerunner  to  “bankrupt.” 
In  early  time  all  bankrupts  appeared  to  be 
either  tradesmen  or  businessmen,  as  install- 
ment buying  by  consumers  was  not  known. 

Article  1,  Section  8 of  the  Constitution 
of  the  United  States  empowers  the  federal 
government  to  regulate  bankruptcy,  but 
prior  to  1898  the  federal  bankruptcy  laws 
had  been  in  effect  intermittently  for  a total 
of  only  16  years.  These  early  acts  were 
passed  to  cope  with  emergencies  created  by 
war  and  depression.  Repeal  followed 
promptly  upon  subsidence  of  the  emergency. 

In  1800,  Congress  passed  the  first  bank- 
ruptcy act,  which  related  only  to  traders, 
merchants,  brokers,  and  underwriters.  The 
second  bankruptcy  act  of  1841  in  effect  but 
two  years,  provided  for  the  filing  of  a vol- 
untary petition  of  bankruptcy.  In  1867, 
just  after  the  Civil  War,  the  third  bank- 
ruptcy act  was  passed  by  Congress.  This 
act  provided  for  a discharge  from  debts  if 
the  debtor’s  assets  were  equal  to  no  more 
than  50%  of  the  claims  against  him.  Re- 
peal came  in  1878. 

Our  basic  bankruptcy  act,  although  amend- 
ed many  times  in  minor  respects,  was  passed 
by  Congress  in  1898.  The  Chandler  Act  of 
1938,  almost  a complete  rewrite  of  the  bank- 
ruptcy laws,  leaves  basic  provisions  un- 
changed. 

Procedure  in  Declaration  of  Bankruptcy : 
To  file  bankruptcy,  three  documents  must 
be  filed  in  triplicate  with  the  Clerk  of  the 
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United  States  District  Court:  (1)  the 
debtor’s  petition  for  bankruptcy;  (2)  a 
statement  of  affairs;  (3)  a schedule  of  as- 
sets and  liabilities.  These  documents  pre- 
sumably give  to  the  court  a clear  represen- 
tation of  the  individual’s  past  and  present 
status,  the  names  of  his  creditors,  and  in- 
form the  court  as  to  the  assets  so  that  the 
court  may  distribute  such  assets  to  the 
creditors.  Bankruptcy  proceedings  are  pre- 
sided over  by  a Referee  in  Bankruptcy,  un- 
der the  supervision  of  a Judge  of  the  United 
States  District  Court. 

In  Nebraska,  the  filing  fee  is  $50,  and  a 
minimum  lawyer’s  fee  amounts  to  $250, 
both  of  which  may  be  paid  in  installments. 

After  the  three  documents  are  filed,  cred- 
itors are  given  a period  of  six  months  in 
which  to  file  claims,  otherwise  no  assets 
may  be  distributed  to  them.  A trustee  is 
elected  by  the  creditors  or  is  appointed  by 
the  court.  As  agent  for  the  creditors  he  is 
given  title  to  all  of  the  bankrupt’s  assets 
which  are  converted  into  cash  for  distribu- 
tion. 

A discharge  in  bankruptcy  may  be  denied 
for  various  reasons,  such  as  commission  of 
a felony  in  connection  with  the  case,  or  for 
destruction,  falsification,  or  mutilation  of 
books.  Certain  obligations  such  as  taxes, 

•This  study  was  made  possible  through  a grant  provided 
by  the  Training  Resources  Branch  of  the  Division  of  Com- 
munity Health  Services,  United  States  Public  Health  Service, 
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child  and  wife  support,  and  debts  created  by 
fraud  or  embezzlement  are  not  affected  by 
bankruptcy. 

The  Chandler  Act  of  1938  also  provides 
for  rehabilitation  of  the  debtor  and  avoid- 
ance of  bankruptcy  via  lengthening  of  the 
time  for  settlement  or  via  settling  upon  a re- 
duction of  the  debt. 

Present  Trends:  Filings  for  bankruptcy 

have  doubled  in  number  since  the  years  of 
the  great  depression.  For  the  year  of  1963, 
creditors  nationally  received  $55  million  or 
4%  of  their  $1.4  billion  claims,  showing  a 
loss  of  more  than  $1.3  billion.  In  1932, 
70,049  bankruptcies  were  filed,  as  com- 
pared with  155,493  filed  in  1963.  Approxi- 
mately 1,000  bankruptcies  are  filed  per 
year  in  Nebraska.  Today,  at  least  90%  of 
the  bankruptcies  filed  are  consumer  or  per- 
sonal bankruptcies.  Since  1945,  the  rise  of 
bankruptcies  has  been  at  approximately  the 
same  rate  as  the  rise  in  consumer  credit. 
From  1940  to  1963,  the  national  population 
increased  by  43  percent,  while  bankruptcies 
increased  197  percent.  In  1963,  one  out  of 
every  1,200  persons  filed  bankruptcy. 

Contrary  to  what  many  persons  may  be- 
lieve, the  “slate  is  not  wiped  clean”  after 
one  has  declared  bankruptcy.  Some  of  the 
bankrupt’s  debts  may  not  have  been  dis- 
charged; records  will  indicate  his  declara- 
tion of  bankruptcy ; his  credit  rating  will  be 
affected ; he  may  be  forced  to  move,  to 
change  jobs,  and  to  face  a hostile  and  disap- 
proving society. 

Bankrupts  cannot  easily  re  - establish 
credit,  although  some  creditors  will  take  the 
risk,  since  few  debts  remain  and  since,  by 
law,  another  filing  cannot  recur  within  the 
next  six  years.  Free  credit  counseling 
services  are  a new  development  for  the  aid 
of  the  financially  burdened. 

Objective  of  the  Study 

A study  was  made  of  the  cases  of  personal 
bankruptcy  processed  by  the  Referee  in 
Bankruptcy  in  Omaha,  Nebraska,  in  1965 
in  an  effort  to  ascertain  the  extent  to  which 
medical  expense  contributed  to  bankruptcy. 

Findings 

The  findings  of  this  study  were  based  up- 


on review  of  the  bankruptcy  files  for  the 
year  of  1965  at  the  office  of  the  Clerk  at  the 
United  States  District  Court,  located  in  the 
Federal  Building  in  Omaha.  Of  about  800 
cases  filed  in  Omaha,  702  were  closed  with- 
in the  year  and  provided  the  data  sum- 
marized in  this  study.  Of  these  702  cases, 
488  involved  residents  of  Douglas  County. 
214  involved  residents  of  39  other  Nebraska 
counties. 

A limited  number  of  interviews  were  held 
with  bankrupts  in  an  attempt  to  obtain  their 
personal  views  regarding  the  impact  of  med- 
ical expense  upon  their  financial  difficulties. 
Of  the  total  indebtedness  of  $7,744,848.65 
listed  in  all  claims  filed  in  Omaha,  in  1965, 
medical  expenses  contributed  only  $333,- 
628.70  or  4.3  percent  of  the  total. 

Average  involvement  totaled  $11,032.44  of 
this,  $10,557.29  was  nonmedical,  and  $586.34 
represented  medical  debt.  Table  1 shows  dis- 
tribution of  filings  for  residents  of  Douglas 
County  by  amount  of  total  liability.  Table 
2 indicates  that  162  of  the  bankrupts  had  20 
or  more  creditors,  and  some  had  over  70. 

Table  1 

CLOSED  BANKRUPTCIES  FILED  IN  OMAHA 
BY  RESIDENTS  OF  DOUGLAS  COUNTY, 
1965 

Filings  by  Total  Liability: 


Categories 

No.  of 
Filings 

Percent  of 
Total 

Below  $2,500 

103 

21.0 

$2,500  to  $4,999 

170 

34.8 

$5,000  to  $9,999 

93 

19.1 

$10,000  to  $24,999  

- _ 92 

18.9 

$25,000  to  $49,999 

21 

4.3 

Above  $50,000  _ . 

9 

1.9 

Total 

_ _ 488 

100.0 

Source:  Office  of  the  Clerk  of  the  United  States  Dis- 
trict Court,  Omaha,  Nebraska. 


Table  2 

CLOSED  BANKRUPTCIES  FILED  IN  OMAHA 
BY  RESIDENTS  OF  DOUGLAS  COUNTY, 
1965 

Filing  by  Total  Number  of  Creditors 


No.  of  Creditors 

No.  of 
Filings 

Percent  of 
Total 

Below  10 

97 

19.9 

10  to  19 

229 

46.9 

20  to  39 

124 

25.4 

40  to  69 

28 

5.7 

70  and  above 

10 

2.1 

Total 

488 

100.0 

Source : Office  of  the  Clerk 
trict  Court.  Omaha, 

of  the  United 
Nebraska. 

States  Dis- 
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A total  of  approximately  1,000  bank- 
ruptcies were  filed  in  Nebraska  in  1965. 
Of  this  number,  800  were  filed  in  Omaha, 
and  the  balance  in  Lincoln,  Nebraska.  Fig- 
ure 1 reveals  the  residence  by  count  of  702 
individuals  whose  cases  were  filed  and  closed 
during  1965  in  Omaha,  Nebraska.  Residents 
are  free  to  file  in  either  Lincoln  or  Omaha. 

Data  was  not  available  concerning  income 
levels  of  those  filing  for  bankruptcy,  but 
the  location  of  residence  provided  a clue  to 
the  general  economic  level  of  the  bankrupt. 
Table  3 correlates  the  number  of  filings 
with  the  economic  level  as  indicated  by  av- 
erage value  of  houses,  deterioration,  delapi- 
dation  and  per  cent  of  ownership. 

Table  4 shows  that  common  laborers  ac- 
count for  almost  one  fourth  of  the  filings, 
and  only  a small  proportion  were  unem- 
ployed. The  unemployed  may  not  have  suf- 
ficient funds  to  file  for  bankruptcy. 

Table  5 indicates  that  81.4  percent  of 
Douglas  County  filings  listed  medical  debts. 
The  range  of  medical  debts  was  from  $3  to 
approximately'  $5,000. 


Table  6 shows  the  distribution  of  filings 
according  to  amount  of  total  medical  debt. 

Tables  7 and  8 show  distribution  of  in- 
debtedness to  physicians  and  hospitals. 

Drugs  play  only  a minor  role  in  the  total 
medical  expense  since  90.2  percent  claimed 
no  drug  bills.  Only  1 percent  owe  more 
than  $100  for  drugs. 

95.1  percent  claimed  no  expense  for  am- 
bulance, optical  goods,  hearing  aids  and  pros- 
thetics. 

Table  9 shows  distribution  of  non-medical 
indebtedness. 

Table  3 

CLOSED  BANKRUPTCIES  FILED  IN  OMAHA 
BY  RESIDENTS  OF  DOUGLAS  COUNTY, 
1965 

Filings  According  to  Economic  Areas 


Economic  Level 

No,  of 
Filings 

Percent  of 
Total 

High  

147 

30.1 

Middle  _ 

196 

40.2 

Low 

131 

26.8 

Central  Business  District  . 

14 

2.9 

Total  - . 

488 

100.0 

Source : Office  of  the  Clerk 
trict  Court.  Omaha, 

of  the  United 
Nebraska. 

States  Dis- 
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Table  4 


Table  7 


CLOSED  BANKRUPTCIES 

FILED 

IN  OMAHA 

BY  RESIDENTS  OF  DOUGLAS 

COUNTY, 

1965 

Medical  and 

Non-Medical  Involvement 

by  Occupation 

No.  of 

Percent  of 

Occupation 

Filings 

Total 

Common  Laborers 

116 

23.8 

Truck  Drivers 

39 

8.0 

Salesmen  _ _ __ 

28 

5.7 

Mechanics 

28 

5.7 

Clerks 

24 

4.9 

Machine  Operators 

21 

4.3 

Unemployed  _ 

21 

4.3 

Others 

168 

34.5 

Unknown 

_ 43 

8.8 

Total 

488 

100.0 

Source:  Office  of  the  Clerk  of  the  United  States  Dis- 
trict Court.  Omaha.  Nebraska. 


Table  5 

CLOSED  BANKRUPTCIES  FILED  IN  OMAHA 
BY  RESIDENTS  OF  DOUGLAS  COUNTY, 
1965 

Total  Medical  and  Non-Medical  Involvement 


Involvement 

No.  of 
Filings 

Percent  of 
Total 

Medically 

Involved 

397 

81.4 

Non-Medically  Involved 

91 

18.6 

Total 

_ - 488 

100.0 

Source : 

Office  of  the  Clerk 
trict  Court,  Omaha, 

of  the  United 
Nebraska. 

States  Dis- 

Table  6 

CLOSED  BANKRUPTCIES 

FILED 

IN  OMAHA 

BY  RESIDENTS  OF  DOUGLAS 

COUNTY, 

1965 

Bankruptcy  Filings  According 
Medical  Expense: 

No.  of 

to  Total 

Percent  of 

Amount 

Filings 

Total 

Below  $500 

238 

60.0 

$500  to  $799 

58 

14.6 

$800  to  $999 

19 

4.8 

$1,000  to  $1,999 

69 

17.4 

$2,000  to  $4,999 

12 

3.0 

Above  $5,000 

1 

0.2 

Total 

397 

100.0 

Source : Office  of  the  Clerk  of  the  United  States  Dis- 
trict Court,  Omaha,  Nebraska. 


Personal  Interviews 

Of  the  488  cases  filed  and  closed  during 
1965  in  Omaha  from  Douglas  County,  66 
cases  with  comparatively  heavy  medical  ex- 
penditures were  chosen  for  interview.  In 
spite  of  every  effort,  only  12  personal  inter- 
views could  be  arranged. 


CLOSED  BANKRUPTCIES  FILED  IN  OMAHA 
BY  RESIDENTS  OF  DOUGLAS  COUNTY, 
1965 

Filings  by  Amount  of  Money  Owed 
Directly  to  Doctors: 


Amount 

No.  of 
Filings 

Percent  of 
Total 

Below  $100 

86 

17.6 

$100  to  $249 

93 

19.1 

$250  to  $499 

103 

21.1 

$500  to  $999 

54 

11.1 

Above  $1,000 

24 

4.9 

None 

128 

26.2 

Total 

488 

100.0 

Source:  Office  of  the  Clerk 
trict  Court.  Omaha, 

of  the  United 
Nebraska. 

States  Dis- 

Table  8 

CLOSED  BANKRUPTCIES  FILED  IN  OMAHA 
BY  RESIDENTS  OF  DOUGLAS  COUNTY, 
1965 


Filings  by  Amount  of  Money  Owed 
to  Hospitals: 


Amount 

No.  of 
Filings 

Percent  of 
Total 

Below  $100 

82 

16.8 

$100  to  $249 

76 

15.6 

$250  to  $499 

67 

13.7 

$500  to  $999 

36 

7.4 

Above  $1,000 

24 

4.9 

None 

203 

41.6 

Total 

488 

100.0 

Source:  Office  of  the  Clerk  of  the  United  States  Dis- 
trict Court,  Omaha,  Nebraska. 


Table  9 

CLOSED  BANKRUPTCIES  FILED  IN  OMAHA 
BY  RESIDENTS  OF  DOUGLAS  COUNTY, 
1965 


Filings  by  Amounts  of  Non-Medical 
Expenses: 


Amount 

No.  of 
Filings 

Percent  of 
Total 

Below  $500 

8 

1.6 

$500  to  $799 

10 

2.0 

$800  to  $999 

8 

1.6 

$1,000  to  $1,999  _ ... 

75 

15.4 

$2,000  to  $4,999 

191 

39.2 

Above  $5,000 

196 

40.2 

Total 

488 

100.0 

Source : Office  of  the  Clerk  of  the  United  States  Dis- 
trict Court,  Omaha,  Nebraska. 


Of  those  interviewed,  six  were  married, 
four  divorced,  one  widowed,  and  one  single. 
Of  the  eleven  bankrupt  families  with  chil- 
dren, the  average  number  of  persons  per 
family  was  4.5.  The  average  number  of 
children  per  family  was  three.  Ten  out  of 
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twelve  stated  that  they  were  forced  to  de- 
clare bankruptcy  by  creditors  who  either 
brought  suit  against  them,  garnisheed 
wages,  or  simply  hounded  them  until  they 
felt  they  had  no  alternative. 

Only  one  had  completed  college,  two  had 
some  college  but  had  not  finished,  seven  com- 
pleted high  school,  one  had  not  completed 
high  school,  and  one  had  finished  only  gi-ade 
school. 

Nine  persons  felt  they  were  adequately 
covered  with  health  insurance,  while  three 
felt  they  had  only  partial  coverage.  None 
of  the  twelve  had  previously  declared  bank- 
ruptcy. Four  of  the  persons  inteiwiewed 
were  connected  in  some  way  with  credit 
through  their  occupations  which  included  a 
credit  manager,  insurance  adjuster,  retailer, 
and  a saleslady.  All  stated  they  anticipated 
paying  for  medical  expenses  with  insurance 
and  wages;  however,  of  a total  of  approxi- 
mately $34,900  in  medical  bills  involved  in 
these  cases,  only  about  one  third  had  been 
paid  by  insurance.  Medical  conditions  in- 
cluded pregnancies,  appendectomies,  routine 
childhood  and  adult  illnesses,  lead  poisoning, 
meningitis,  brain  tumor,  exhaustion,  and 
loss  of  voice.  The  hospitalization  periods  in- 
volved ranged  from  five  days  to  one  year. 
The  number  of  times  admitted  varied  from 
one  to  eleven  times  per  family. 

The  average  income  per  family  per  month 
for  those  interviewed  was  approximately 
$300  per  month,  ranging  from  $100  to  $750. 
Four  of  the  persons  and  their  families  were 
living  in  below-standard  conditions,  while 
six  families  were  living  in  average  homes, 
and  two  families  living  in  above-average 
environment. 

Since  this  study  was  conducted  under  aus- 
pices of  the  Douglas  County  Health  Depart- 
ment, the  seiwices  of  the  Department  were 
available  to  the  researchers  if  necessary  or 
desired  by  those  families  interviewed.  These 
services  consist  of  referrals  to  the  Visiting 
Nurse’s  Association,  dental  clinics,  well 
child  clinics,  the  Diversional  Therapy  Serv- 
ice, and  Immunization  Services.  Five  of 
those  families  interviewed  appeared  in  ob- 
vious need  of  one  or  another  of  these  serv- 
ices and  referrals  were  made  accordingly. 


Of  the  remaining  seven,  only  two  were  al- 
ready utilizing  these  services  whereas  the 
other  five  expressed  no  need  of  such  services 
at  the  time. 

All  twelve  persons  felt  that  declaring  bank- 
ruptcy was  the  only  alternative  in  their  re- 
spective cases  and  each  felt  that  it  had  solved 
his  problem  to  some  extent;  however,  the 
most  obvious  consequence  appeared  to  be 
the  great  emotional  and  mental  strain  placed 
on  the  families.  This  strain,  whether  aris- 
ing from  guilt,  fear,  or  other  factors  was 
evident  and  real.  Persons  exhibited  caution 
in  filing  for  bankruptcy.  Many  months  of 
deliberation  were  involved,  and  counseling 
services  had  usually  been  utilized  extensive- 
ly before  the  petitions  were  filed.  Many  ad- 
verse consequences  to  filing  for  bankruptcy 
were  revealed  by  personal  interview  as  in- 
ability to  obtain  jobs  and  credit;  and  loss 
of  jobs,  home,  marital  partner,  and  self- 
respect.  A moral  obligation  to  previous 
creditors  continued  to  exist  and  most  ex- 
pressed a desire  to  pay  some  of  these  obliga- 
tions, particularly  those  debts  involving  the 
family  physician.  Some  advantages,  how- 
ever, were  apparent.  All  stated  they  were 
now  able  to  meet  their  routine  obligations 
and  to  “see  daylight,”  and  most  said  that 
through  this  procedure  they  had  learned  to 
spend,  save,  and  budget  their  money  more 
wisely.  Credit  had  become  unnecessary  for 
them. 

Summary 

1.  Of  800  cases  of  bankruptcy  filed  in  Oma- 
ha in  1965,  702  were  closed  within  the 
year.  Of  the  702  cases,  488  involved 
residents  of  Douglas  County. 

2.  Total  indebtedness  of  all  petitions  filed 
in  Nebraska  in  1965  amounted  to  $7,744,- 
848.65  of  which  $333,628.70  or  4.3  percent 
represented  medical  expense. 

3.  Average  total  involvement  amounted  to 
$11,032.44.  Of  this  $10,557.29  was  non- 
medical, and  $586.34  medical. 

4.  81.4  percent  of  Douglas  County  filings 
listed  medical  debts  ranging  from  $3.00 
to  approximately  $5,000. 

58.4  percent  listed  hospital  debts. 

9.8  percent  listed  drug  debts. 
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4.9  percent  listed  miscellaneous  medical 
debts. 

5.  Common  laborers  accounted  for  about 
one  fourth  of  all  filing  for  bankruptcy. 

6.  Personal  interviews  were  held  with  12 
individuals  who  had  declared  compara- 
tively heavy  medical  indebtedness,  and 
results  of  these  are  set  forth. 

7.  Medical  expenses  did  not  appear  to  play 


0 n e-Pill-a-Month  Contraceptive  — R.  B. 

Greenblatt  (Dept  of  Endocrinology,  Medi- 
cal College  of  Georgia,  Augusta).  Fertil 

Steril  18:207-211  (March- April)  1967. 

Forty  women,  all  in  their  reproductive 
years,  received  138  trials  of  the  one-day 
regimen  for  periods  ranging  from  2 to  12 
months.  The  first  dose  was  usually  admin- 
istered between  the  21st  day  of  the  cycle  and 
the  onset  of  menses.  The  long-acting  oral 
estrogen  (the  3-cyclopentyl  ether  of  ethinyl 
estradiol  in  doses  varying  from  2 to  5 mg) 
was  used  in  combination  with  one  of  the 
following  progestogens : chlormadinone,  hy- 
drogesterone,  6,17 ax-dimethy  1-6-dehydropro- 
gesterone,  or  the  18-homologue  of  norethis- 
terone.  Basal  body  temperature  records,  en- 
dometrial biopsies,  and  examinations  of  cer- 
vical mucus  were  employed  to  determine  the 
occurrence  of  ovulation.  The  25th  day  was 
found  to  be  most  suitable  for  administration 
of  the  estrogen  and  progestogen.  Withdrawal 
bleeding  as  a rule  occurred  after  72  hours  or 
more.  If  given  on  the  first  day  of  the  cycle, 
the  menstrual  period  was  apt  to  be  pro- 
longed. Ovulation  was  inhibited  in  78  of  the 
138  trials  and  occurred  in  32;  information 
was  inadequate  in  28.  No  pregnancies  oc- 
curred in  this  series. 


a major  role  in  the  overall  picture  of 
bankruptcy. 
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Death  From  Appendicitis  and  Appendectomy 

— J.  G.  R.  Howie  (25  Hazel  Ave,  Bears- 

den,  Glasgow,  Scotland).  Lancet  2:1334- 

1337  (Dec  17)  1966. 

A detailed  survey  of  805  deaths  from  ap- 
pendicitis or  appendectomy  in  Scotland  from 
1954  to  1963  is  presented.  Death  rates  for 
appendicitis  of  different  degrees  of  sever- 
ity in  adults  at  different  ages  are  calculated 
and  an  estimate  made  of  the  risk  of  death 
from  nonoperative  treatment  of  mild  ap- 
pendicitis in  the  young  adult.  The  death 
rate  in  each  age  group  rises  sharply  with 
advance  of  the  pathological  changes  in  the 
appendix,  and  mortality  for  each  patholog- 
ical change  advances  with  increasing  age  of 
the  patient.  Mortality  for  males  was  twice 
that  of  females  in  the  same  age  and  patho- 
logical group.  For  the  young  adult  patient 
the  mortality  of  removing  a normal  appen- 
dix (1/5000)  seems  to  be  less  than  the  mor- 
tality of  failing  to  remove  an  abnormal  ap- 
pendix (1/850  to  1/2300).  Evidence  is  pre- 
sented to  support  the  belief  that  there  has 
been  a fall  in  the  incidence  of  true  appendi- 
citis. No  evidence  is  found  to  support  the 
belief  that  teaching  and  nonteaching  hos- 
pitals offer  a different  prognosis  in  their 
treatment  of  appendicitis. 
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From  Your  President  — 


POLITICAL  ACTIVITY 

The  legislature  of  the  State  of  Nebraska 
was  finally  adjourned  on  July  22  this  year. 
The  week  before,  on  July  12  to  be  exact, 
LB  568,  The  Osteopath  Bill,  came  up  for 
final  vote  by  the  unicameral.  This  bill  was 
defeated  29  to  16  with  4 not  voting.  None 
of  this  is  news  to  any  of  you  at  this  late 
date.  What  may  be  news  to  many  of  you 
is  an  account  of  activity  pursued  by  your 
State  Medical  Association  to  insure  defeat 
of  the  bill.  When  we  first  learned  that  LB 
568  was  to  be  introduced  by  Senator  Terry 
Carpenter  of  Scottsbluff  we  asked  him  to 
meet  with  us  at  a noon  lunch  which  he  con- 
sented to  do.  We  discussed  the  provisions 
of  the  bill  and  pointed  out  the  inequities  of 
legislating  an  interiorly  educated  group  into 
the  practice  of  medicine  and  surgery,  but 
he  was  adamant  in  his  desire  to  present  and 
sponsor  the  bill  as  written.  He  impressed 
me  with  two  of  his  remarks  that  day.  One 
was  to  the  effect  that  if  we  did  not  like  a 
bill  pertaining  to  the  health  field  we  should 
write  one  on  the  same  subject  that  we  could 
live  with,  and  then  fight  to  uphold  our  view- 
point. The  other  statement  was  to  the  ef- 
fect that  even  though  we  were  quite  effec- 
tive when  we  did  appear  before  legislative 
committees,  it  seemed  that  we  always  ap- 
peared to  testify  against  something  rather 
than  for  something.  In  other  words  he  felt 
that  we  always  had  a negative  approach 
when  we  should  have  a positive  approach  to- 
ward legislative  matters  in  the  health  field. 

After  the  encounter  with  Mr.  Carpenter, 
we  decided  that  the  most  positive  approach 
we  could  take  in  this  matter  was  to  mobilize 
our  forces  in  a fashion  as  negative  to  LB  568 
as  possible.  We  asked  you  to  contact  your 
senators  on  several  occasions.  We  wrote 
letters  from  the  N.S.M.A.  office  to  the  sen- 
ators explaining  our  position.  We  gave 
them  facts  and  figures  resulting  from  the 
inspection  which  was  made  of  the  osteopath 
schools  after  the  1963  session  of  the  legis- 
lature. Letters  were  written  by  several  of 
our  members  to  the  senators  setting  forth 
the  inequities  of  legislating  the  osteopaths 
into  a practice  for  which  they  were  not 


trained.  In  spite  of  all  our  efforts,  we 
were  informed  the  bill  would  pass  unless  we 
could  exert  more  influence  on  the  legisla- 
tors. This  information  came  from  a sena- 
tor who  was  close  to  the  issue  and  working 
for  us.  A lobbyist  also  told  us  we  had  lost 
the  bill  and  offered  his  services  to  reverse 
the  trend  but  for  a rather  exorbitant  fee. 
This  offer  was  rejected  by  the  policy  com- 
mittee. We  decided  to  renew  our  efforts 
to  influence  the  senators  through  our  own 
members.  You  were  all  asked  once  more 
to  call  your  senators,  and  many  of  you  re- 
sponded very  well.  Your  officers  and  execu- 
tive secretary  continued  their  efforts  to  give 
the  senators  the  facts  in  the  case.  The  net 
result  was  a reversal  of  the  vote  which 
brought  the  bill  to  general  file  in  the  first 
place.  I feel  that  defeat  of  the  bill  was  due 
to  the  fact  that  a majority  of  the  legislators 
were  finally  convinced  of  the  validity  of 
our  arguments  against  the  bill.  They  were 
convinced,  and  this  is  the  important  point, 
because  a large  number  of  our  members  took 
the  time  and  exerted  the  effort  to  convince 
their  senators  that  this  bill  was  wrong. 
This  was  political  action  by  doctors  of  medi- 
cine and  it  didn’t  hurt  a bit.  In  fact,  it 
felt  pretty  good  when  I received  a jubilant 
call  stating  that  we  had  won.  We  have 
come  a long  way  from  the  antiquated,  un- 
realistic attitude  expressed  by  one  of  my 
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colleagues  not  long  ago  when  he  said  “I 
have  no  time  for  the  dirty  game  of  politics. 
It  takes  all  my  time  to  practice  medicine.” 
A naive  statement  at  best. 

This  brings  me  to  the  point  of  my  story. 
We  have  demonstrated  that  we  can  be  ef- 
fective in  blocking  poor  health  care  legisla- 
tion. We  did  so  by  entering  politics  up  to 
our  necks,  and  here  we  must  stay  if  we  are 
to  mold  our  own  future  in  any  way  at  all. 
We  cannot  deny  our  place  in  politics  or  shirk 
our  political  obligations  to  ourselves  and  to 
our  patients.  We  must  be  alert  to  needs  in 
the  health  field  so  that  we  can  frame  legis- 
lation and  not  simply  oppose  it.  We  can 
serve  these  purposes  by  supporting  our  med- 
ical organizations  both  financially  and 
through  work  on  N.S.M.A.  and  A.M.A.  com- 
mittees and  councils.  And  finally  we  can 
help  by  contributing  to  our  national  Ampac 
and  state  Medpac.  These  organizations  for 
political  action  have  been  influential  in  sev- 
eral strategic  campaigns  already,  and  will 
become  more  potent  in  the  future.  That  is 
another  long  story  which  I will  not  try  to 
tell  here  but  which  I hope  most  of  you  know. 
At  this  point  I would  simply  urge  you  to  join 
your  state  and  national  Pacs  and  remain  on 
the  political  scene.  We  can  one  day  help 
write  legislative  bills  and  help  defeat  candi- 
dates who  would  undermine  us  for  reasons 
known  only  to  themselves. 

ROBERT  J.  MORGAN,  M.D. 


The  Value  of  Two  Millivolt  Roentgen-Ray 
Therapy  in  Differentiated  Thyroid  Car- 
cinoma — M.  I.  Smedal,  F.  A.  Salzman, 
and  W.  A.  Meissner  (Dept  of  Pathology, 
New  England  Deaconess  Hosp,  Boston). 
Amer  J Roentgen  99:352-364  (Feb)  1967. 

Papillary  and  follicular  carcinoma  of  the 
thyroid  is  radiosensitive.  The  survival  rate 
of  82%  for  five  years  in  surgically  non- 
resectable  cases  using  external  radiation  as 
the  prime  modality  was  equal  to  the  results 
with  radical  surgery  plus  megavolt  external 
radiation.  The  high  five-year  survival  rate 
in  the  limited  number  of  cases  in  stage  I 
and  stage  II  suggests  that  radical  surgery 


is  not  necessary.  Better  results  are  obtained 
with  supervoltage  than  with  orthovoltage 
radiation,  because  it  is  possible  to  deliver 
twice  the  dosage  with  fewer  reactions. 

Intravenous  Diphenylhydantoin  (Dilantin) 
in  Cardiac  Arrhythmias  — J.  S.  Karliner 
(Jacobi  Hosp,  Bronx  Municipal  Hospital 
Center,  Bronx,  NY).  Dis  Chest  51:256- 
269  (March)  1967. 

Fifty-four  patients  received  intravenous 
diphenylhydantoin  on  58  occasions  for  ab- 
normal cardiac  rhythm.  Nineteen  of  23  who 
had  digitalis-induced  arrhythmias  respond- 
ed with  abolition  or  marked  suppression  of 
a ventricular  ectopic  focus,  or  with  conver- 
sion of  supraventricular  arrhythmias  to  a 
regular  sinus  mechanism.  Of  25  patients 
whose  arrhythmias  were  unrelated  to  digi- 
talis, seven  responded  favorably;  in  three 
patients  the  relationship  to  digitalis  was  un- 
clear, and  one  of  these  responded.  DPH, 
when  properly  used,  is  an  effective  anti- 
arrhythmic  agent. 

Diazepam  (Valium)  in  the  Control  of  Status 
Epilepticus  — D.  Lalji,  C.  S.  Hosking,  and 
J.  M.  Sutherland  (Royal  Brisbane  Hosp, 
Brisbane,  Australia).  Med  J Aust  1:542- 
545  (March  18)  1967. 

Thirty-two  patients  admitted  to  hospital 
in  status  epilepticus  were  treated  with  diaze- 
pam (Valium)  given  parenterally,  either 
alone  or  in  combination  with  other  drugs. 
Results  suggest  that  diazepam  controls  stat- 
us epilepticus  in  the  majority  of  instances 
within  two  to  ten  minutes  of  the  injection, 
whether  it  is  given  intramuscularly  or  intra- 
venously. The  concurrent  intravenous  ad- 
ministration of  phenytoin  results  in  additive 
anticonvulsant  action  in  status  epilepticus, 
whereas  the  concurrent  use  of  phenytoin 
intramuscularly  is  mainly  of  value  as  a 
means  of  instituting  maintenance  anticon- 
vulsant therapy  at  a stage  when  the  patient 
is  unable  to  swallow.  The  treatment  of  stat- 
us epilepticus  is  a medical  emergency,  and 
it  is  wise  to  have  a therapeutic  regimen 
available  which  can  be  put  into  practice 
rapidly.  Diazepam  has  not  been  associated 
with  important  side  effects. 
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SPECIAL  ARTICLES 


Scene 


1.  Medicare  changes — 

The  House  Ways  and  Means  Committee  ap- 
proved a social  security  bill  including  some 
medicare  and  medicaid  changes  sought  by 
the  medical  profession  and  excluding  others 
opposed  by  the  American  Medical  Associa- 
tion. 

The  committee  also  discarded  an  Admin- 
istration proposal  to  extend  medicare  cov- 
erage to  disabled  workers  under  age  65,  as 
well  as  an  Administration-opposed  proposal 
that  would  have  put  federal  government 
workers  under  medicare.  The  actions  were 
part  of  a general  scaling  down  of  the  in- 
creases in  social  security  benefits  sought  by 
President  Johnson. 

A committee  bill  (H.R.  12080)  included 
these  changes  in  the  present  law : 

■ — Allow  medicare  patients,  or  doctors,  to 
collect  from  the  government  on  the  basis  of 
an  itemized  bill.  Present  law  requires  a bill 
receipted  as  having  been  paid  to  the  doctor 
if  the  doctor  doesn’t  accept  an  assignment. 
(AMA-supported) 

— Authorize  states  to  allow  physicians  to 
bill  medicaid  patients  directly  if  they  are 
not  also  cash  assistance  recipients.  (AMA- 
supported) 

— Eliminate  the  requirement  for  certifica- 
tion by  a doctor  before  admission  of  a medi- 
care patient  to  a hospital.  (AMA-support- 
ed) 

— Shift  coverage  on  medicare  outpatient 
diagnostic  services  provided  by  hospitals 
from  Plan  A to  Plan  B.  (AMA-supported) 

— Put  limits  on  federal  contributions  to 
states  for  medicaid  programs.  Beginning 
July  1,  1968,  the  federal  ceiling  on  eligibility 
would  be  150  per  cent  of  the  annual  income 
set  by  a state  for  w'elfare  eligibility.  It 
would  drop  to  140  per  cent  on  January  1, 

1969,  and  to  133  1/3  per  cent  January  1, 

1970. 


— Require  states  to  give  birth  control  in- 
formation to  welfare  patients  who  request  it. 

In  addition  to  opposing  extension  of  medi- 
care to  disabled  workers  under  age  65,  the 
AMA  opposed  creation  of  a new  Plan  C under 
medicare  and  a provision  for  chiropractor’s 
services  — both  of  which  were  rejected  by 
the  committee. 

The  House  group  slashed  back  the  Presi- 
dent’s proposal  for  a 15  per  cent  minimum 
monthly  social  security  increase  in  cash  bene- 
fits to  12.5  per  cent.  The  administration 
proposal  for  an  increase  in  social  security 
taxes  also  was  scaled  down  to  4.4  per  cent, 
on  the  employer  and  on  the  employee,  of  the 
first  $7,600  in  wages  starting  in  1968.  The 
taxable  wage  base  now  is  $6,600,  and  the 
tax  rate  is  4.4  per  cent.  The  Administration 
had  asked  that  the  base  be  increased  to 
$7,800  next  year,  and  in  later  stages,  to 
$10,800. 

2.  Blood  banks  and  antitrust  laws — 

The  American  IMedical  Association  and 
the  Kansas  City  (Mo.)  Community  Blood 
Bank  asked  Congress  to  exempt  community 
blood  banks  from  the  antitrust  laws. 

Representatives  of  the  groups  testified  at 
a senate  judiciary  subcommittee  hearing  in 
support  of  S.  1945  which  would  amend  the 
antitrust  laws  to  provide  that  a nonprofit 
blood  or  tissue  bank,  or  hospital,  or  physi- 
cian who  refuses  or  who  joins  together  with 
others  in  refusing  to  obtain  or  to  accept  de- 
livery of  blood,  blood  plasma,  other  tissue 
or  organs  from  any  other  blood  or  tissue 
bank  would  not  be  in  restraint  of  trade.  The 
interstate  shipment  of  blood,  blood  plasma, 
other  tissue  or  organs  also  would  not  be 
deemed  to  constitute  trade  or  commerce  in 
commodities. 

The  legislation  was  introduced  after  the 
Federal  Trade  Commission  ruled  that  a 
group  of  Kansas  City  pathologists,  hospitals 
and  blood  bank  officials  had  combined  il- 
legally to  restrain  commerce  in  human  whole 
blood.  An  appeal  against  the  ruling  is  pend- 
ing in  the  Federal  Eighth  Circuit  Court  of 
Appeals  in  St.  Louis,  Missouri. 

Dr.  Robert  S.  Mosser,  President  of  the 
Kansas  City  Blood  Bank,  said  it  was  incon- 
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ceivable  that  groups  of  physicians  may  not 
have  the  right  to  discuss  shortcomings  of 
medical  practice,  including  the  use  of  blood 
and  its  derivatives. 

Dr.  Frank  C.  Coleman,  Tampa,  Florida, 
pathologist,  presented  the  views  of  the 
AMA: 

“Because  serious  health  hazards  may  arise 
through  transfusion  by  virtue  of  the  medical 
condition  of  the  donor,  the  care  necessary 
in  the  selection  of  blood  donors  by  blood 
banking  facilities  cannot  be  over-emphasized. 
Serious  consequences  may  arise  unless  the 
blood  is  properly  drawn,  processed,  stored, 
and  distributed.  And  it  is  imperative  that 
these  procedures  be  performed  under  high 
standards,  under  the  guidance  and  control 
of  proper  medical  supervision.” 

Dr.  Coleman  pointed  out  that  the  AMA 
in  1963  adopted  a statement  “to  the  effect 
that  the  transfusion  of  blood  constitutes  the 
transplant  of  human  tissue,  and  that  physi- 
cians responsible  for  transfusions  render  a 
medical  service  to  the  patient.” 

“The  House  of  Delegates  stated  that  the 
selection  of  the  donor,  the  drawing  of  the 
blood,  its  processing  and  storage,  the  deliv- 
ery, the  typing  and  crossmatching,  and  the 
administration  of  the  transfusion  and  the 
evaluation  of  its  effects,  were  functions  in- 
timately involving  medical  judgment  and  re- 
quiring medical  supervision,”  Dr.  Coleman 
said. 

“The  American  Medical  Association  be- 
lieves that  the  health  interests  of  the  com- 
munity are  best  served  when  the  supply 
of  blood  is  maintained  on  a replacement 
basis.  We  feel  that  the  patient,  the  donor, 
and  the  public  benefit  when  blood  is  re- 
placed by  the  patient,  his  family,  or  his 
friends  in  the  various  organizations  of  which 
he  is  a member. 

“Since  the  consequences  of  any  abuses 
can  be  tragic,  it  is  our  opinion  that  the  physi- 
cian and  hospital  must  have  available  to 
them  every  means  of  insuring  the  safety  of 
the  patient.” 

3.  Publications  of  nonprofit  associations — 

The  American  Medical  Association  and  the 
Missouri  State  Medical  Association  argued 


against  an  Internal  Revenue  Service  proposal 
to  tax  the  advertising  revenues  of  publica- 
tions of  nonprofit  associations. 

Representatives  of  other  affected,  non- 
medical organizations  also  opposed  the  pro- 
posed tax  at  an  IRS  hearing. 

Bernard  D.  Hirsh,  director  of  the  AMA’s 
Law  Division,  pointed  out  that  the  pertinent 
law  on  unrelated  income  had  been  on  the 
books  for  17  years  without  any  such  tax  be- 
ing proposed  by  the  government. 

“The  proposed  regulations  go  beyond  the 
law,  first  in  arbitrarily  classifying  all  ad- 
vertising contained  in  trade  and  professional 
journals  as  unrelated,  and  secondly,  in  treat- 
ing income  derived  from  this  source  as  if  it 
were  income  from  a business  capable  of  sep- 
arate existence,”  Hirsh  said. 

Dr.  Hector  W.  Benoit,  Jr.,  MSMA  Presi- 
dent, noted  that  one  of  the  purposes 
of  the  proposal  was  to  eliminate  alleged  un- 
fair competition  in  advertising  between  non- 
profit association  journals  and  profit  maga- 
zines. 

“If  you  have  the  stomach  to  read  many 
of  these  advertisements  (in  Missouri  Medi- 
cine), you  will  find  they  are  directed  purely 
to  a professional  audience  and  would  be  un- 
likely to  enhance  the  public  appeal  to  such 
lay  publications  as  Atlantic  Monthly,  Look, 
etc.  . . .,”  Dr.  Benoit  said. 

He  also  noted  that  medical  societies  fur- 
nish many  voluntary  services  for  their  com- 
munities, as  well  as  provide  physicians  with 
much  of  their  latest  information  on  medical 
advances. 

“Without  the  help  of  the  advertising  in- 
come from  these  publications  and  the  income 
of  exhibitors  at  these  medical  meetings, 
many  of  these  sources  of  educational  infor- 
mation would  be  severely  restricted,  even 
indeed  in  many  instances,  eliminated  entire- 
ly,” he  said. 

4.  Improvement  of  hospital  facilities — 

The  Public  Health  Service  reported  that, 
according  to  Hill-Burton  state  agencies, 
3,327  of  the  nation’s  6,716  general  hospitals 
need  modernization  or  replacement  of  facili- 
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ties  for  272,000  of  their  beds.  Of  the  total, 
replacenient  is  required  for  70,000. 

But  Dr.  William  Stewart,  PHS  Surgeon 
General,  said  that  replacement  or  moderniza- 
tion was  not  the  complete  answer. 

“Development  of  alternative  care  facilities, 
earlier  preventive  treatment,  increased  and 
more  readily  available  outpatient  services  — 
all  of  these  may  offer  a better  solution  to  a 
given  hospital’s  problems,”  he  said. 

Dr.  Stewart  said  143  hospitals  in  the  sur- 
vey were  critically  overcrowded,  with  aver- 
age annual  occupancy  rates  of  90  percent  or 
more  of  reasonable  capacity.  Another  1,289 
hospitals  had  occupancy  rates  of  between 
80  and  90  percent,  “substantially  above  the 
national  average.” 

“Any  hospital  experiencing  an  average  an- 
nual occupancy  rate  of  90  percent  or  more 
exceeds  the  safe  limit,”  he  said. 


Respiratory  Diseases 

CONTROL  OF  TUBERCULOSIS 

Despite  improved  methods  of  detection  and 
treatment,  tuberculosis  remains  the  most  com- 
mon cause  of  death  from  infectious  disease  in 
the  United  States.  The  tuberculin  test  is  an 
important  tool  in  detecting  infection,  and  di-ugs 
are  the  foundation  of  treatment. 

Each  year  approximately  1,800  cases  of  tuber- 
culosis are  first  reported  at  death  in  the  United 
States.  In  1964  tuberculosis  had  dropped  to  the 
20th  place  as  a cause  of  death,  but  it  is  still  the 
most  common  infectious  cause  of  death  not  only 
in  the  United  States  but  also  throughout  the  world. 

Recent  carefully  planned  studies  indicate  that 
tuberculous  patients  receiving  modern  chemotherapy 
rapidly  become  relatively  noninfectious  to  persons 
in  their  immediate  environment,  ev'en  though  their 
sputum  smears  and  cultures  remain  positive. 
While  the  studies  do  not  prove  that  these  patients 
are  completely  noninfectious,  they  do  justify  a 
change  in  attitude  about  prolonged  hospitalization. 
Thus,  today  tuberculosis  treatment  can  be  initiated 
in  tuberculosis  wards  in  general  hospitals  and  con- 
tinued in  clinics  outside  the  hospital. 

The  tuberculin  test  has  become  a valuable  tool 
in  tuberculosis  detection,  especially  in  the  young. 
In  populations  with  high  incidence.  X-ray  surveys 
still  have  a place.  Family  contacts  of  newly  dis- 
covered open  cases  of  tuberculosis  are  the  most 
productive  source  of  new  cases.  Many  cases  are 
also  found  in  X-ray  suiweys  of  inmates  of  jails, 
mental  institutions,  and  nursing  homes. 

Case  detection  in  populations  of  low  incidence 
ideally  should  consist  of  an  annual  tuberculin  test. 


and  X rays  of  those  who  become  positive.  After 
age  35,  people  should  have  an  annual  X ray  re- 
gardless, because  of  the  additional  yield  of  other 
unsuspected  diseases. 

The  best  screening  tuberculin  test  is  the  Man- 
toux,  using  inteiTnediate-strength  PPD.  The  tine 
test  and  Heaf  test  are  almost  as  reliable. 

STANDARD  DRUG  TREATMENT 

In  the  treatment  of  tuberculosis  three  drugs  con- 
stitute “standard  chemotherapy.”  These  are  isonia- 
zid,  streptomycin,  and  PAS  (para-aminosalicylic 
acid).  Results  with  regimens  of  all  three  drugs 
are  probably  no  better  than  a regimen  of  strepto- 
mycin and  isoniazid.  A regimen  of  isoniazid  and 
PAS  is  often  chosen  because  drug  toxicity  is  less 
with  this  combination  than  with  the  other  two. 

The  arguments  for  an  initial  three-drug  regimen 
are:  (1)  When  patients  have  primary  resistance 
to  one  drug,  there  is  an  advantage  in  the  three- 
drug  regimen  because  the  patient’s  bacilli  will  be 
susceptible  to  at  least  two;  (2)  Rapid  reversal  of 
infectiousness  has  the  theoretical  advantage  of  re- 
ducing the  chance  of  emergence  of  a clinically  sig- 
nificant population  of  drug-resistant  organisms. 

In  original-ti'eatment  cases,  drug  therapy  should 
be  continued  for  a minimum  of  18  months.  For  pa- 
tients who  have  slow  reversal  of  infectiousness,  fre- 
quent interruptions  of  drug-taking,  less  than  op- 
timal dmg  selection  or  dosage,  and  sometimes  pa- 
tients with  very  severe  disease,  chemotherapy  should 
be  continued  two  to  three  years  or  moi’e. 

The  dosage  of  isoniazid  recommended  by  many 
authorities  is  200  to  400  mg.  per  day.  Larger 
doses,  400  to  1,800  mg.  a day,  depending  on  body 
weight,  are  recommended  by  a few  observers. 

When  streptomycin  is  included  in  the  di-ug  regi- 
men, it  is  generally  accepted  that  it  should  be 
given  once  daily  for  at  least  30  days,  often  for 
90  days,  or  until  reversal  of  infectiousness  by  cul- 
ture. This  drug  should  be  stopped  at  first  sign 
of  vestibular  toxicity. 

PAS  dosage  consists  roughly  in  200  mg.  of  so- 
dium or  calcium  PAS  per  kilogram  of  body  weight 
per  day,  or  100  to  150  mg.  of  acid  PAS  per  kilo- 
gram a day,  divided  into  two  or  three  doses.  Non- 
sodium containing  PAS  must  be  used  in  older  pa- 
tients who  are  or  may  be  in  marginal  compensa- 
tion of  the  heart. 

RETREATMENT  DRUGS 

Retreatment  drug  therapy  consists  of  the  use  of 
ethionamide,  pyrazinamide,  ethambutol,  capreomy- 
cin,  kanamycin,  cycloserine,  viomycin,  and  thiaceta- 
zone  (TB-1).  Retreatment  should  always  be  ini- 
tiated in  the  hospital. 

In  persons  who  have  never  received  any  of  these 
drugs,  it  is  relatively  easy  to  choose  two  or  three 
previously  unused  drugs  that  the  patient  can  toler- 
ate. Prefei'ably  only  one  drug  used  should  be  an 
antibiotic  absorbed  only  by  the  parenteral  route 
(kanamycin,  viomycin,  capreomycin)  since  com- 
bined use  of  these  agents  increases  the  risk  of  ves- 
tibular or  auditory  toxicity.  Ethambutol  and  ca- 
preomycin are  not  yet  available  for  general  use. 

Other  forms  of  treatment  of  tuberculosis  include 
rest,  collapse  and  resection,  but  should  be  considered 
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as  adjuvants  to  chemotherapy.  It  has  been  estab- 
lished that  rest  is  not  necessary  in  conjunction 
with  modern  primary  chemotherapy.  This  may 
be  true  also  of  retreatment  chemotherapy.  Rest  is 
indicated  when  patients  feel  tired,  are  actively  sick 
with  fevei’,  have  constitutional  symptoms  or  hem- 
orrhage, or  are  not  receiving  effective  chemotherapy. 

The  adjunctive  use  of  corticosteroids  with  anti- 
tuberculosis chemotherapy  is  common  practice  in 
tuberculous  meningitis.  When  corticosteroids  are 
administered  to  seriously  ill  patients,  they  should 
be  continued  for  from  two  to  three  weeks  and  then 
gradually  reduced  in  amount. 

The  principal  causes  of  chemotherapy  failure  are 
the  use  of  too  few  drugs  and  interruptions  in  drug 
therapy.  The  essential  ingredient  in  antituber- 
culosis chemotherapy  is  that  drugs  be  taken  as 
prescribed. 

Preventive  treatment  is  an  important  control 
measure  among  persons  who  are  tuberculin  posi- 
tive but  do  not  have  clinical  tubei'culosis.  Childi’en 
under  five  years  of  age  with  a positive  tuberculin 
reaction  should  be  considered  to  have  clinical  tuber- 
culosis and  be  so  managed.  Persons  with  a posi- 
tive tuberculin  reaction  and  inactive  tuberculosis  are 
also  candidates  for  preventive  treatment. 

Preventive  treatment  usually  consists  of  the  use 
of  isoniazid  alone  in  conventional  doses.  Maximum 
benefit  has  been  observed  during  the  period  of  drug 
administration  in  trials  of  preventive  treatment. 

BCG  vaccination  is  both  effective  and  safe.  It 
does  not  provide  complete  protection.  Because  its 
use  is  expensive  and  time-consuming,  it  must  com- 
pete with  other  methods  of  control  for  the  time 
and  money  available.  In  most  of  the  United  States 
the  risk  of  exposure  to  tuberculosis  has  reached 
a level  sufficiently  low  so  that  the  expenditure  of 
time  and  money  on  BCG  programs  is  not  consid- 
ered as  effective  as  expending  the  same  amount  of 
time  and  money  on  tuberculin  testing  and  treating 
certain  reactors.  X-ray  screening  of  special  groups, 
examination  of  contacts  of  patients,  and  most  of 
all  thorough  treatment  of  known  active  cases. 

— Roger  S.  Mitchell,  M.D.,  The  New  England  Journal  of  Medi- 
cine, April  13  and  20,  1967. 


Long-Term  Follow-Up  of  Patients  With  Petit 
Mai  — M.  H.  Charlton  (Neurological  In- 
stitute, 710  W 168th  St,  New  York)  and 
M.  D.  Yahr.  Arch  Neurol  16:595-598 
(June)  1967. 

A series  of  275  patients,  164  females  and 
111  males,  with  petit  mal  is  presented;  cri- 
teria for  inclusion  were  clinical  and  electro- 
encephalographic.  The  majority  of  patients 
with  petit  mal  followed  to  beyond  puberty 
will  develop  grand  mal ; in  most  cases  there 
are  no  adequate  criteria  for  predicting  the 


development  or  nondevelopment  of  grand 
mal.  A psychometric  examination  was  given 
117  patients  and  35  of  these  patients  scored 
below  80.  There  were  11  pairs  of  siblings  in 
the  study  who  were  concordant  for  the  oc- 
currence of  petit  mal.  Results  obtained  from 
the  long-term  follow-up  of  the  patients  are 
discussed  from  the  point  of  view  of  genetics, 
etiology,  social  prognosis,  and  drug  respon- 
siveness. Various  methods  of  therapy  for 
these  patients  are  evaluated. 


Loss  of  Teeth  With  Antidepressant  Drug 
Therapy  — J.  A.  Winer  and  S.  Bahn  (333 
Cedar  St,  New  Haven,  Conn).  Arch  Gen 
Psychiat  16:239-240  (Feb)  1967. 

A 61-year-old  man  was  treated  simul- 
taneously for  depression  and  Parkinson’s 
disease  with  imipramine  (Tofranil),  diphen- 
hydramine (Benadryl),  and  trihexyphenidyl 
(Artane).  The  subsequent  severe  dry  mouth 
resulted  in  such  extensive  dental  caries  that 
total  extraction  was  contemplated.  Two 
molars  were  saved  to  serve  as  abutments  for 
a prosthesis  by  the  administration  of  5 mg 
of  pilocarpine  four  times  a day  which  caused 
a prompt  increase  in  salivation.  Other  oral 
complications  attributable  to  dry  mouth 
induced  by  antidepressants  and  phenothia- 
zines  are  reviewed.  A warning  is  issued 
against  the  suggestion  of  chewing  gum  or 
hard  candy  as  a means  of  increasing  saliva- 
tion in  such  patients. 


Treatment  of  Hyperthyroidism  (Graves’  Dis- 
ease) in  Children  — A.  B.  Hayles,  E. 
Chaves-Carballo,  and  W.  M.  McConahey 
(Mayo  Clinic,  Rochester,  Minn).  Mayo 
Clin  Proc  42:218-224  (April)  1967. 

The  study  concerns  186  children  whose 
primary  treatment  for  their  hyperthyroidism 
was  subtotal  thyroidectomy.  There  were 
three  surgical  deaths,  all  occurring  before 
1934.  Nineteen  of  the  186  patients  had  re- 
currences from  1 to  27  years  after  opera- 
tion. Myxedema  occurred  in  71  cases  and 
was  corrected  with  desiccated  thyroid  in  each 
instance.  Subtotal  thyroidectomy  has 
proved  to  be  a satisfactory  method  for  treat- 
ing Graves’  disease. 
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Report  of  Actions  of  the  House  of 
Delegates,  American  Medical  Association 


The  116th  annual  meeting  of  the 
American  Medical  Association 
is  now  past  history.  It  will 
probably  go  down  in  the  history  of  American 
medicine  as  one  of  the  most  unique  meetings 
from  the  standpoint  of  the  delegates  as  to 
the  amount  of  business  transacted  and  to 
the  length  of  time  the  house  was  in  session. 

The  first  session  was  on  Sunday,  June 
18th,  and  opened  at  9:00  a.m.  There  was 
the  introduction  of  past  Presidents  of  the 
American  Medical  Association,  the  introduc- 
tion of  all  State  Medical  Association  Presi- 
dents, the  introduction  of  honored  guests 
and  then  each  Past  President  of  the  A.M. A. 
was  given  a special  plaque.  Then  followed 
the  address  of  President  Charles  Hudson, 
of  Cleveland,  Ohio.  This  was  followed  by  the 
introduction  of  resolutions  which  came  be- 
fore the  meeting  and  numbered  123.  These 
were  assigned  to  reference  committees  who 
immediately  went  to  work  as  soon  as  this 
session  adjourned. 

The  House  reconvened  on  Tuesday,  June 
20,  1967,  at  9:00  a.m.  and  remained  in  ses- 
sion until  3 :30  p.m.  except  for  noon  recess. 
On  Tuesday  evening.  Dr.  Milford  0.  Rouse 
of  Dallas,  Texas  was  installed  as  the  122nd 
President  of  the  American  Medical  Associa- 
tion. The  presidential  reception  followed. 

On  Wednesday,  June  21st,  the  House  re- 
convened at  9 :00  a.m.  and  with  the  exception 
of  the  noon  recess  remained  in  session  until 
6 :00  p.m.  Aside  from  hearing  reference 
committee  reports  the  nominations  for  the 
various  offices  were  made. 

On  Thursday,  June  23,  1967  voting  on  the 
various  candidates  began  at  7:00  a.m.  and 
closed  at  8 :30  a.m.  The  House  was  again  in 
session  from  8:00  a.m.  until  2:00  p.m.  when 
all  the  business  was  concluded.  During  this 
time  the  names  of  the  elected  officers  were 
announced  and  the  reports  of  the  five  re- 
maining conference  committees  were  made. 

It  should  be  stated  at  this  time  that  dur- 
ing the  nominations  which  were  made  on 


116TH  ANNUAL  CONVENTION 
June  18-22,  1967 
Atlantic  City,  New  Jersey 

Wednesday  night,  Dwight  Wilbur,  M.D.  of 
San  Francisco,  California  was  elected  Presi- 
dent-Elect of  the  American  Medical  Associa- 
tion by  acclamation.  Malcom  Phelps,  M.D. 
of  El  Reno,  Oklahoma  was  elected  Vice  Presi- 
dent by  acclamation.  The  Speaker  of  the 
House,  Walter  Bornemeier,  M.D.  of  Chicago, 
Illinois  and  the  Vice-Speaker,  Russell  Roth, 
M.D.,  were  also  elected  by  acclamation. 

The  American  Medical  Association’s 
House  of  Delegates  set  two  records  during 
this  session.  One  was  attendance,  there  be- 
ing 242  delegates  out  of  242  or  100  per  cent 
on  both  Tuesday  and  Wednesday,  and  the 
other  was  accomplishment.  All  told,  the 
House  was  presented  with  151  items  of  busi- 
ness. 

The  American  Medical  Association’s  Dis- 
tinguished Service  Award  was  presented  by 
the  House  of  Delegates  to  E.  W.  Alton  Ochs- 
ner,  M.D.  of  New  Orleans,  Louisiana. 

At  Sunday’s  opening  session,  the  House 
heard  outgoing  President  Charles  L.  Hudson, 
M.D.,  Cleveland,  Ohio,  urge  physicians  of  the 
United  States  to  “take  the  initiative  and  ap- 
ply local  solutions  to  local  problems”  in 
order  to  “persuade  people  that  the  proper 
function  of  government  is  to  confine  its 
activities  to  the  support  of  private  enter- 
prise rather  than  to  act  as  a competitor.” 
Dr.  Hudson  stressed  that  it  remains  a con- 
tinuing charge  of  physicians  “to  seek  out 
and  meet  any  discovered  needs  for  health 
care”  and  observed  that  “One  of  the  greatest 
challenges  facing  the  medical  profession  now 
and  in  the  immediate  future  ...  is  the  or- 
ganization of  community  health  care.” 

At  his  Tuesday  evening  inauguration  as 
the  Association’s  122nd  President,  Milford 
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0.  Rouse,  M.D.,  Dallas,  Texas,  followed  a 
similar  theme  in  pointing  out  that  “The  fed- 
eral government  is  making  its  moves  into 
areas  where,  to  its  own  satisfaction  at  least, 
it  is  able  to  demonstrate  unfilled  needs  for 
health  care  of  health  care  planning.  If  we 
are  alert  to  our  responsibilities  for  filling 
all  of  the  apparent  vacuums  in  community- 
wide health  programs,  we  can  eliminate  areas 
which  may  seem  to  demand  government  in- 
volvement. 

“Leadership  will  be  provided,”  Dr.  Rouse 
said,  “in  these  areas  of  community  plan- 
ning and  the  provision  of  community  health 
services  for  all  people.  The  only  undefined 
factor  is  the  source  of  that  leadership.  If 
it  is  not  the  physicians  of  the  community,  it 
will  be  government  in  one  of  its  many 
forms.” 

President  Rouse  listed  some  of  the  many 
problems  now  facing  the  medical  profes- 
sion, asserting  however  that  “this  is  a time 
not  for  despair,  but  for  a clear  recognition 
of  crisis  that  are  approaching;  a time  not 
for  anger  and  frustration,  but  for  unswerv- 
ing determination  to  face  our  problems  and 
solve  them;  a time  not  for  philosophy  alone, 
but  for  action  to  make  our  philosophy  a 
reality.” 

In  his  report  to  the  House  Thursday,  Presi- 
dent Rouse  elaborated  on  that  theme  and 
listed  what  he  considers  to  be  some  of  the 
solutions  to  the  problems  facing  medicine. 
Among  the  items  he  included  were  more 
unity  within  the  medical  profession ; greater 
interprofessional  harmony  with  all  other 
elements  of  health  care;  better  communica- 
tions between  physicians  and  their  societies 
at  every  level,  and  between  physicians  and 
the  public;  increased  participation  by  physi- 
cians in  the  deliberations  and  programs  of 
the  medical  associations;  more  activity  by 
physicians  in  the  political  and  civic  affairs 
of  their  communities;  and  the  development 
of  citizen  interest  in  matters  of  over-all 
health. 

“As  we  have  done  in  the  past,”  the  Presi- 
dent told  the  House,  “we  shall  gladly  re- 
spond to  requests  from  government  or  from 
any  other  source  for  advice  on  health  mat- 
ters . . . But,  as  in  the  past,  we  shall  in- 
sist that  we  be  approached  in  good  faith,  with 


the  assurance  that  our  freedom  of  judgment 
and  freedom  of  action  will  be  preserved. 

“Our  future,”  he  concluded,  “will  not  be 
determined  by  those  who  oppose  us,  but  by 
our  own  willingness  to  accept  the  respon- 
sibilities which  are  naturally  ours.” 

Actions  of  the  House 

Of  the  10  reports  from  councils  considered 
by  the  House,  all  were  adopted  in  their  pre- 
sented form  except  two  from  the  Council 
on  Medical  Service  which  were  amended  and 
adopted.  Of  the  18  Board  of  Trustees  re- 
ports, 13  were  adopted  as  presented ; two 
were  amended  and  adopted ; two  were  ac- 
cepted for  information ; and  one  was  referred 
back  to  the  Board  along  with  state  resolu- 
tions on  the  same  subject. 

After  many  hours  of  Reference  Committee 
hearings  and  additional  debate  on  the  floor 
of  the  House,  27  of  the  123  state  resolu- 
tions were  adopted;  another  25  were  amend- 
ed and  adopted ; 27  were  referred  to  the 
Board  or  to  one  or  more  councils;  22  were 
combined  with  one  or  more  others  into  sub- 
stitute resolutions;  8 were  replaced  by  sub- 
stitute resolutions ; and  14  were  not  adopted. 

The  will  of  the  House  was  expressed  on 
a great  variety  of  subjects. 

Therapeutic  Abortion 

One  subject  that  has  generated  interest 
not  only  in  the  profession  but  among  legis- 
latures and  the  public  is  therapeutic  abor- 
tion. 

The  House  updated  the  Association’s  1871 
policy  on  the  subject  which,  according  to 
the  Reference  Committee  report  which  was 
adopted,  was  not  only  antiquated  but  lacked 
even  the  rudiments  of  adequate  safeguards 
to  prevent  abuse.  The  updated  policy,  the 
House  agreed,  is  in  keeping  with  modern 
scientific  knowledge,  contains  necessary 
safeguards  and  permits  the  physician  to 
exercise  his  personal  conscience  and  medical 
judgment  in  the  best  interest  of  his  patient, 
over-riding  objectives  in  any  medical  deci- 
sion. 

The  following  was  established  as  policy 
of  the  American  Medical  Association: 
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. . Recognizing  that  there  are  many 
physicians  who,  on  moral  or  religious 
grounds,  oppose  therapeutic  abortion  under 
any  circumstances,  the  American  Medical 
Association  is  opposed  to  induced  aborption 
except  when: 

“(1)  There  is  documented  evidence  that 
continuance  of  the  pregnancy  may  threaten 
the  health  or  life  of  the  mother,  or 

“(2)  There  is  documented  evidence  that 
the  infant  may  be  born  with  incapacitating 
physical  deformity  or  mental  deficiency,  or 

“(3)  There  is  documented  evidence  that 
continuance  of  a pregnancy,  resulting  from 
legally  established  statutory  or  forcible  rape 
or  incest  may  constitute  a threat  to  the  men- 
tal or  physical  health  of  the  patient; 

“(4)  Two  other  physicians  chosen  because 
of  their  recognized  professional  competence 
have  examined  the  patient  and  have  con- 
curred in  writing;  and 

“(5)  The  procedure  is  performed  in  a 
hospital  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

“It  is  to  be  considered  consistent  with  the 
principles  of  ethics  of  the  American  Medical 
Association  for  physicians  to  provide  medi- 
cal information  to  State  Legislatures  in  their 
consideration  of  revision  and/or  the  devel- 
opment of  new  legislation  regarding  thera- 
peutic abortion.” 

Health  Care  Cost 

“Today  . . . the  ability  of  the  physician 
to  serve  his  patient  is  being  handicapped 
by  the  rapidly  rising  prices  of  the  various 
components  of  health  care.  “That  is  a state- 
ment from  the  Board  of  Trustees  report 
adopted  by  the  House  with  the  provision 
that  it  be  widely  disseminated  for  study  and 
evaluation  as  to  its  applicability  in  local 
areas. 

“Indeed,”  the  report  continued,  “if  the 
price  of  health  care  continues  to  outrun  slow- 
er increases  in  consumers’  income,  the  prob- 
lem of  medical  indigency  will  assume  alarm- 
ing proportions.” 

Basic  problems  in  the  over-all  design  of 
the  nation’s  health  care  system,  as  shown 


in  the  adopted  report,  include  inadequate 
numbers  of  new  physicians  and  shortages  of 
other  individuals  trained  to  function  as  part 
of  the  health  care  team ; the  present  organiza- 
tion and  management  of  the  nation’s  hospit- 
als, with  respect  to  their  “privilege  of  auto- 
matically translating  all  higher  costs  into 
higher  prices,”  which  “must  now  be  ques- 
tioned ;”  diagnostic  and  therapeutic  care  out- 
side of  a hospital;  and  legislation  in  the 
health  field. 

A number  of  actions  were  taken  to  outline 
possible  solutions  to  the  problems  of  higher 
health  care  costs.  One  important  one  was 
the  adoption  of  a progress  report  on  strength- 
ening and  improving  voluntary  health  in- 
surance programs,  submitted  by  the  Council 
on  Medical  Service.  The  House  accepted  the 
Council’s  statements  that  it  would  “con- 
tinue to  study  the  scope  and  patterns  of 
benefits,  public  demands  for  coverage,  the 
performance  of  health  insurance  and  pre- 
payment programs  and  accumulation  of  data 
for  future  use;”  and  that  the  Council  would 
“proceed  to  develop  guiding  principles  for 
health  insurance  and  prepayment  programs.” 

As  further  efforts  in  this  direction,  the 
House  referred  to  the  Board  and  to  the  Coun- 
cil on  Medical  Service  a resolution  that  the 
A.M.A.  “consult  with  insurers  in  an  effort 
to  change  their  policy  of  insurance  coverage 
so  that  payment  can  be  made  for  diagnostic 
procedures  and  minor  surgery  perfoi’med  in 
the  physicians’  office  and/or  in  the  hospital 
out-patient  department;”  adopted  a reso- 
lution that  the  Association  petition  congress 
to  remove  the  restriction  on  first-dollar  de- 
duction from  income  tax  laws  for  health  care 
expenditures ; and  adopted  the  over-all  policy 
that  “physicians  . . . continue  to  do  every- 
thing possible  to  help  the  public  conserve  its 
health  care  dollars.” 

Government  Health  Programs 

As  might  be  expected,  a great  many  re- 
ports and  resolutions  dealt  directly  or  in- 
directly with  the  Association’s  relationships 
with  government  and  with  the  multitude  of 
government  programs  existing  or  proposed 
in  the  health  field. 

The  House  re-affirmed  Association  policy 
that  “The  medical  profession  has  long  and 


426 


Nebraska  S.  M.  J. 


consistently  held  to  two  basic  positions  con- 
cerning personal  health  care  and  its  finan- 
cing: that  no  one  should  go  without  needed 
care  because  of  inability  to  pay,  and  that 
responsibility  for  payment  rests  on  the  in- 
dividual himself  and  then,  to  the  extent  that 
he  is  unable  to  pay,  on  his  family,  the  com- 
munity, the  county,  the  state,  and,  to  the 
extent  that  lesser  levels  of  government  are 
unable  to  finance  the  care,  the  federal  gov- 
ernment.” 

Regarding  the  Title  XIX  program,  the 
House  made  it  policy  that  “the  medical  pro- 
fession should  now  take  a firm  stand  in  sup- 
port of  the  Title  XIX  approach  in  improv- 
ing the  health  and  the  delivery  of  health  care 
services  to  the  needy  of  the  nation.” 

Recommendations  adopted  by  the  House 
are  that  the  medical  profession  take  a strong 
stand  in  support  of  implementation  of  Title 
XIX  “while  still  seeking  such  changes  in  the 
federal  legislation  and/or  regulations  as  will 
improve  this  program ; that  it  urge  organized 
medicine  to  take  a leading  role  in  formula- 
tion and  directing  Title  XIX  programs  at 
the  state  and  local  level  . . . and  that  it 
incorporate  in  such  planning  the  use  of  ex- 
isting voluntary  mechanisms  and  private  in- 
surance carriers,  wherever  feasible,  utiliz- 
ing the  usual  and  customary  fee  principle, 
thus  bringing  within  the  mainstream  of  pres- 
ent medical  care  systems  the  provision  of 
quality  health  care  for  all  Americans.” 

Appalachian  regional  health  programs 
were  the  subject  of  a number  of  resolutions 
and  the  House  adopted  the  following  guide- 
lines for  setting  up  any  such  programs : 
(1)  demonstrated  need  for  the  proposed 
project;  (2)  local  control;  (3)  participation 
of  a significant  proportion  of  local  physicians 
in  planning  and  development  of  the  project; 

(4)  the  operation  of  any  regional,  area  or 
county  health  service  facility  shall  not  in- 
fringe upon  the  private  practice  of  medicine ; 

(5)  all  health  services,  whether  preventive, 
prophylactic  or  therapeutic,  shall  be  ren- 
dered at  a cost  to  the  patient  commensurate 
with  the  social  and  economic  status  of  the 
patient;  (6)  there  shall  be  adequate  medical 
representation  on  all  national,  state  and  local 
bodies  having  supervision  or  jurisdiction  in 
the  development  and/or  operation  of  such 


health  service  facilities;  (7)  these  health 
service  projects  shall  in  no  way  be  developed, 
operated  or  influenced  in  any  manner  which 
could  lead  to  a government-controlled  sys- 
tem of  medical  practice. 

More  generally,  in  connection  with  any  and 
all  government  medical  care  programs,  guide- 
lines were  adopted  by  the  House: 

“The  medical  profession  in  any  community 
is  best  represented  by  the  local  medical  so- 
ciety and  its  officers.  They  should  be  con- 
sulted initially,  and  during  the  process  of 
planning  of  any  and  all  projects  for  the  care 
of  the  sick  and  the  preservation  of  health.” 

In  proposing  any  new  facility,  “It  shall  be 
first  determined  that  existing  facilities  are 
so  inadequate  that  only  a completely  new 
facility  will  provide  a solution. 

“The  responsibility  for  the  health  needs  of 
a community  basically  resides  at  the  com- 
munity level,  and  all  the  local  resources  . . . 
shall  be  examined  before  the  community  ac- 
cepts government  monies. 

“If  it  is  deemed  advisable  to  operate  a gov- 
ernment-financed facility  in  a community, 
it  shall  in  no  way  be  binding  upon  a physi- 
cian to  refer  his  patients  there;  to  coerce  a 
physician  to  service  the  facility;  and  this 
facility  must  in  no  way  infringe  upon  the 
private  practice  of  medicine. 

“These  projects  should  not  be  developed 
or  operated  in  such  a manner  as  to  establish 
a precedent  that  could  lead  to  a govern- 
mental controlled  medical  care  system  in  this 
country.” 

Physician  Control  Over  Collection  and 
Disbursement  of  Professional  Fees 

In  adopting  a report  of  the  Council  on 
Medical  Service  regarding  collection  and  dis- 
bursement of  professional  fees,  the  House 
reaffirmed  past  action  and  provided  clear, 
consistent  policy  statements  reflected  in 
these  thoughts  which  are  elaborated  in  the 
full  report: 

1.  It  is  proper  for  the  physician  to  estab- 
lish the  fee  he  charges  to  any  patient  for 
professional  service  rendered,  with  the  rec- 
ognition that  a duly  constituted  committee 
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of  his  peers  may  appropriately  review  and 
pass  upon  the  equity  and  justice  of  his 
charge. 

2.  It  is  proper  for  third  party  agencies  to 
make  payment  of  professional  medical  fees 
for  patients. 

3.  It  is  proper  for  a physician  to  work 
with  other  physicians  in  a team  approach 
to  the  provision  of  medical  service,  recogniz- 
ing that  each  is  entitled  to  compensation  ac- 
cording to  the  value  of  his  services  and  that 
charges  attributable  to  each  physician’s 
service  shall  be  made  clear  to  the  patient. 

4.  It  is  proper  for  a physician  who  pro- 
vides personal  supervision  and  direction  for 
a physician-in-training  to  charge  for  the 
professional  medical  service  rendered. 

5.  A physician  should  not  enter  into  a 
contract  or  agreement  with  a hospital  where- 
by the  hospital  acts  as  the  agent  for  him 
unless  it  is  with  the  consent  of  the  physician 
and  of  the  medical  staff. 

6.  Physicians,  collectively  in  hospitals, 
may  properly  establish  special  medical  staff 
funds,  wholly  under  their  own  control,  which 
they  may  support  as  they  see  fit,  disburse 
as  they  may  agree. 

7.  Fees  for  professional  medical  services 
are  properly  paid  only  to  the  responsible 
physicians  and  may  not  be  appropriated  by 
any  other  person  or  agency. 

8.  The  physician  is  the  sole  arbiter  as 
to  the  ways  he  may  dispose  of  his  profes- 
sional income,  without  duress,  consistent 
with  the  laws  of  the  land  and  the  Principles 
of  Medical  Ethics  of  this  Association. 

Minis  Commission  and  Commission 
on  Research 

Because  the  contents  of  the  Millis  Com- 
mission report  (Citizens  Commission  on 
Graduate  Medical  Education)  relate  so  spe- 
cifically to  the  roles  of  the  Councils  on  Medi- 
cal Education  and  Medical  Service,  the  two 
councils  have  assumed  responsibility  for  as- 
sembling critiques  and  infoiTnation.  At  a 
later  date,  they  will  bring  to  the  Board,  and 
subsequently  to  the  House,  recommenda- 
tions for  implementation  of  parts  or  the 


whole  of  the  report.  The  House  urged  all 
interested  members  of  the  Association  or 
groups  to  submit  comments,  suggestions  or 
recommendations  for  consideration  by  the 
two  councils. 

With  respect  to  the  Commission  on  Re- 
search, the  Board  has  established  a Commit- 
tee on  Research  to  review  reports  on  the  sub- 
ject from  the  Councils  on  Medical  Education 
and  Medical  Service;  refer  portions  of  the 
report  to  other  councils  and  committees ; 
and  confer  with  those  groups  in  addition  to 
receiving  their  reports. 

Again,  the  House  urged  any  interested  in- 
dividuals and  gi’oups  to  forward  comments 
and  suggestions  to  the  Executive  Vice  Presi- 
dent for  transmittal  to  the  committee. 

Medicine  and  Osteopathy 

The  House  adopted  the  following  recom- 
mendations of  the  Board  regarding  the  medi- 
cal profession’s  relationships  with  osteo- 
pathy ; 

1.  Authorize  the  Board  of  Trustees  to 
begin  promptly  negotiations  directed  toward 
beginning  official  change  of  schools  of  osteo- 
pathy to  schools  of  medicine.  (It  is  under- 
stood that  from  the  American  Medical  As- 
sociation funds  will  be  required  to  conduct 
these  negotiations,  and  assistance  in  iden- 
tifying and  securing  additional  funds  from 
other  sources  to  support  efforts  toward 
changing  the  schools). 

2.  Authorize  the  Council  on  Medical  Edu- 
cation to  undertake  negotiations  to  estab- 
lish means  by  which  selected  students  with 
proven  satisfactory  scholastic  ability  in 
schools  of  osteopathy  may  be  considered  by 
schools  of  medicine  for  transfer  into  medical 
school  classes. 

The  primary  issue  in  the  relationship  of 
medicine  and  osteopathy,  as  recognized  by 
the  House,  seems  to  be  not  that  of  cultism 
as  opposed  to  science.  Rather  the  issue  ap- 
pears to  be  one  level  of  medical  education  and 
practice  as  opposed  to  another  and  lower  level 
of  education  and  practice.  The  extensive  and 
growing  licensure  of  osteopathic  physicians 
for  the  unrestricted  practice  of  medicine  and 
the  nature  of  osteopathic  education  strongly 
indicate  that  time  alone  will  resolve  shortly 
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the  problem  of  cultism  in  relation  to  osteo- 
pathy. 

Medical  Manpower 

The  House  accepted  for  information  a re- 
port from  the  Board  which  pointed  out  that 
“The  production  of  well  qualified  physi- 
cians in  adequate  numbers  is  necessary  to 
meet  effectively  both  social  and  economic  de- 
mands for  health  care.”  It  reviewed  some 
of  the  activities  of  the  Committee  on  Health 
Manpower  and  concluded  that  “The  A.M.A. 
should  continue  to  study  the  effect  of  new 
roles  for  health  personnel  and  new  interrela- 
tionships and  interdependencies  between 
health  professionals,  as  well  as  the  impact 
of  innovative  concepts  on  the  organizational 
structure  evolving  in  the  generate  system  of 
health  care  delivery  . . . 

“In  any  event,  our  resolve  should  always 
be  as  it  is  now;  to  use  the  best  tested  and 
most  forward  looking  measures  to  provide 
excellent  health  care  for  all  of  our  citizens 
through  an  ample  number  of  able,  educated 
and  highly  skilled  physicians.” 

The  House  also  referred  to  the  Board,  for 
consideration  by  the  committee,  a resolution 
that  “deliberations  include  strong  emphasis 
on  sound  ways  of  accelerating  medical  edu- 
cation in  all  its  phases,  including  post-MD 
and  graduate  education,  and  of  increasing 
the  supply  of  physicians  in  all  categories.” 

In  addition,  the  House  adopted  reports 
calling  for  revision  of  the  Essentials  of  Ap- 
proved Residencies  in  radiology,  obstetrics 
and  gynecology ; adopted  a resolution  calling 
for  the  promotion  of  better  practices  in  in- 
halation therapy;  and  adopted  a resolution 
that  the  A.M.A.  reaffirm  its  support  of  all 
forms  of  nursing  education;  that  hospitals 
which  conduct  diploma  schools  and  at  the 
same  time  improve  educational  standards. 

Committee  on  Planning  and  Development 

At  the  June,  1966,  convention  of  the 
House,  the  Board  announced  the  appoint- 
ment of  a committee  to  study  planning  and 
development  techniques  within  the  Asso- 
ciation. The  report  of  the  committee  was 
received  and  the  Board  submitted  its  final 
report  to  the  House  at  this  convention. 


The  Board  voted  to  (1)  establish  a perma- 
nent Committee  on  Planning  and  Develop- 
ment and  (2)  select  seven  active  members  of 
the  A.M.A.  as  members.  The  following 
charges  were  established  for  the  committee: 

1.  Study  and  make  recommendations  con- 
cerning the  long-range  objectives  of  the  As- 
sociation and  the  resources,  programs  and 
organizational  structure  by  which  the  Asso- 
ciation attempts  to  reach  them. 

2.  Serve  as  a focal  point  for  the  planning 
activities  of  the  Association  and  stimulate 
and  coordinate  planning  activities  through- 
out the  organization. 

3.  Study,  or  cause  to  be  studied,  medi- 
cine and  the  environment  in  which  the  As- 
sociation must  function  and  transmit  the 
conclusions  of  these  studies  to  the  Board. 

In  the  report  adopted  by  the  House,  the 
Board  earnestly  solicited  nominations  to  the 
committee  from  delegates,  constituent  asso- 
ciations, component  societies  and  other  in- 
terested groups  and  individuals. 

Two  resolutions  on  the  subject  were  re- 
ferred to  the  Board. 

It  is  noteworthy  that  in  his  report  to  the 
House,  President  Rouse  stated  that  “We  now 
have  an  established  Committee  on  Planning 
and  Development  at  the  A.M.A.  level.  I hope 
that  every  county  and  state  association  will 
likewise  make  use  of  a comparable  commit- 
tee, to  plan  wisely  and  develop  properly  the 
policies  and  programs  needed  in  the  decades 
ahead  — far  beyond  just  the  next  year.” 

Members’  Disability  Insurance  Program 

The  House  adopted  the  report  of  the  Ref- 
erence Committee  on  this  subject,  and  re- 
ferred to  the  Board  a number  of  resolutions 
pertaining  to  it. 

The  committee’s  report,  as  adopted,  rec- 
ommended that  the  House  authorize  the 
Board  to  make  every  effort  to  continue  the 
A.M.A.  Members  Group  Disability  Insurance 
Program  with  the  same  premium  - benefit 
structure.  It  also  recommended  the  follow- 
ing guidelines  to  aid  the  Board  in  negotiat- 
ing and  executing  the  necessary  contracts 
and  in  the  future  operation  of  the  program: 


September,  1967 


429 


1.  The  contract  should  provide  ample  as- 
surance that  disability  claimants  will  be 
treated  equitably  and  justly. 

2.  The  carrier  should  guarantee  benefits 
and  premiums  for  a period  of  at  least  five 
years  in  order  to  assure  the  stability  of  the 
program. 

3.  Promotional  literature  should  be  ap- 
proved in  advance  by  the  Board  or  its  de- 
signee. All  measures  within  the  bounds  of 
dignity  and  ethics  should  be  utilized  to  pro- 
mote the  program. 

4.  A continuous  ongoing  review  of  the 
entire  program  should  be  maintained.  The 
insureds  and  other  members  should  be  made 
aware  that  such  a review  may  reveal  in  the 
future  the  necessity  for  a revision  of  the 
program  at  the  end  of  the  five-year  period. 

5.  Information  regarding  the  operation 
of  the  program,  its  financial  aspects  and 
the  processing  of  claims  should  be  available 
to  the  Board  for  review  at  any  time. 

6.  An  A.M.A.  Disability  Insurance  Re- 
view Committee  should  be  continued  and 
should  provide  a mechanism  for  claims  re- 
view. 

Political  Action 

Several  resolutions  were  offered  to  the 
House  questioning  whether  the  administra- 
tion of  government  programs  is  truly  carry- 
ing out  the  intent  of  Congress  in  its  passage 
of  laws.  They  were  combined  by  the  House 
into  one  resolution  stating  “That  if  legisla- 
tion is  introduced  to  investigate  the  activities 
of  the  Department  of  HEW  and  its  executive 
personnel  who  are  concerned  with  health 
matters  to  determine  if  the  intent  of  Con- 
gress is  being  carried  out,  the  American 
Medical  Association  will  provide  to  such  an 
investigation  any  information  that  its  Board 
and  councils  may  secure  in  these  matters.” 

The  resolution  also  pointed  out  that  since 
the  most  effective  method  to  preserve  the 
private  practice  of  medicine  is  to  elect  proper 
officials  at  all  levels  of  government,  “the 
American  Medical  Association  urges  that 
physicians,  as  individuals,  redouble  their  ef- 
forts in  political  activities.” 


It  was  also  resolved  that  the  Association 
“continue  and  expand  its  efforts  to  inform 
our  membership  of  its  activities  to  represent 
them,  particularly  before  the  Congress  and 
the  federal  agencies.” 

The  House  also  adopted  a resolution  “That 
medical  societies  be  urged  to  investigate, 
document  and  report  to  the  Law  Division  . . . 
all  violations  of  Public  Law  89-97  by  officers 
or  employees  of  the  federal  government”  and 
that  “a  status  report  be  provided  to  this 
House  at  the  1967  Clinical  Convention.” 

The  House  also  reaffirmed  the  Associa- 
tion’s opposition  to  S.  260  (the  Hart  Bill)  and 
its  support  of  direct  billing  under  Part  B 
of  medicare  on  the  basis  of  a physician’s 
itemized  statement  of  charges. 

The  House  supported  AMPAC  and  the 
state  PAC  organizations  by  adopting  a reso- 
lution recognizing  “that  leadership  at  all 
levels  of  medicine  should  make  individual 
commitment  to  state  PAC-AMPAC  member- 
ship and  local  PAC  programs,  wherever  this 
is  legally  possible.” 

Generic  Prescribing 

A resolution  combining  several  state  reso- 
lutions was  adopted  by  the  House,  asserting 
“that  the  A.M.A.  again  reaffirm  its  policy 
that  physicians  should  be  free  to  use  either 
the  generic  or  the  brand  names  in  prescribing 
drugs  for  their  patients ; and  encourage 
physicians  to  supplement  medical  judgments 
with  cost  considerations  in  making  this 
choice.” 

Other  Actions 

During  the  convention,  the  House  wel- 
comed 15  physicians  who  have  served  in  the 
Volunteer  Physicians  for  Vietnam  program; 
conducted  a memorial  service  for  27  mem- 
bers of  the  House  and/or  officers  of  the  As- 
sociation who  had  died  since  the  1965  An- 
nual Convention;  heard  a report  on  AMPAC 
from  Blair  J.  Henningsgaard,  M.D.,  chair- 
man of  the  AMPAC  board;  heard  a report 
on  AMA-ERF ; permitted  a representative 
from  the  Oregon  Woman’s  Auxiliary  to  in- 
troduce to  the  House  the  “Doctor’s  Wife,” 
a new  rose  developed  by  the  Oregon  aux- 
iliary; and  heard  a talk  by  David  Kindig, 
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president  of  the  Student  American  Medical 
Association. 

Adopted  many  other  resolutions,  including 
these : 

Amending  the  bylaws  so  that  recipients  of 
the  Distinguished  Service  Award  and  the 
Citation  of  a Layman  for  Distinguished 
Service  will  be  nominated  at  the  Clinical 
Convention  and  the  presentations  will  be 
made  at  the  next  Annual  Convention. 

Confirming  that  there  is  nothing  in  the 
military  officers’  oath  that  conflicts  in  any 
way  with  the  ethics  of  the  medical  profes- 
sion. 

Noting  that  a double  standard  of  policy 
often  exists  between  so-called  “hospital- 
based  specialists”  and  other  types  of  prac- 
titioners with  respect  to  hospital  staff  ap- 
pointments and  endorsing  “the  principle  of 
a single  standard  with  respect  to  staff  ap- 
pointments among  all  physicians  having 
equivalent  credentials  in  all  hospital  depart- 
ments and  services  as  a means  of  assuring 
maximum  freedom  of  choice  of  physicians  by 
patients,  and  of  consultants  by  staff  mem- 
bers.” 

Requesting  the  JCAH  to  “encourage  . . . 
the  acceptance,  wherever  possible,  of  physi- 
cians elected  or  appointed  by  the  medical 
staff  to  the  Board  of  Trustees  with  full  vot- 
ing rights  as  the  most  effective  form  of 
liaison  between  the  medical  staff  and  hos- 
pital governing  authorities.” 

Opposing  the  establishment  of  a racial 
quota  system  for  hospitals. 

Encouraging  farm  equipment  manufac- 
turers to  establish  standards  for  basic  over- 
turn protective  frames  and  crush-resistant 
cabs. 

Reaffirming  the  Association’s  policy  re- 
garding tobacco  and  health  and  promising 
vigorous  continuation  of  its  measure  for  cor- 
rective action. 

Urging  that  disposable  hypodermic  syr- 
inges be  thrown  away  in  such  a way  as  to 
prevent  their  possible  re-use. 

Encouraging  state  associations  to  inform 
state  legislators  of  the  need  to  re-examine 
existing  “battered  child”  laws  so  child  abuse 
is  to  be  reported  by  physicians  as  well  as 
medically  oriented  social  services. 


Supporting  continued  research  and  control 
measures  for  venereal  disease. 

Reaffirming  the  Association’s  opposition 
to  requirements  for  certification  and  re- 
certification. 

Stating  the  Association’s  continuing  con- 
cern for  the  prevention  of  death  and  injury 
from  burns  by  “stepping  up  its  education  cam- 
paign to  make  the  public  more  aware  of  the 
dangers  inherent  in  flammable  fabrics  and 
other  related  flammable  materials”  and  re- 
solving that  “the  AM  A cooperate  with  other 
voluntary  associations  in  the  furtherance 
of  this  program.” 

Finally,  the  House  welcomed  as  its  guests 
at  the  opening  session  the  winners  of  the 
AMA’s  top  awards  at  the  18th  International 
Science  Fair,  held  in  San  Francisco.  They 
were  Susan  T.  Bertrand,  New  Albany,  In- 
diana, whose  exhibit  was  “Electrophoretic 
Analysis  of  Blood  Serum;”  and  Stephen  R. 
Igo,  Winterset,  Iowa,  with  an  exhibit  show- 
ing the  design,  construction  and  operation 
of  a small,  synchronous  intrathoracic  aux- 
iliary ventricle.  Both  winning  exhibits  were 
on  display  during  the  convention. 

To  the  members  of  the  Nebraska  State 
Medical  Association,  I would  like  to  say 
thanks  for  the  privilege  you  have  granted 
me,  to  represent  you  in  the  House  of  Dele- 
gates of  the  American  Medical  Association. 
I assure  you  I welcome  any  suggestions  or 
advice  any  member  may  give  me  at  anytime. 

E.  F.  LEININGER,  M.D., 
Delegate. 


Lincomycin  in  the  Treatment  of  Osteo- 
myelitis — N.  L.  McMillan,  R.  K.  McRae, 
and  A.  McDougall  (St.  Joseph’s  Hosp, 
Elliott  Lake,  Ontario,  Canada).  Practi- 
tioner 198:390-395  (March)  1967. 

Lincomycin  given  in  prolonged  dosage  of 
500  mg  six-hourly  has  been  evaluated  in  the 
treatment  of  25  patients  with  osteomyelitis. 
The  response  in  all  patients  was  excellent 
and,  with  the  exception  of  two  patients  who 
were  given  courses  of  inadequate  duration, 
there  have  been  no  recurrences  during  a 
follow-up  period  of  not  less  than  two  years. 
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While  Making  Rounds 

1.  Quote  Unquote — 

There  is  no  fun  like  getting  out  of  the 
hospital. 

— Harry  Golden 


I have  alreadj"  given  two  cousins  to  the  war, 
and  I stand  ready  to  sacrifice  my  wife’s 
brother. 

— Artemus  Ward 


You  cannot  abolish  poverty  by  abolishing 
riches. 


— Balfour 


The  desire  to  take  medicine  is  one  feature 
which  distinguishes  man  from  his  fellow 
creatures. 

— Osier 

Publishing  a volume  of  verse  is  like  drop- 
ping a rose-petal  down  the  Grand  Canyon 
and  waiting  for  the  echo. 

— Don  Marquis 


2.  Words  We  Can  Do  Without — 
Ancillary 
Indoctrinate 

Incidental  appendectomy 
Unloosen 
Peradventure 
Perseverating 


3.  Our  Own  Monthly  Statistical  Report — 
a.  Infant  mortality  for  1963-1964. 


United  States  25.0 

Nebraska  22.2 


b.  One  percent  of  employed  registered 
nurses  are  men. 


Increase  in  number  of  first 
licenses  in  7-state  area 
including  Nebraska  11% 

d.  Heading  for  general  practice — 

From  Tufts,  Boston,  and  Harvard: 

none. 

e.  Hospital — 

Hospital  expenses,  especially  payroll, 
are  increasing  at  a rate  more  than 
twice  that  experienced  six  months 
ago.  5,812  community  hospitals 


showed : 

Total  expense  per  patient 
day,  for  year  ending 
September  30,  1966  $48.15 

Sampling  of  community 
hospitals  since  the  end  of 
the  reporting  year  now 
shows  ..$53.00 


4.  They  Really  Said  It — 

“We  don’t  see  it  as  such.” 

“He  is  alive  and  well  as  far  as  we  know.” 
No  news  is  not  always  good  news;  he 
may  be  dead. 

“He’s  fine;  he  hasn’t  moved  all  night.” 


5.  Anniversary  Time — 

September,  1677 : 

Rev.  Doctor  Stephen  Hales  born. 

September  30,  1846: 

W.  T.  G.  Morton  used  ether  for  extrac- 
tion of  a tooth. 


6.  Definitions — 

Literal  number:  any  number  that  can 
read  and  write. 


— F.C. 


c.  How  many  doctors  do  we  have? 
Licensed  physicians  added  in 


the  U.S.  in  1966  8,596 

Physicians  in  the  U.S.,  De- 
cember 31,  1966  300,376 

Licensed  physicians  .243,391 

Twelve  month  gain,  after 

deaths,  retirement,  etc 3,768 


Osteopathic  physicians  grant- 
ed unlimited  licenses  in  1966  1,012 


Medicinews 

New  agreement  provides  nationwide 
blood  coverage — 

A new  agreement  covering  the  nationwide 
exchange  of  blood  and  blood  credits  be- 
tween the  country’s  major  blood  banking  or- 
ganizations was  announced  jointly  by  the 
American  National  Red  Cross  (ARC)  and 
the  American  Association  of  Blood  Banks 
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(AABB).  The  agreement  replaces  the  or- 
iginal one  which  the  two  organizations  de- 
veloped in  1961,  setting  up  a national  reci- 
procal system  to  facilitate  blood  donor  re- 
placements and  to  utilize  blood  supplies  more 
effectively. 

During  the  six  years  the  original  agree- 
ment was  in  effect,  more  than  600,000  re- 
placement credits  and  units  of  blood  have 
been  exchanged  between  the  two  organiza- 
tions. In  the  United  States,  over  5,000,000 
units  of  blood  are  transfused  annually,  and 
a steady  increase  is  expected.  The  majority 
of  these  blood  needs  are  collected  and  pro- 
cessed by  the  56  blood  centers  serving  1,700 
chapters  of  the  American  National  Red 
Cross  and  the  more  than  1,000  hospital  and 
community  blood  banks  belonging  to  the 
American  Association  of  Blood  Banks. 

New  book  by  Dr.  Shearer — 

“Oral  Surgery”  has  just  been  published; 
it  was  written  by  Dr.  William  Lete  Shearer, 
until  recently  of  Omaha,  Nebraska,  now  liv- 
ing in  St.  Paul,  Minnesota.  The  book  is 
published  by  the  North  Central  Publishing 
Company  of  St.  Paul,  Minnesota. 

Contraception,  cancer,  and  cash — 

The  relationship  between  oral  contracep- 
tives and  cancer  of  the  cervix  will  be  studied 
under  a $74,399  one  year  contract  announced 
by  the  Public  Health  Service. 

“Hidden”  factors  produce  unreliable  blood  tests — 

Several  recent  articles  have  been  pub- 
lished calling  attention  to  the  fact  that  ab- 
normal blood  chemistry  determinations  may 
be  due  to  “hidden”  factors.  Examples  are 
listed  below: 

1.  Glucose  — results  altered  by  exercise, 
emotional  disturbances,  and  (in  the 
case  of  the  enzymatic  paper  test)  by 
large  doses  of  ascorbic  acid. 

2.  Amylase  — results  altered  by  codeine, 
morphine,  and  meperidine  (Demerol). 

3.  Bilirubin  — results  altered  by  dextran. 

4.  Blood  urea  nitrogen  — results  altered 
by  chloral  hydrate  and  triampterene 
(Dyrenium). 


5.  SCOT  — results  altered  by  oral  con- 
traceptives and  clofibrate  (Atromid- 
S). 

6.  Prothrombin  — results  altered  by  clo- 
fibrate (Atromid-S). 

7.  Uric  Acid  — results  altered  by  methyl- 
dopa  (Aldomet),  salicylates,  and  ni- 
trogen mustards. 

8.  Phosphorus  — results  altered  by  man- 
nitol. 

9.  Iron  — results  altered  by  iron-dextran 
complex  (Imferon). 

10.  Cholesterol  — results  altered  by  bro- 
mides and  emotional  disturbances. 

11.  Chloride  — results  altered  by  bro- 
mides. 

12.  Hydrocortisone  — results  altered  by 
emotional  disturbances. 

In  addition,  hemolysis  will  result  in  in- 
accurate determinations  of  enzyme  tests  such 
as  LDH  and  SCOT,  bilirubin,  sulfobromoph- 
thalein  and  potassium.  To  prevent  transfer 
between  cells  and  serum  in  these  tests,  the 
cells  should  be  promptly  separated  by  cen- 
trifuge before  refrigeration  or  freezing. 
Analysis  of  such  unstable  constituents  as  en- 
zymes and  serum  proteins  should  be  done 
promptly  after  the  specimen  is  obtained.  If 
delay  is  unavoidable,  the  specimens  should 
be  refrigerated.  However,  LDH  isoenzymes 
are  stable  at  room  temperature  but  are  labile 
at  freezing  temperatures.  Serum  proteins 
may  also  be  denatured  by  freezing. 


Nebraska-South  Dakota  program — 

Doctor  Harold  Morgan,  coordinator  and 
program  director  for  the  Nebraska-South  Da- 
kota Regional  Medical  Program  (RMP),  has 
announced  the  beginning  of  a two-year  study 
program  to  determine  guidelines  for  long- 
range  planning  of  projects  to  help  physi- 
cians provide  better  patient  care.  Assist- 
ing him  will  be  Dr.  J.  P.  Tollman  of  the 
University  of  Nebraska  College  of  Medicine, 
Dr.  John  Herman  of  Creighton  University 
Medical  School,  and  Dr.  Robert  Hayes  of  the 
South  Dakota  College  of  Medicine.  Task 
forces  will  survey  needs  in  the  area  of  the 
following; 
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a.  Manpower  supply  of  physicians  and 
other  health  workers 

b.  Continuing  education  for  physicians 
and  other  health  workers 

c.  Specialized  training  for  physicians 
and  other  health  workers 

d.  More  and  better  diagnostic  tools 

e.  Improved  hospital  service  areas,  such 

as  coronary  care  units 

f.  Increased  emphasis  on  research. 

Federal  funds  of  $250,000  are  available 
to  finance  this  study. 

Lincoln’s  VA  hospital — 

Representative  Robert  Denney  has  asked 
the  Veterans  Administration  to  provide  the 
Nebraska  Congressional  delegation  with  an 
official  statement  outlining  the  future  plans 
for  the  Lincoln  V.A.  Hospital.  This  request 
was  made,  according  to  Denney,  due  to  con- 
cern shown  by  several  veterans’  organiza- 
tions about  the  hospital’s  future.  Top-level 
V.A.  officials  have  apparently  been  “drag- 
ging their  feet’’  and  appear  to  be  reneging 
on  their  promises  to  provide  a major  modern- 
ization program  for  the  Lincoln  hospital. 
In  addition  there  is  an  apparent  lack  of  sup- 
port in  Washington  for  program  proposals 
made  by  the  Lincoln  V.A.  Hospital  staff. 
Both  William  Driver,  Veterans  Administra- 
tion Administrator,  and  Doctor  A.  H.  Fech- 
ner,  regional  medical  director  of  the  Lincoln 
V.A.  Hospital,  seem  to  be  less  than  enthusi- 
astic in  their  support  of  the  Lincoln  Hos- 
pital. Mr.  Driver,  in  fact,  was  actively  in 
favor  of  closing  the  Lincoln  Hospital  two  or 
three  years  ago,  but  was  forced  to  “reverse 
his  field’’  after  President  Johnson’s  Blue 
Ribbon  Evaluation  Team  recommended  that 
the  Lincoln  V.A.  Hospital  be  kept  active 
and  functional. 

Surplus  nurses — 

A recent  survey  conducted  by  Dr.  Cora 
Mae  Martin  of  the  University  of  Omaha  fac- 
ulty is  reported  as  showing  that  Nebraska 
has  a large  “pool”  of  “voluntary  unemployed 
professionally  trained  nurses.”  Of  the  7,400 
licensed  nurses,  2,436  (32.9%)  are  not  work- 
ing as  nurses. 


Dr.  Martin  stated  that  two  major  needs 
must  be  met  if  the  “voluntarily  unemployed” 
nurses  are  to  be  brought  back  into  the  active 
practice  of  nursing.  These  are: 

a.  Refresher  courses  for  licensed  nurses 
who  have  been  out  of  the  field  for 
several  years. 

b.  Adequate  compensation. 

Dr.  Martin  also  concluded  that  there  is 
an  increased  need  for  male  nurses  who  are 
not  faced  by  home  demands  met  by  the  mar- 
ried female  nurse. 

The  arthropathies — 

The  attention  of  our  Nebraska  physicians 
is  directed  to  a four-day  postgraduate  course 
on  Comprehensive  Care  of  the  Arthropathies 
to  be  held  September  19th  through  22nd  at 
the  Danciger  Institute  for  the  Health  Sci- 
ences, Menorah  Medical  Center,  4949  Rock- 
hill  Road,  Kansas  City,  Missouri.  Edward  E. 
Fishel,  M.D.,  President-Elect  of  the  Ameri- 
can Rheumatism  Association  and  Chairman 
of  the  Department  of  Medicine  at  the  Bronx 
Lebanon  Hospital  in  New  York  City,  heads 
an  outstanding  faculty. 

Tuition  grants  for  physicians  and  quali- 
fied allied  health  personnel  are  available  as 
well  as  a limited  number  of  subsistence  stip- 
ends for  registrants  from  beyond  the  com- 
muting range  of  Kansas  City. 


Thrombocytopenic  Purpura  and  Pneumonia 
Following  Measles  Vaccination  — D.  J. 
Wilhelm  (619  River  St,  Port  Huron,  Mich) 
and  R.  D.  Paegle.  Amer  J Dis  Child  113: 
534-537  (May)  1967. 

Acute  thrombocytopenic  purpura  developed 
in  a 12-month-old  girl;  and  bronchopneu- 
monia with  lymphadenopathy  and  conjunc- 
tivitis were  noted  in  a 21-month-old  boy,  aft- 
er subcutaneous  administration  of  live,  at- 
tenuated measles  virus  vaccine.  The  time 
relationship  between  the  vaccinations  and 
onset  of  clinical  symptoms  suggests  the  prob- 
ability of  vaccination  complications. 
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Report  on  National  Convention  of  Woman’s 
Auxiliary  to  A.M.A.  by  Mrs.  J.  Whitney  Kelley — 

The  44th  Annual  Convention  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation was  held  in  Atlantic  City,  New 
Jersey,  June  19-22,  1967.  The  meeting  was 
formally  opened  by  the  President,  Mrs. 
Asher  Yaguda  at  9:00  a.m.,  June  19. 


Total  registration  was  1,052 

Officers  and  directors  47 

State  presidents  48 

Delegates  262 

Alternate  delegates  50 

Members  503 

Guests  142 


The  Auxiliary  can  do  a great  deal  in  train- 
ing others  to  help  people  “make  their  dreams 
come  true !’’  All  that  is  needed  is  the  desire 
to  help! 

Members  of  the  Auxiliary  raised  more 
than  $600,000  during  the  past  year  for  schol- 
arships and  loan  funds  in  the  health  and 
allied  fields,  and  they  contributed  $384,000 
to  the  AMA-ERF.  “Doctors  and  medical  as- 
sociations,” stated  Mrs.  Yaguda,  “are  now 
recognizing  the  Auxiliary’s  potential  ability 
to  act  as  a liaison  between  the  medical  pro- 
fession and  the  community.” 

Closing  the  Monday  morning  session  was 
the  Memorial  Service  under  the  chairman- 
ship of  Mrs.  J.  Whitney  Kelley.  This  lovely 
service  each  year  pays  tribute  to  the  mem- 
ory of  those  members  who  passed  away  dur- 
ing the  year. 


Those  attending  from  Nebraska  were: 

Mrs.  Arthur  L.  Smith,  Sr.,  President, 
Woman’s  Auxiliary,  Nebraska  State 
Medical  Association 

Mrs.  Fay  Smith,  Immediate  Past  Presi- 
dent 

Mrs.  J.  Whitney  Kelley,  Chairman,  Na- 
tional Memorial  Service  Committee 

Mrs.  George  Robertson,  National  By- 
Laws  Committee 

Mrs.  Frank  Tanner,  Alternate  Delegate 

Mrs.  Yaguda,  in  speaking  to  the  assembly, 
declared  that  the  time  is  ripe  for  a rededi- 
cation because  “We  face  a whole  series  of 
very  disturbing  medical  aspects.  It  is  up 
to  the  Auxiliary  member  to  help  give  fac- 
tual health  information  to  the  general  pub- 
lic.” 

During  the  past  four  years  the  Home- 
maker Services,  sponsored  by  Auxiliary 
members  from  coast  to  coast,  have  grown 
from  300  to  700.  The  Volunteer  Friendly 
Visitor  is  perhaps  the  most  meaningful  of 
all  the  Homemaker  Programs,  because  it 
deals  with  the  elderly  and  the  shut-in.  A 
“Friendly  Visitor”  can  mean  the  difference 
between  despair  and  happiness  to  these 
people.  “If  you  don’t  have  a dream,  how 
are  you  going  to  make  a dream  come  true?” 


The  principal  speaker  for  the  Guest  Day 
Luncheon  was  Anne  R.  Somers,  Research 
Associate,  Princeton  University.  Her  topic 
was  “Health  Goals  and  Health  Planning.” 
“Will  there  be  enough  nurses  and  physi- 
cians to  man  the  hospitals  and  health  clinics 
in  the  future?”  asked  Mrs.  Somers.  The  de- 
mand for  doctors  and  nurses  will  continue 
to  be  greater  than  the  supply.  Will  this 
cause  quality  deterioration?  There  is  no 
limit  on  the  demand  for  health  services, 
but  there  is  a limit  on  the  demand  for  funds. 
Mrs.  Somers  recommends  long  range  plan- 
ning, “but  to  be  effectual,  health  planning 
must  be  comprehensive,”  she  stated.  There 
must  be  agencies  set  up  to  aid  in  the  plan- 
ing program.  Working  together  is  most  im- 
portant and  Mrs.  Somers  believes  that  the 
Woman’s  Auxiliary  to  the  A.M.A.  should 
make  itself  available  to  take  an  active  part 
in  this  new  undertaking. 

Highlighting  the  convention  were  the 
three  minute  reports  given  by  each  State 
President.  Mrs.  Fay  Smith  as  Immediate 
Past  President  presented  the  report  on  the 
past  year’s  activities  and  achievements  for 
the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association. 

The  keynote  address  at  the  Tuesday  ses- 
sion was  given  by  Mary  S.  Calderone,  M.D., 
United  States  Sex  Education  and  Informa- 
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tion  Council.  Her  topic  was  “Sex  Educa- 
tion : Goals  and  Means.”  Dr.  Calderone 

feels  that  many  parents  refuse  to  answer 
their  children’s  questions  pertaining  to  sex. 
She  said : “If  we  don’t  level  with  our  chil- 
dren, we  must  hold  ourselves  responsible  for 
the  results.” 

Dr.  Calderone  believes  that  sex  education 
is  a community  responsibility,  but  that  good 
leadership  in  teaching  sex  education  is  of 
prime  importance.  Sex  education  should  be 
geared  to  the  child’s  stage  of  development. 

The  Wednesday  morning  session  brought 
the  assembly  to  full  realization  that  another 
year  of  Auxiliary  work  had  drawn  to  a 
close  ^\'ith  the  election  and  the  installation 
of  the  officers  and  directors  for  the  year 
1967-1968.* 

President  — Mrs.  Karl  F.  Ritter,  Lima, 
Ohio 

President-Elect  — Mrs.  C.  C.  Long, 
Ozark,  Arkansas 

1st  Mce  President  — Mrs.  Howard  Lil- 
jestrand,  Honolulu,  Oahu 

In  her  inaugural  address  i\Irs.  Ritter  de- 
clared: “We  are  in  an  era  of  shifting 

changes,  medicine  is  at  a crossroads  faced 
with  changes  and  crises.  We,  as  Auxiliary 
members,  must  have  a determination  to  help 
solve  some  of  its  problems.  We  are  — and 
should  be  — the  strong  right  arm  of  the 
A.IM.A.,  its  most  important  ally.”  Mrs.  Rit- 
ter stressed  the  fact  the  County  Auxiliary 
is  the  “grass  roots”  and  gives  emphasis  and 
impetus  to  the  State  and  National  Auxiliary. 
“Let  us  not  forget  that  we  can  be  power- 
ful “Ambassadors”  for  our  husbands  by  be- 
coming aware  of  the  needs  of  our  com- 
munity and  by  good  Public  Relations.  Good 
P.R.  comes  as  a result  of  our  own  aware- 
ness.” 

The  Post-Convention  Conference  brought 
the  Convention  to  a close  at  12  noon,  June 
22,  1967. 

* — Author’s  comment  on  the  convention: 

There  has  been  a noteworthy  change  in  the  policy 
of  the  Woman’s  Auxiliai-y  to  the  A.M.A.  More  and 
more,  there  has  been  an  increasing  role  of  general 
practice  in  the  organization. 

This  is  exemplified  by  the  top  ranking  officers  in 
the  National  Auxiliary,  Mrs.  Ritter,  Mrs.  Long,  and 


Mrs.  Liljestrand  are  all  wives  of  general  practi- 
tioners, and  as  such  are  close  to  the  “grass  roots” 
of  medicine. 

Our  Medical  Schools 

Continuing  education  at  U.  of  N. — 

Seventeen  postgraduate  courses  are  on  the 
1967-1968  schedule  of  the  continuing  edu- 
cation department  of  the  University  of  Ne- 
braska College  of  Medicine. 

The  already  active  continuing  education 
program  at  the  College  of  IMedicine  has  re- 
ceived added  impetus  by  the  passage  of  the 
Regional  Medical  Program,  according  to 
Dr.  Fay  Smith,  coordinator  of  continuing 
education.  “The  Regional  Medical  Pro- 
gram has  as  its  principal  purpose  the  pro- 
motion of  continuing  education  in  an  effort 
to  close  the  gap  between  medical  discoveries 
and  the  application  of  these  discoveries  to 
the  bedside,”  he  added. 

All  courses  will  be  offered  on  the  campus 
of  the  Medical  Center  in  Omaha  except  the 
first,  the  popular  “Immediate  Care  of  the 
Sick  and  Injured,”  which  will  be  given  at 
the  Center  for  Continuing  Education  on  the 
East  Campus  in  Lincoln  and  the  neonatolog>' 
conference  at  Lincoln  General  Hospital  in 
October.  A cancer  conference  for  physi- 
cians on  September  22,  1967  will  be  repeated 
the  following  day,  September  23,  at  the  Uni- 
versity of  South  Dakota  in  \"ermillion.  An- 
other cancer  course  in  IMarch  will  be  re- 
peated in  Kearney. 

The  complete  schedule: 

Sept.  14-16  — Immediate  Care  of  the  Sick 
and  Injured  (Lincoln) 

Sept.  22  — Advances  in  Diagnosis  and 
Treatment  of  Cancer 

Sept.  23  — Advances  in  Diagnosis  and 
Treatment  of  Cancer  (Vermillion) 

Oct.  20-21  — Pediatric-Obstetric  Neona- 
tology Conference  (Lincoln  General  Hos- 
pital) 

Nov.  2 — Institute  for  Medical  Secretaries 

Xov.  4 — Institute  for  Teaching  Medical 
Technologists 

Nov.  16  — Institute  for  Physical  Thera- 
pists 
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Dec.  8-9  — Infectious  Diseases  and  Im- 
munology 

Jan.  18-19  — Kidney  Diseases 

Febr.  5 — Closed  Chest  Cardiac  Resusci- 
tation (for  doctors  and  dentists) 

Febr.  6-7  — Closed  Chest  Cardiac  Resus- 
citation (for  nurses) 

Febr.  22-23  — Office  Procedures  for  the 
General  Physician 

March  5 — Advances  in  Medical  and  Nurs- 
ing Care  of  Cancer 

March  6 — Advances  in  Medical  and  Nurs- 
ing Care  of  Cancer  (Kearney) 

March  21-22  — Abnormal  Labor  and  Prac- 
tical Endocrinology 

March  28-29  — The  Crying  Child  — Medi- 
cal Emergency? 

April  8-9  — Practical  Psychotherapy  in 
the  G.P.’s  Office 

April  18-19  — Coronary  Care  Units  in 
Community  Hospitals 

May  24-25  — Surgery  and  Thirteenth  An- 
nual Trauma  Day 

Each  course  will  be  conducted  by  a Col- 
lege of  Medicine  faculty  member  and  most 
will  feature  one  or  two  outstanding  guest 
faculty  members  who  are  recognized  special- 
ists in  their  areas,  Dr.  Smith  concluded. 

Care  of  sick  and  injured — 

A layman’s  course  on  the  immediate  care 
of  the  sick  and  injured  will  kick  off  the 
1967-1968  schedule  of  continuing  education 
courses  of  the  University  of  Nebraska  Col- 
lege of  Medicine. 

The  course  will  be  held  at  the  Nebraska 
Center  for  Continuing  Education,  33rd  and 
Holdrege,  in  Lincoln,  September  14-16, 
1967. 

The  course,  being  presented  for  the  ninth 
year,  is  designed  for  laymen  involved  in 
emergency  care:  ambulance  attendants, 
rescue  squadsmen,  plant  safety  officers, 
state,  county  and  city  police,  and  firemen 
and  emergency  room  personnel. 

Featured  speaker  will  be  Dr.  Joseph  D. 
Farrington,  member  of  the  American  Col- 
lege of  Surgeons,  of  Minocqua,  Wisconsin. 


One  of  his  topics  will  be  extracation  of  the 
injured. 

Coordinator  of  the  course  is  Dr.  John 
German,  assistant  professor  of  surgery. 

Registrations  for  this  course  are  being 
handled  by  the  department  of  conferences, 
Nebraska  Center  for  Continuing  Education, 
Lincoln. 

A one  day  course  on  recent  advances  in 
diagnoses  and  treatment  of  cancer  will  be 
offered  at  the  Eppley  Institute  for  Cancer 
Research  in  Omaha,  Friday,  September  22, 
and  repeated  at  the  University  of  South  Da- 
kota in  Vermillion  on  Saturday,  September 
23,  1967. 

Speakers  will  include  Dr.  Paul  T.  Condit, 
head  of  the  cancer  section  of  the  Oklahoma 
Medical  Research  Foundation  and  professor 
of  internal  medicine  at  the  University  of 
Oklahoma  Medical  Center,  and  Dr.  Guilio 
D’Angio,  chairman  of  the  department  of 
radiology  at  the  University  of  Minnesota 
Medical  Center. 

Dr.  Henry  M.  Lemon,  director  of  the  Ep- 
pley Institute,  is  course  coordinator. 


Correspondence 

To  the  Editor- — 

We  have  large  amounts  of  Professional 
Education  materials  which  become  available 
as  they  are  published  or  revised. 

We  currently  have  three  important  pub- 
lications : 

1.  American  Cancer  Society,  Nebraska 

Division,  Inc.,  4201  Dodge,  Omaha, 

Nebraska  68131.  “Unproven  Meth- 
ods of  Cancer  Treatment”  (code  num- 
ber 3028)  40c  per  copy,  includes  cost 
of  mailing. 

2.  American  Cancer  Society,  Nebraska 

Division,  Inc.,  4201  Dodge,  Omaha, 

Nebraska  68131.  “Statistics  on  Can- 

cer” (code  number  3033).  Free  on 
request. 

3.  American  Cancer  Society,  Nebraska 

Division,  Inc.,  4201  Dodge,  Omaha, 

Nebraska  68131.  “Cancer  Prognosis 
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Manual”  (code  number  3008).  50c 

per  copy,  includes  cost  of  mailing. 

Sincerely, 

Ray  E.  Achelpohl, 
Executive  Vice  President, 
American  Cancer  Society, 
Nebraska  Division. 


To  the  Editor — 

Recently,  the  physicians  of  Nebraska 
were  engaged  in  a successful  political  skirm- 
ish with  osteopathic  doctors  in  Nebraska. 
The  confrontation  was  over  a legislative 
bill  designated  by  the  number  568,  whose 
direct  purpose  was  to  grant  legal  privilege 
to  doctors  of  osteopathy  in  Nebraska  to  prac- 
tice medicine  and  surgery.  The  indirect  and 
loudly  proclaimed  purpose  of  LB  568  was 
to  provide  medical  and  surgical  care  to  fam- 
ilies in  the  sparsely  populated  areas  of  Ne- 
braska. The  author  of  this  article  believes 
the  real  purpose  of  LB  568  was  to  revive 
osteopathic  practice  in  Nebraska  and  I will 
continue  to  believe  this  as  long  as  costly 
lobbying  activities  supported  by  osteopathic 
doctors  continues  in,  near,  and  beyond  the 
halls  of  the  Nebraska  legislature. 

This  article  is  being  written  in  an  effort 
to  inform  physicians  in  Nebraska  in  regard 
to  present  and  future  political  activities  on 
the  state  level.  The  1967  Nebraska  legisla- 
ture received  a bill  from  the  fertile  pen 
of  the  senator  from  Scottsbluff  designated 
LB  568  which  in  essence  was  a re-run  from 
prior  legislative  sessions.  Responsible  and 
authorized  members  of  the  NSMA  presum- 
ably appeared  at  the  committee  hearings 
with  a monumental  lack  of  success.  This  is 
the  customary  result  when  a majority  of  the 
committee  members  are  dedicated  to  the  op- 
posing viewpoint  and  we  can  readily  accept 
that  the  majority  was  so  dedicated. 

When  LB  568  reached  the  general  file,  a 
quiet  survey  of  members  of  the  legislature 
revealed,  without  astonishing  anyone,  that 
a distinct  minority  opposed  this  bill.  This 
information  seeped  out  to  the  medical  doc- 
tors of  our  state.  Pleas  for  personal  contact 
between  senators  and  medical  doctors  were 
duly  circulated  in  the  state  bulletin.  It  was 
agreed  among  the  few  of  us  who  frequented 


the  legislative  chamber  and  halls  that  our 
cause  was  essentially  lost.  Further  compli- 
cations arose  when  a premature  motion  to 
kill  this  bill  was  defeated,  thus  eliminating 
further  debate  and  possible  amendments. 
Innumerable  contacts  were  obviously  made 
between  medical  doctors  and  their  legisla- 
tive servants  during  this  period.  Many  in- 
dividual reports  from  legislators  indicated 
disgust  with  the  frequency  and  undesirable 
character  of  the  repetitious  telephone  con- 
versations and  letters  but  prior  complaints 
of  lack  of  communication  virtually  ceased. 

At  this  point,  the  legislature  became  par- 
tially stalemated  with  problems  of  taxes, 
tax  refunds  and  assorted  administrative 
conflicts.  This  short  period  of  time  allowed 
a few  dedicated  senators  to  carry  on  kindly 
and  informative  visits  with  other  members 
of  the  legislature.  I am  not  sure  that  these 
visits  were  all  of  a kindly  nature;  I am 
certain  that  they  were  informative.  I am 
also  sure  that  at  this  particular  time,  no  one 
was  parading  through  the  halls  of  the  legis- 
lature with  banners  exposing  the  prestige, 
dignity,  and  idealism  of  the  medical  profes- 
sion. No  one  was  crowing  over  the  political 
acumen  of  the  medical  profession  or  their 
appointed  and  elected  emissaries.  It  is  suf- 
ficient to  say,  that  the  successful  opposition 
was  accomplished  by  the  same  methods  and 
on  the  same  level  of  political  activity,  as 
those  from  which  this  bill  and  its  support 
were  generated.  The  efforts  of  Senators 
Gerdes,  Fleming,  and  Payne  should  be  re- 
warded by  a letter  from  every  medical  doctor 
in  our  state. 

These  senators  are  now  asking  what  can 
be  done  to  alleviate  the  acute  shortage  of 
physicians  in  our  outlying  communities. 
They  ask  even  more  pointedly  what  the 
doctors  of  Nebraska  intend  to  do  about  pub- 
lic relations  and  future  political  problems 
inherent  to  the  medical  profession  in  our 
times.  They  question  the  ability  of  the  medi- 
cal profession  to  take  care  of  itself.  They 
openly  deplore  an  obvious  lack  of  initiative 
in  solving  a multitude  of  future  and  present 
problems.  They  voice  innuendos  that  we 
function  as  a group  not  unlike  an  infant 
ostrich  who  hasn’t  yet  learned  how  to  stick 
his  head  in  the  sand  or  recognize  a crisis. 
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If  we  do  not  have  the  time  and  inclination 
to  accomplish  a good  public  relations  pro- 
gram, where  is  our  representative? 

Phil  E.  Getscher,  M.D. 
Lincoln,  Nebraska 


Books 

Lectures  in  Medicine  by  C.  W.  H.  Havard,  M.D. 

Published  in  July,  1967  by  Warren  H.  Green,  Inc., 

10  South  Brentwood  Blvd.,  St.  Louis,  Missouri. 

381  pages  (S'/z"  by  S'/z")  with  six  plates  and 

10  figures.  Price  $9.00. 

The  author  of  this  book  is  a Medical  Tutor,  Saint 
Bartholomew’s  Hospital,  London,  and  also  serves 
as  Consultant  Physician  for  the  Royal  Northern 
Hospital  in  London.  This  book  is  based  on  a series 
of  lectures  given  to  clinical  students  in  their  senior 
year  in  medical  school.  Most  of  the  chapters  are 
concerned  with  recent  advances  in  the  investigation 
or  management  of  disease  or  current  concepts  of  the 
nature  of  disease.  The  topics  were  chosen  because 
they  constituted  gaps  in  the  clinical  teaching  or  be- 
cause the  subjects  were  not  readily  available  for 
study  in  the  standard  textbooks.  This  book  is  not 
intended  for  the  scholar  but  rather  for  the  student, 
the  intern  and  resident,  and  for  the  practicing 
physician  whose  knowledge  must  cover  the  whole 
field  of  general  medicine  and  for  whom  keeping 
pace  with  the  current  medical  advances  poses  a 
difficult  problem.  Chapter  headings  include  the 
following: 

1.  Inborn  errors  of  metabolism 

2.  Chromosome  abnormalities  and  disease 

3.  The  evaluation  of  new  drugs 

4.  The  use  and  abuse  of  corticosteroids 

5.  Drug-induced  disease 

6.  Auto-immunity  as  a cause  of  disease 

7.  Cardiac  arrest  and  resuscitation 

8.  Lung  failure  and  the  tests  of  respiratory 
function 

9.  Syndromes  of  intestinal  malabsorption 

10.  Potassium  depletion 

11.  Psychosomatic  disorders 

12.  Radioactive  isotopes  in  diagnosis  and  treat- 
ment 

13.  Viruses  and  disease 

14.  Statistics  in  medicine 

15.  Computers  in  medicine. 


Wilbur  J.  Cohen:  The  Pursuit  of  Power  by  Marjorie 
Shearon.  Published  in  June,  1967  by  the  Gray 
Printing  Company,  5431  Georgia  Avenue,  N.W., 
Washington,  D.C.  240  pages  (6"  by  9").  Paper- 
back $3.50;  5 copies  $15.00;  Library  edition  $4.50. 

Marjorie  Shearon,  the  author  of  this  book,  is  a 
remarkable  woman  with  many  talents.  Scientist, 


editor,  and  legislative  consultant,  she  received  her 
Ph.D.  degree  in  1916  at  Columbia  University,  her 
fields  of  specialization  being  mathematics  and 
paleontology.  Her  doctorate  thesis  on  evolution 
was  awarded  a first  prize  in  science  and  the  Sarah 
Berliner  (AAUW)  Research  Fellowship,  both  in 
world  competition.  She  pursued  a scientific  career 
for  ten  years,  publishing  extensively  in  leading  sci- 
entific journals. 

For  15  years  she  was  engaged  in  administration 
and  research  at  Federal,  state,  and  local  levels.  She 
served  for  nearly  a decade  in  the  federal  govern- 
ment and  for  three  years  was  a Consultant  to 
Senator  Robert  A.  Taft.  From  1947  through  1966 
she  published  a weekly  analytical  critique  on  com- 
pulsory health  insurance  legislation  and  related  sub- 
jects. She  and  her  late  husband,  William  Shearon, 
started  the  paper  as  American  Medicine  and  the 
Political  Scene,  changing  the  name  to  Challenge 
to  Socialism  in  1950. 

Probably  no  one  presently  living  is  more  qualified 
to  write  a book  concerning  compulsory  health  in- 
surance or  a book  concerning  Mr.  Cohen.  Political- 
ly, Mrs.  Shearon  is  a conservative  independent.  In 
her  introduction  to  this  book,  Mrs.  Shearon  states: 

“I  was  invited  to  comfe  to  Washington  in  1935 
to  fill  a research  position  in  Harry  Hopkins’  Works 
Progress  Administration.  It  was  Communist  in- 
filtrated, but  at  the  time  I knew  only  that  strange 
things  happened  to  research  reports.  When  invited 
to  join  the  Social  Security  Bureau  of  Research  and 
Statistics  early  in  1936,  I readily  did  so,  not  realiz- 
ing that  I was  signing  up  for  a prolonged  course 
in  State  Socialism.  Thoroughly  disillusioned,  I 
transferred  to  the  Public  Health  Service  in  1941. 
There  I discovei'ed  that  part  of  the  staff  was  co- 
operating with  Social  Security  officials  in  plans 
to  nationalize  medicine.  I left  the  Executive  Branch 
of  Government  in  January,  1945  and  almost  imme- 
diately became  a consultant  to  Senator  Robert  A. 
Taft  for  the  express  purpose  of  helping  him  to  de- 
feat national  compulsory  health  insurance. 

“Since  1935  I have  observed  the  manner  in  which 
the  Federal  bureaucracy  operates.  I was  dismayed 
at  the  methods  employed  by  Arthur  J.  Altmeyer, 
Commissioner  of  Social  Security;  Isidore  S.  Falk, 
his  Director  of  Research  and  Statistics;  and  Wilbur 
J.  Cohen,  at  first  Technical  Adviser  to  Mr.  Altmeyer 
and  later  Assistant  Director  of  Research  and  Sta- 
tistics. After  the  resignation  of  Altmeyer  in  1953 
and  Falk  in  1954,  under  the  Eisenhower  Administra- 
tion, Cohen  finally  became  Director  of  a small  divi- 
sion of  Research  and  Statistics  in  the  greatly  en- 
larged Department  of  Health,  Education,  and  Wel- 
fare. 

“Obscured  for  many  years  by  his  professionally 
trained  superior  officers,  Cohen  was  slow  to  gain 
power.  But,  with  the  help  of  Senator,  later  Presi- 
dent, John  F.  Kennedy,  Cohen,  who  also  had  left 
Social  Security,  prepared  to  return  from  his  profes- 
sorship in  the  University  of  Michigan  and  to  leap 
upward  to  a much  higher  echelon. 

“His  areas  of  influence  extended  to  many  Fed- 
eral agencies,  to  Members  of  Congress,  and  to  pro- 
fessional groups  such  as  nurses  and  social  workers. 
They  also  extended  to  the  AFL  - CIO  and  to  other 
unions,  some  of  which  were  Communist  controlled. 
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Through  the  International  Labour  Organization, 
international  labor  unions,  and  the  extensive  inter- 
national programs  of  the  HEW  Department,  Cohen, 
with  his  hand  on  the  pulse  of  the  world,  exerted 
great  power  over  his  expanding  Social  Security  Em- 
pire. He  had  access  to  unbelievably  large  sums  of 
money  for  travel  and  printing  and  distribution  of 
propaganda.  Any  sums  spent  by  the  medical  pro- 
fession to  protect  their  patients  and  the  private 
practice  of  medicine  from  control  by  the  Federal 
Government  have,  even  in  the  aggregate,  been  in- 
finitesimal when  compared  with  the  sums  used  or 
controlled  by  Cohen  in  capturing  American  Medi- 
cine. 

“J.  Edgar  Hoover,  in  his  book  A Study  of  Com- 
munism, stated: 

‘Regardless  of  the  form  they  take.  Com- 
munist tactics  have  one  basic,  underlying 
objective  — the  seizure  of  power.’ 

“Lenin  never  lost  sight  of  that  fact.  He 
wrote: 

‘The  question  of  power  ...  is  the  funda- 
mental question  which  determines  every- 
thing in  the  development  of  a revolution.’ 

“I  came  to  feel  in  time  that  the  bureaucratic 
techniques  employed  by  Cohen  in  promoting  Welfare 
Statism  should  be  set  forth  in  orderly  fashion.  It 
seemed  outrageous  that  a mere  labor  economist 
should  presume  to  speak  as  the  Federal  expert  and 
dictator  in  the  field  of  medicine.  This  book  pre- 
sents factual  material,  well  documented,  which 
could  prove  useful  if  Congress  decided  to  investi- 
gate the  philosophy  of  Wilbur  J.  Cohen,  his  meth- 
ods of  operation,  and  the  persons  and  organiza- 
tions he  has  used  in  his  ruthless  pursuit  of  power. 
Congress  has  the  statutory  authority  to  investi- 
gate, to  question  under  oath,  to  assess  its  findings, 
and  to  act.  They  should  be  petitioned  to  do  so.” 


Bacteria  in  Chilled  Delicatessen  Foods  — C. 
A.  Rasmussen  and  D.  H.  Strong  (Dept  of 
Foods  and  Nutrition,  University  of  Wis- 
consin, Madison).  Public  Health  Rep  82: 
353-358  (April)  1967. 

The  numbers  of  selected  organisms  in  85 
samples  of  chilled  delicatessen  foods  pur- 
chased in  the  Madison,  Wis.,  area  were  deter- 
mined. Protein-rich  salads  were  found  to  con- 
tain relatively  high  numbers  of  total  viable 
bacteria,  enterococci,  pseudomonads,  and 
straphylocci.  More  than  one  fourth  of  the 
staphylococci  colonies  tested  were  coagulase 
positive.  The  vegetable  salads  contained  con- 
siderable numbers  of  pseudomonads,  entero- 
cocci, and  total  bacteria.  The  staphylococci 
count  in  the  vegetable  salads  was  low;  only 
1.7%  of  the  colonies  tested  were  coagulase 


positive.  The  gelatine  salads  and  gelatin 
desserts  had  low  counts  for  all  groups  of  or- 
ganisms studied  except  enterococci.  Samples 
from  large  chain  stores  showed  a lower  aver- 
age number  of  cells  for  all  organisms.  S. 
faecalis  was  identified  in  27%  to  55%  of 
the  significant  dilutions  of  tubes  used  to  de- 
termine the  enterococci  most  probable  num- 
ber value.  The  study  results  suggest  the 
need  for  bacterial  standards  for  chilled, 
commercially  prepared  foods. 

Glue  Sniffing  and  Heroin  Abuse  — J.  Merry 
(West  Park  Hosp,  Epsom,  Surrey,  Eng- 
land). Brit  Med  J 2:360-364  (May  6) 
1967. 

The  first  report  of  a case  of  glue  sniffing 
addiction  in  Great  Britain  was  published  in 
1962.  The  same  patient  was  followed  up  in 
1967 ; his  history  revealed  a typical  progres- 
sion in  drug  abuse  such  as  experimentation 
with  amphetamines,  marihuana,  and  finally 
with  heroin.  Glue  sniffing  is  not  a problem 
in  Great  Britain,  and  this  is,  apparently,  the 
only  case.  It  is  noted  that  in  the  United 
States  glue  sniffing  is  a common  prelude 
to  later  use  of  heroin  among  young  people 
and  also  that  glue  sniffing  may  become  more 
common  in  Great  Britain  as  an  experimental 
experience  preceding  heroin  addiction. 

Glass  Fiber  Itch:  A Modern  Washday  Haz- 
ard — R.  D.  G.  Peachey  (St.  Thomas’s 
Hosp,  London).  Brit  Med  J 2:221-222 
(April  22)  1967. 

Two  families  are  reported  in  which  the 
sudden  onset  of  severe  itching  with  a marked 
prickling  quality  was  shown  to  be  due  to 
glass  fiber  contamination  of  freshly  laun- 
dered clothing.  Erythema  and  scratch 
marks  were  present  in  some  pruritic  areas  of 
skin.  In  both  families  glass  fiber  curtains 
had  been  machine  washed  in  the  same  load 
as  the  household  laundry.  Machine  washing 
is  contraindicated  for  glass  fiber  fabrics  be- 
cause vigorous  handling  tends  to  cause 
break-up  of  the  fibers.  Minute  lengths  of 
glass  fiber  were  easily  demonstrated  by  mi- 
croscopic examination  of  Sellotape  samples 
taken  from  pruritic  areas  of  skin  and  from 
affected  clothing. 
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SPECIAL  DEPARTMENTS 


Welcome,  New  Members 


Rosenberg,  David,  M.D.  Omaha 

Saulsbury,  James,  M.D.  Omaha 


All  About  Us 

Doctor  W.  C.  Barr,  Chappell,  recently  held 
an  open  house  in  his  new  clinic  building. 

Doctor  Robert  H.  Townley  has  established 
his  medical  practice  in  Hastings. 

Doctor  Herbert  D.  Feidler  recently  opened 
a practice  limited  to  ophthalmology  in  Nor- 
folk. 

Doctor  Fay  Smith,  Omaha,  recently  spoke 
at  the  dedication  of  the  new  Sargent  Clinic 
building. 

Doctor  William  F.  Becker  has  returned 
to  Lynch  to  resume  his  medical  practice 
following  two  years  in  the  Army. 

Doctor  Theodore  R.  Funt,  Omaha,  has 
been  named  Chairman  of  the  American  Medi- 
cal Association  Pediatrics  Section. 

Doctor  J.  P.  Tollman,  Omaha,  has  been 
appointed  Director  of  the  Regional  Medical 
Program  at  the  University  of  Nebraska  Col- 
lege of  Medicine. 

The  recently  opened  Pediatrics  unit  at  the 
University  of  Nebraska  Medical  Center  has 
been  named  the  Herman  M.  Jahr  Pediatric 
Pavilion. 


Down  Memory  Lane 

1.  It  must  be  remembered  in  all  gall  blad- 
der surgery  that  the  gall  bladder  is  not  a 
functionless  organ. 

2.  It  is  not  a matter  of  marvel  that  our 
older  teachers  said  “when  in  doubt  give  po- 
tassium iodide”  and  their  custom  was  self 
sustaining  because  of  results. 

3.  Because  of  rumors  that  toilet  articles 
infected  with  disease  germs  are  being  sold 
in  various  parts  of  the  country,  it  is  espe- 
cially opportune  that  we  purchase  from  those 
of  established  reputation. 


4.  The  operation  of  transfusion,  includ- 
ing the  testing  of  the  blood,  can  be  well  done 
by  any  intelligent  practitioner.  It  should 
be  looked  upon,  not  as  an  occasional  opera- 
tion, but  one  that  should  be  done  frequently. 

5.  Chappell,  Nebraska,  has  several  cases 
of  smallpox  and  according  to  a report  from 
the  State  Board  of  Health  two  hundred  and 
twenty  - eight  people  voluntarily  offered 
themselves  for  vaccination. 

6.  The  new  hospital  of  the  College  of 
Medicine  of  the  University  of  Nebraska  lo- 
cated at  Omaha,  opened  for  the  reception  of 
patients  September  3rd. 

7.  Custer  county  physicians  enlisted  in 

the  medical  service  of  the  army  are  as  fol- 
lows: Dr.  W.  E.  Talbot,  Broken  Bow;  Dr. 

R.  D.  Bryson,  Callaway;  Dr.  J.  C.  Wade, 
Oconto;  Dr.  C.  L.  Wills  and  Dr.  R.  P.  Hig- 
gins of  Ansley. 

8.  Indeed,  if  we  except  the  usefulness 
of  venous  pulse  tracings  for  the  diagnosis 
of  tricuspid  insufficiency  and  of  pulsus  alter- 
nans,  electrocardiography  has  relegated 
sphygmography  to  a place  of  scarcely  more 
than  historical  interest. 

9.  It  would  seem  that  a scheme  of  public 
milk  stations  could  be  established  which 
would  reduce  the  cost  of  delivery  materially. 

10.  Germane  to  this  feature  is  the  point 
first  mentioned  by  Cartiledge  “when  gas 
does  not  escape  before  the  operation  it  rare- 
ly does  afterward.” 

Nebraska  State  Medical  Journal 
September,  1917. 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

September  9 — O’Neill,  High  School 
Building 

September  16  — Sidney,  Elks  Club 

September  30  — Cozad,  Elks  Club 

October  7 — McCook,  St.  Catherine’s  Hos- 
pital 

October  14  — Grand  Island,  St.  Francis 
Hospital 

AMERICAN  ACADEMY  OF  GENERAL 

PRACTICE  — 19th  Annual  Scientific  As- 


September,  1967 


441 


sembly,  September  18-21,  Dallas.  The  ad- 
dress of  the  AAGP  is:  Volker  Boulevard  at 
Brookside,  Kansas  City,  Missouri  64112. 

SYMPOSIUM  ON  CLINICAL  ASPECTS  OF 
ACUTE  LEUKEMIA  AND  BURKITT’S 
TUMOR  — Boston  Museum  of  Science, 
Boston,  Massachusetts,  September  20, 
1967. 

AMERICAN  MEDICAL  WRITERS  ASSO- 
CIATION — 27th  annual  meeting  at  the 
Palmer  House  in  Chicago,  September  21 
to  24,  1967.  Write  to:  AMWA,  Post  Of- 
fice Box  267,  Arlington,  Virginia  22210. 

OCCUPATIONAL  HEALTH,  27th  Annual 
Congress,  September  25-26,  1967,  Atlanta, 
Georgia.  Sponsored  by  the  Council  on  Oc- 
cupational Health  of  the  AMA.  Write  to: 
Council  on  Occupational  Health,  AMA, 
535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 

ANNUAL  OTOLARYNGOLOGIC  ASSEM- 
BLY of  1967  — October  14  through  20, 
1967,  in  the  new  Illinois  Eye  and  Ear  In- 
firmary at  the  Medical  Center,  Chicago, 
offered  by  the  Department  of  Otolaryn- 
gology of  the  College  of  Medicine  of  the 
University  of  Illinois.  Write  to:  Depart- 
ment of  Otolaryngology,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

THERAPY  IN  ADVANCED  CANCER,  Basic 
and  Clinical  Aspects  — October  16-21, 
1967 ; University  of  Wisconsin  Medical 
Center.  Write  to : R.  J.  Samp,  M.D.,  Cancer 
Program  Coordinator,  University  Hos- 
pitals, Madison,  Wisconsin  53706. 

AMERICAN  ACADEMY  OF  PEDIATRICS : 
36th  Annual  Meeting  — Washington,  D.C., 
October  21-26,  1967.  Write  to:  the  AAP, 
1801  Hinman  Avenue,  Evanston,  Illinois 
60204. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— The  1967  Assembly  will  convene  in  the 


Sheraton-Fontenelle  Hotel,  Omaha,  October 
23,  24  and  25.  There  will  be  no  night 
programs. 

The  members  of  NSMS  are  cordially  in- 
vited to  attend  this  meeting,  and  early 
registrations  are  urged  to  allow  for  se- 
lection of  desired  guest  lecturers,  cor- 
related seminars,  round  table  discussions, 
and  luncheon  conferences. 

There  will  be  many  group  entertainment 
activities  available  to  the  wives,  who  are 
also  cordially  invited  to  register  with  the 
Hospitality  Center  at  the  hotel. 

The  1967  Program  inquiries  may  be  di- 
rected to:  John  D.  Coe,  M.D.,  Director  of 
Clinics,  1040  Medical  Arts  Building,  Oma- 
ha 68102. 

I 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY : Postgraduate  Course  — No- 
vember 6 to  17,  1967,  conducted  by  the 
Department  of  Otolaryngology  of  the  Illi- 
noise  Eye  and  Ear  Infirmary  and  the  Col- 
lege of  Medicine  of  the  University  of  Illi- 
nois at  the  Medical  Center,  Chicago. 
Write  to:  The  Department  of  Otolaryn- 
gology, College  of  Medicine  of  the  Univer- 
sity of  Illinois  at  the  Medical  Center,  Post- 
office  Box  6998,  Chicago,  Illinois  60680. 

AMERICAN  ASSOCIATION  FOR  INHALA- 
TION THERAPY:  13th  Annual  Meeting 
and  Lecture  Series  — November  12-17, 
1967,  Statler  Hilton,  Los  Angeles,  Cali- 
fornia. Write  to  Executive  Secretary, 
A.A.I.T.,  332  South  Michigan  Avenue, 
Room  904,  Chicago,  Illinois  60604. 

THIRTEENTH  ANNUAL  MID  ST  ATE 
MEDICAL  CONFERENCE — Holiday  Inn, 
Kearney,  Nebraska,  November  15,  1967. 

NEUROLOGY  FOR  THE  GENERALIST 
Morning  Session 
8:45  Registration 

9:15  Opening  Remarks  — Dr.  James  W.  Peck, 
Chainnan,  Midstate  Committee 
9:20  Welcome  — Dr.  B.  M.  Stevenson,  President, 
Buffalo  County  Medical  Society 
9:30  Peripheral  Neuropathies  — Dr.  Clifford  M. 
Danneel,  Creighton  University 
10:10  Meningitis  and  Encephalitis  — Dr.  Harry  N. 
Beaty,  University  of  Washington 
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10:50  Coffee 

11:10  Epilepsy  — Dr.  Harold  A.  Ladwig,  Omaha, 
Nebraska 

11:50  Panel  Discussion: 

Multiple  Sclerosis — 

Dr.  David  McKnight,  Moderator 
Dr.  Danneel 
Dr.  Beaty 
Dr.  Ladwig 

12:30  Lunch 

Report  on  Regional  Planning,  Heart,  Cancer, 
Stroke  — Dr.  Harold  S.  Morgan,  Lincoln, 
Nebraska 

Afternoon  Session 

2:00  Strokes  — Dr.  Walter  J.  Friedlander,  Uni- 
versity of  Nebraska 

2:40  Diagnosis  of  Common  Problem  Headaches  — 
Dr.  J.  D.  Kabler,  University  of  Wisconsin 
3:20  Coffee 

3:40  Surgical  Aspects  of  Stroke  and  Headache  — 
Dr.  Louis  J.  Gogela,  Lincoln,  Nebraska 
4 :20  Panel  Discussion — 

Management  of  Headache: 

Dr.  Vernon  G.  Ward,  Moderator 
Dr.  Friedlander 
Dr.  Kabler 
Dr.  Gogela 
6:00  Social  Hour 
7:00  Banquet 

Neurologic  Illness  of  Famous  People  — Dr. 
Friendlander 

Write  to  J.  H.  Bancroft,  M.D.,  9 West 
31st  St.,  Kearney,  Nebraska. 


EASTER  SEAL  SOCIETY  (National  Society 
for  Crippled  Children  and  Adults)  — An- 
nual Convention,  November  17  and  18, 
1967,  Century  Plaza  Hotel,  Los  Angeles. 
The  address  of  the  E.S.S.  is  2023  West 
Ogden  Avenue,  Chicago,  Illinois  60612. 
Medical  and  educational  aspects  of  learning 
disorders  in  children,  recently  identified  as 
a major  handicapping  problem,  will  be  the 
subject  of  a seminar. 

UTILIZATION  REVIEW  — Second  national 
conference,  sponsored  by  the  AMA, 
planned  by  the  AMA  Council  on  Medical 
Facilities,  9 a.m.  to  5 p.m.,  Saturday,  No- 
vember 25,  1967,  Shamrock  Hilton  Hotel, 
Houston,  Texas.  The  conference  will  pre- 
cede the  AMA  Clinical  Convention,  Novem- 
ber 26-29.  Write  to:  Department  of  Hos- 
pitals and  Medical  Facilities,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 


MEDICAL  ASPECTS  OF  SPORTS,  Ninth 
National  Conference  — Houston,  Texas; 
November  26,  1967,  in  conjunction  with 
the  Annual  Clinical  Convention  of  the 
AMA,  November  26-29. 


AMERICAN  COLLEGE  OF  SURGEONS  — 
First  of  three  1968  Section  Meetings,  Dal- 
las, February  19-21,  1968.  The  address  of 
the  A.C.S.  is  55  East  Erie  Street,  Chicago, 
Illinois  60611. 


Combined  Irradiation,  Intra-Arterial  Chemo- 
therapy, and  Surgery  for  Treatment  of 
Sarcomas  of  Extremities  — R.  H.  Yone- 
moto,  R.  L.  Byron,  Jr.,  and  M.  L.  Jacobs 
(Dept  of  Surgical  Oncology,  City  of  Hope 
Medical  Center,  Duarte,  Calif).  Surgery 
61:355-360  (March)  1967. 

A total  of  50  patients  underwent  major 
amputations  for  various  sarcomas  of  the  os- 
seous and  soft  tissue  of  the  extremity.  Of 
these,  23  had  a combined  preoperative  inten- 
sive irradiation  and  intra-arterial  chemo- 
therapy prior  to  the  amputation.  Twenty- 
seven  did  not  receive  irradiation,  but  13  were 
given  intra-arterial  chemotherapy  as  an  ad- 
juvant to  surgery,  and  14  had  simple  am- 
putation or  disarticulation  without  the 
benefit  of  irradiation  or  chemotherapy.  A 
combination  treatment  consisted  of:  (1)  im- 
mediate preoperative  intensive  irradiation 
of  5,000  rads  in  five  days;  (2)  intra-arterial 
administration  of  nitrogen  mustard  during 
the  first  phase  of  surgery  with  simultaneous 
venous  occlusion;  (3)  amputation  or  dis- 
articulation. Four  of  the  16  patients  with 
osteosarcomas  treated  with  the  combined 
approach  are  living  and  well  72,  60,  38,  and 
23  months  postoperatively.  In  the  group 
which  did  not  have  irradiation,  only  one  of 
six  patients  is  alive  at  86  months.  In  20 
cases  in  which  irradiation  was  not  given, 
only  two  patients  are  alive  at  96  and  66 
months. 
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ORGANIZATIONS.  STATE ^== 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
.Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 

Milton  N.  Stastny,  M.D.,  Secy-Treas. 

3612  Cuming,  Omaha,  Nebr.  68131 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 

Robert  W.  Gillespie,  MD,  Secy.-Treas. 

500  South  17th  St.,  Lincoln,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 

Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 

Mr.  Joseph  J.  Tholt,  Executive  Director 
430  South  40th  St.,  Omaha,  Nebr. 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  M.D.,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
William  E.  Graham,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebr. 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Ralph  Paul,  M.D.,  Secretary 
Lincoln,  Nebraska 

Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD.  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


EOSES  BY  OTHER  NAMES 

As  we  are  told  quotidianly,  which  is  a 
lovely  word  we  have  never  had  a chance  to 
use  before,  “they”  are  lamenting  the  demise 
of  the  family  doctor.  A great  deal  of  think- 
ing, logical  and  semantic,  comes  with  the 
demise  and  with  the  lamentations;  he  must 
not  demise,  he  must  train  more,  he  must 
be  a specialist,  and  we  have  got  to  change 
his  name.  He  has  been  the  general  prac- 
titioner or  “GP,”  the  primary  physician,  the 
generalist,  the  family  physician,  the  family 
doctor  and  the  total-care  internist ; the  latest 
name  is  the  specialist  in  family  medicine. 
Of  course,  if  everybody  specializes,  nobody 
specializes.  We  are  interested  in  the  suc- 
cession of  titles  (“To  change  the  name,  and 
not  the  letter,”  you  know),  in  the  longer 
training,  and  in  everybody  specializing,  but 
mostly  in  the  names.  For  they  do  not  sound 
better  and  better,  not  to  our  ear;  “general 
practice”  sounds  better  to  us  than  anything 
else  we  have  heard. 

We  are  for  the  GP,  he  will  never  demise. 
We  are  proud  to  have  the  first  department 
in  the  country  right  here,  and  we  just  don’t 
think  that  changing  his  name  is  of  first- 
rate  importance.  Besides,  we  are  quite  sure 
that  his  status  needs  no  defending.  Not 
in  Nebraska. 

— F.C. 


IS  THE  AMA  OUR  UNION? 

As  we  have  said  before,  we  work  with 
our  hands;  we  are  laborers,  not  merchants. 
But  we  have  grown  weary  of  hearing  the 
hackneyed  phrase,  “The  AMA  is  your  union, 
isn’t  it?”  We  wish  it  were,  we  sure  do. 
Just  think  of  the  things  we  could  do  and 
get  if  it  were  so. 

Shorter  hours.  This  needs  no  explaining, 
not  to  a doctor.  There  are  168  hours  in  a 
week,  and  many  people  work  during  40  of 
them,  while  we  commonly  do  twice  that 
many. 

Long  vacations.  A month  off  is  common 


in  industry,  but  not  in  the  medicine  we  see 
and  know. 

Fringe  benefits.  These  are  wonderful 
things,  they  are  used  to  attract  executives, 
and  we  wish  we  had  them. 

Double  time  for  overtime. 

Strikes.  These  are  used  by  just  about 
everyone  everywhere  to  win  demands  by 
force.  They  have  been  used  half-heartedly, 
which  reduces  their  force  to  zero,  in  other 
lands,  but  American  doctors  will  submit  to 
any  indignity  and  they  will  not  strike. 

Regular  hours:  wouldn’t  that  be  some- 

thing? 

Daywork  only.  Working  in  the  middle  of 
the  night,  after  working  all  day,  can  be 
mighty  discouraging.  “Doth  God  exact  day- 
labour,  light  denied?” 

A five  day  week  and  long  weekends:  we 
might  even  get  to  see  our  family. 

Compensation. 

On-the-job-training.  We  spend  our  own 
time  and  our  own  money  in  the  training 
process. 

No  layoffs.  When  things  are  bad  finan- 
cially, they’re  bad. 

Closed  shop.  You  don’t  have  to  belong, 
but  some  95%  do. 

Early  retirement.  Now  that’s  something. 

Annual  pay  increases. 

Guaranteed  annual  income. 

Retirement  with  pay. 

There’s  just  nothing  like  being  a doctor. 
Being  unionized  has  been  an  advantage  for 
many ; being  united  may  be  good  for  doctors, 
who,  let  us  repeat,  are  laborers,  but  with- 
out these  many  benefits. 

—F.C. 


WE  WONDER  WHY 

Why  is  the  organ  removed  by  hysterec- 
tomy the  only  one  in  the  body  with  two 
names,  uterus  and  womb  ? The  thymus  may 
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be  called  the  throat  or  neck  sweetbread;  the 
pancreas  may  be  called  the  stomach  sweet- 
bread ; and  the  lungs  were  once  known  as 
the  lights,  because  they  floated;  but  these 
words  are  used  uncommonly  or  not  at  all. 
We  use  “good  old  English”  names  for  brain 
and  heart,  for  leg  and  stomach;  and  for 
eye,  ear,  nose,  and  throat,  but  we  will  not 
accept  womb,  and  we  wonder  why? 

Why  we  change  language  is  something  of 
a mystery ; a cow  is  a cow,  and  sheep,  swine, 
and  calves  are  what  we  call  sheep,  swine, 
and  calves.  But  when  we  eat  them,  we 
speak  French,  and  we  say  beef,  mutton,  pork, 
and  veal. 

Our  0 & G brethren  have  no  less  than 
three  systems  of  nomenclature:  they  reject 
womb,  they  say  uterus,  and  they  perform 
hysterectomy;  one  has  only  to  look  up  hys- 
terolith  and  uterolith.  The  organ  is  more 
fertile  than  is  generally  thought,  we  nearly 
said  conceived;  it  has  given  birth  to  a pro- 
lixity of  titles. 

Wordsworth  wrote: 

A primrose  by  a river’s  brim 
A yellow  primrose  was  to  him 
And  it  was  nothing  more. 

And  was  parodized,  and  properly: 

A primrose  by  a river’s  brim 
Primula  flava  was  to  him 
And  it  was  nothing  more. 

In  England  they  say  “womb  to  tomb.” 
Is  the  uterus  computer-ous  ? 

— F.C. 

DEAR  DOCTOR 

It  is  with  great  pleasure  that  I invite  you 
to  my  home  state  this  fall,  to  the  AMA 
Clinical  Convention  at  Houston,  November 
26-29,  1967. 

I believe  you  will  find  the  convention’s 
program  particularly  interesting;  it  offers 
refreshing  insights  into  clinical  problems  that 
you  will  find  useful  in  your  practice  or  pro- 
fessional duties. 

This  meeting  is  especially  designed  to  help 
us  keep  up-to-date  on  latest  medical  develop- 


ments. For  the  21st  consecutive  year,  the 
AMA  has  assembled  an  extensive,  well- 
rounded  program  outlining  current  know- 
ledge. 

You  will  be  impressed,  I think,  by  the 
outstanding  medical  teachers  who  have  ac- 
cepted the  invitation  of  the  Harris  County 
Medical  Society  and  the  AMA  Council  on 
Scientific  Assembly  to  participate  in  the 
scientific  program.  The  Harris  County  So- 
ciety has  done  a fine  job  in  bringing  together 
this  program. 

For  you,  the  Clinical  Convention  presents 
opportunities  for  refreshing  your  medical 
knowledge,  for  renewing  associations  with 
fellow  physicians,  and  for  catching  a breather 
from  your  busy  schedule.  It  promises  to  be 
a stimulating  four  days,  worthy  of  your 
time. 

With  my  colleagues,  the  physicians  of 
Texas  and  Harris  County,  I cordially  invite 
you  to  Houston,  a dynamic,  interesting  city 
that  you  and  your  family  will  enjoy. 

See  you  at  the  Clinical! 

Milford  O.  Rouse,  M.D. 

President 

American  Medical  Association 

ON  SEEING  THROUGH  WALLS 

I have  an  invention,  the  old  saw  goes,  for 
seeing  through  walls ; it’s  called  windows. 
Windows  were  probably  intended  to  admit 
air  and  light,  and  a view  of  the  outdoors. 
But  now  we  have  air  conditioning  and  the 
electric  light,  and  nobody  looks  outdoors. 
If  you  can  look  out,  passersby  can  look  in, 
and  privacy  ranks  above  transparency.  And 
we  continue  to  build  windows  in  all  the  walls 
of  our  houses,  and  then  to  cover  them  com- 
pletely with  drapes.  Windows  cost  a great 
deal  of  money,  walls  would  seem  to  be  sturd- 
ier without  them,  and  drapes  are  expensive. 
If  the  window  is  going  to  be  covered  with  a 
drape,  and  is  not  going  to  be  used  for  air  and 
light,  we  think  it  should  be  consigned  to  the 
relics  of  the  past. 

Shall  operating  rooms  have  windows?  We 
polled  our  surgeons  recently,  and  they  were 
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somewhat  evenly  divided,  but  vehemently  so. 
Those  who  wanted  them  feared  a sensation 
of  claustrophobia  while  operating ; others 
thought  them  a serious  distraction.  We  will 
not  take  sides  in  this  momentous  discussion. 
Looking  out  the  window  may  be  pleasant, 
and  it  may  also  be  dangerous  while  operating 
or  anesthetizing. 

But  w'e  would  like  to  see  whole  buildings, 
hospitals  too,  made  without  any  windows  at 
all,  and  some  day  to  hear  a grandchild  say, 
“What’s  a window?” 

— F.C. 


HOW  TO  SUCCEED  WITHOUT 
THINKING 

We  think  we  learn  by  theory,  but  we  really 
do  it  by  practice.  That’s  why  we  count 
cases.  Nothing  is  theoretically  obvious,  not 
even  the  consequence  of  jumping  from  a tall 
building;  we  must  leani  from  experience,  in 
this  case,  from  the  experience  of  others. 
Now,  we  don’t  think  that  anyone  who  drinks 
should  drive,  or  that  drivers  should  drink; 
it  is  theoretically  and  obviously  dangerous, 
and  we  will  not  argue  the  point.  But  we  have 
read  too  often  that  50%  of  the  drivers  in- 
volved in  accidents  had  been  drinking,  and 
that  therefore  the  whole  thing  is  dangerous. 
One  can  only  conclude  that  50%  of  the 
drivers  had  not  been  drinking,  which  reduces 
the  so-called  statistical  analysis  to  a shamb- 
les. One  article  said  “up  to  three  out  of 
five,”  which  sounds  like  the  same  50%  to 
us.  Another  reported  that  something  like 
45%  were  drinking  drivers,  and  the  con- 
clusion to  which  we  are  driven,  after  noticing 
that  more  drivers  involved  in  accidents  were 
sober  than  drunk,  is  shocking.  It  suggests, 
and  we  are  not  saying  it,  that  sobriety  may 
be  downright  dangerous. 

We  think  that  drivers  should  not  drink, 
but  we  also  think  that  silly  figures  are  why 
the  man  in  the  street  scoffs  at  statistical 
analysis  and  speaks  of  “horse  sense.”  With 
that  good  old  50%  on  your  side,  it  is  easy 
to  succeed  without  really  thinking. 

—F.C. 


Primary  Carcinoma  of  the  Gallbladder  — W. 

A.  Robertson  and  B.  B.  Carlisle  (Medical 

Arts  Bldg,  Huntsville,  Ala) . Amer  J Surg 

113:738-742  (June)  1967. 

The  signs  and  symptoms  of  carcinoma  of 
the  gallbladder  are  identical  to  those  of 
acute  and  chronic  cholecystitis.  Of  52  pa- 
tients, 32  (61%)  were  found  to  have  a mass 
in  the  right  upper  quadrant  or  hepatomegaly. 
Twenty-three  patients  (43%)  had  jaundice. 
Fifty-one  of  the  52  patients  were  operated 
upon.  At  operation  41  patients  (80%)  had 
suspected  or  obvious  carcinoma  of  the  gall- 
bladder. Ten  patients  had  occult  carcinoma, 
the  diagnosis  having  been  made  by  micro- 
scopic examination  of  the  specimen  after 
the  operation.  Thirty-one  patients  (60%) 
were  reported  to  have  gallstones.  In  19 
cases  (37%)  the  presence  or  absence  of  gall- 
stones was  not  ascertained.  Two  patients 
definitely  did  not  have  gallstones.  Of  the 
original  52  patients,  only  one  is  alive  and 
well  44  months  after  operation.  Carcinoma 
of  the  gallbladder  is  primarily  a menace  of 
the  elderly.  The  relationship  to  gallstones 
is  apparent. 


The  Doctor-Nurse  Game  — L.  I.  Stein  (Dept 
of  Psychiatry,  Univ  of  Kentucky  Medical 
Center,  Lexington).  Arch  Gen  Psychiat 
16:699-703  (June)  1967. 

Seen  in  an  interactional  framework,  the 
relationship  between  the  doctor  and  nurse 
fits  a game  model.  The  rules  of  the  game 
dictate  that  the  nurse  communicate  her  rec- 
ommendations without  appearing  to  be  mak- 
ing a recommendation  statement,  and  that 
the  physician  in  requesting  a recommenda- 
tion do  so  in  a disguised  manner.  The  re- 
wards and  punishments  for  successful  and 
unsuccessful  gamesmen  are  impressive,  as 
are  the  forces  perpetuating  the  game.  The 
underlying  attitudes  which  necessitate  the 
playing  of  the  game  have  their  genesis  in  the 
training  doctors  and  nurses  receive  in  medi- 
cal and  nursing  schools.  These  attitudes 
create  serious  obstacles  in  the  path  of  mean- 
ingful communications  between  physicians 
and  nonmedical  professional  groups. 


October,  1967 


447 


ORIGINAL  ARTICLES 


Maternal  Mortality  In  Nebraska  — 1966 


IN  1930  there  were  68  maternal 
deaths  for  every  10,000  live 
births  occuiTing  in  the  United 
States.  During  the  nineteen  twenties  there 
w'ere  150  to  200  maternal  deaths  each  year 
in  Nebraska,  a comparable  figure. 

Beginning  in  about  1935,  the  number  of 
maternal  deaths  began  to  fall  across  the 
United  States,  as  it  did  in  Nebraska,  as  a 
result  of  effective  treatment  of  the  three 
major  causes  of  maternal  mortality:  hem- 
oiThage,  infection,  and  toxemia.  The  devel- 
opment of  the  sulfa  drugs,  penicillin,  and 
other  antibiotics  made  major  contributions 
against  deaths  from  infection.  World  War 
2 brought  the  availability  and  popularity  of 
blood  transfusion,  and  there  was  increasing 
emphasis  on  more  comprehensive  prenatal 
care  and  hospital  delivery.  It  is  interesting 
that  in  1920  only  8%  of  the  babies  born  in 
Nebraska  were  born  in  hospitals.  By  1930, 
this  figure  had  increased  to  22%,  and  1940 
was  the  first  year  in  which  more  than  half 
the  babies  born  in  this  state  were  delivered 
in  hospitals.  There  were  corresponding  de- 
clines in  maternal  mortality,  so  that  the 
number  in  the  state  had  reached  75  by  1940, 
and  25  by  1950.  A progressive  decline  con- 
tinued until  1957,  when  a rate  of  4.0  per 
10,000  live  births  was  reached,  but  the  ma- 
ternal death  rate  over  the  past  ten  years  in 
Nebraska  has  remained  relatively  constant, 
there  being  an  average  of  8 to  14  maternal 
deaths  each  year.  The  rate  of  3.0  to  4.0 
per  10,000  remains  a little  above  the  na- 
tional experience  or  equal  with  it  in  most 
years. 

One  factor  contributing  to  the  decline  in 
maternal  mortality  rates  in  many  areas  of 
the  country  is  believed  to  have  been  the  in- 
stitution of  maternal  mortality  committees, 
the  first  of  which  was  formed  in  New  York 
City  in  1933.  These  committees,  which  now 
exist  in  every  state,  compile  statistics  and 
details  on  maternal  deaths,  and  in  many  in- 
stances are  able  to  use  these  for  education 
with  the  object  of  improving  maternal  care. 

The  1961  session  of  the  Nebraska  Legisla- 
ture passed  a law  making  any  reports  to  the 
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state  Maternal  and  Child  Health  Committee 
immune  from  use  in  legal  proceedings.  This 
bill  was  promoted  by  the  Maternal  and  Child 
Health  Committee  of  the  Nebraska  State 
Medical  Association. 

This  same  committee  submitted  a report  on 
maternal  death  studies  in  Nebraska  to  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  in  May,  1963,  and  this 
report,  together  with  the  questionnaire  re- 
port form  was  accepted  by  the  state  medical 
association  at  that  time.  In  1966,  for  the 
first  time,  the  Nebraska  Department  of  Vital 
Statistics  included  on  death  certificates  a 
question  regarding  pregnancy  in  the  past 
three  months,  thus  allowing  a more  accurate 
pickup  of  potential  maternal  deaths.  The 
object  of  this  current  report  is  to  summarize 
maternal  mortality  in  Nebraska  for  the 
years  1965  and  1966,  and  indicate  that  there 
may  still  be  opportunity  for  improvement. 

In  1965,  there  were  nine  maternal  deaths 
in  some  27,829  deliveries  for  a reportable 
rate  of  3.2  maternal  deaths  per  10,000  births. 
Eight  of  the  nine  deaths  were  categorized 
as  maternal  death  (occurring  during  preg- 
nancy or  within  ninety  days  of  delivery). 
State  Medical  Association  data  sheets  were 
completed  on  six  of  these  patients,  with  nar- 
rative summaries  accompanying  each  of 
these  data  sheets.  Information  was  supplied 
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from  the  respective  hospitals  in  two  addi- 
tional cases,  leaving  only  one  maternal  death 
on  which  no  information  was  available. 

Of  the  nine  deaths,  five  were  considered 
to  be  nonobstetric,  though  each  of  these 
must  technically  be  called  a maternal  death. 
Three  patients  died  of  intracranial  hemor- 
rhage due  to  spontaneous  rupture  of  a con- 
genital aneurysm.  In  each  patient,  death  oc- 
curred within  one  to  four  days  after  the 
onset  of  symptoms.  One  patient  was  deliv- 
ered by  cesarean  section  just  at  the  time 
of  death,  and  the  remaining  two  patients 
were  delivered  after  the  onset  of  symptoms, 
but  not  when  the  patient  was  in  extremis. 

A fourth  patient  died  in  her  second  month 
of  pregnancy  of  a fulminating  meningitis 
within  two  hours  of  hospital  admission.  The 
fifth  patient  died  some  six  and  one  half 
weeks  after  an  uncomplicated  delivery  with 
intractable  asthma. 

Four  deaths  were  classed  as  obstetric 
deaths,  though  one  attending  physician  chose 
not  to  return  the  maternal  mortality  study 
sheet.  The  death  certificate  in  this  case 
was  signed  out  as  pulmonary  embolism. 

One  patient  died  at  home  undelivered  after 
only  one  prenatal  examination,  but  had  an 
autopsy  diagnosis  of  toxemia  of  pregnancy. 
A second  patient  died  of  uncontrollable  post- 
partum hemorrhage.  The  third  patient  died 
apparently  of  a pulmonary  embolus  with 
associated  toxemia  nine  days  after  delivery 
and  eight  days  after  a tubal  ligation.  Each 
of  these  was  considered  to  be  a direct  ob- 
stetric death  and  from  the  available  informa- 
tion possible  preventable  factors  seemed 
present  in  each  case.  It  must  be  remem- 
bered that  possible  preventable  factors 
necessarily  include  the  ideal  in  medical  and 
hospital  facilities  as  well  as  patient-family 
cooperation. 

In  1966,  the  State  Health  Department 
identified  from  death  certificates  eight  ma- 
ternal deaths.  Studies  by  the  Committee 
disclosed  two  additional  maternal  deaths; 
one  of  these  patients  delivered  in  Nebraska 
but  died  three  weeks  later  in  an  Iowa  hos- 
pital. Of  eight  questionnaires  requesting 
information  sent  out  by  the  Maternal  Health 
Committee,  four  were  not  returned.  Since 


thi-ee  of  the  four  occurred  in  Douglas  County, 
protocols  were  presented  at  the  annual  ma- 
ternal mortality  conference  of  the  Omaha 
Obstetrical  Society.  This  represents  a rate 
of  3.9  per  10,000  live  births  based  on  an 
estimated  number  of  births  of  25,709  for 
the  year  1966. 


The  causes  of  death  were  as  follows: 

Ruptured  ectopic  pregnancy,  six  weeks 1 

Induced  abortion  with  sepsis,  27  weeks 1 

? Spontaneous  abortion  with  sepsis, 

13  weeks 1 

Premature  labor  with  sepsis,  diabetes, 

32  weeks 1 

Intrapartum  sepsis  with  prolonged  pi’e- 
mature  rupture  of  the  membrane, 

39  weeks 1 

Postpartum  hemorrhage 2 

Bacterial  meningitis,  3 weeks  postpartum 1 

Intraventricular  cerebral  hemorrhage 
from  ruptured  congenital  aneurysm, 

3 weeks  postpartum 1 

Suicide  during  pregnancy 1 


Some  of  these  deaths,  upon  review  of  facts 
available,  were  obviously  not  preventable. 
Upon  consideration  of  available  information 
by  the  Committee  it  was  believed,  however, 
that  three  of  these  deaths  would  have  been 
preventable  by  improved  physician  care,  and 
the  one  induced  abortion  and  the  other 
“spontaneous”  septic  abortion  which  may 
also  have  been  induced,  had  obvious  prevent- 
able factors  from  the  patient  standpoint. 
Seven  of  the  ten  deaths  occurred  in  Douglas 
County,  including  the  one  patient  later  dying 
in  an  Iowa  hospital,  and  three  occurred  in 
other  areas  of  the  state. 

As  has  been  true  in  other  parts  of  the 
United  States,  review  of  these  maternal 
deaths  has  been  useful  in  educational  pro- 
grams for  undergraduates  and  practitioners, 
and  in  pointing  out  medical  problem  areas. 
The  leading  cause  of  maternal  mortality  in 
our  largest  cities  has  recently  become  sepsis, 
usually  associated  with  induced  abortion. 
This  has  not  been  a prevalent  problem  in 
most  years,  and  it  is  disturbing  to  see  the 
1966  trend  with  two  septic  abortion  deaths, 
and  two  additional  late  pregnancy  sepsis 
deaths  associated  with  premature  rupture 
of  the  membranes. 

The  Committee  hopes  to  report  annually 
on  Nebraska  maternal  mortality  to  the  physi- 
cians of  the  state.  It  is  obvious  that  the 
“irreducible  minimum”  has  not  yet  been 
reached. 
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Future  Plans  in  Space  Medicine* 


This  portion  of  the  symposium 
will  primarily  discuss  the 
manned  space  flight  program 
that  will  follow  the  lunar  flight,  the  Apollo 
Applications  Program.  Before  we  look  at 
the  future  I would  like  to  mention,  briefly, 
the  problem  of  back  contamination,  a term 
used  in  reference  to  the  possible  contam- 
ination of  this  planet  by  returned  lunar  ma- 
terial. 

Our  present  knowledge  of  the  lunar  en- 
vironment suggests  a very  low  probability 
of  the  existence  of  life  forms  as  we  know 
them,  yet  it  provides  no  information  that 
can  assure  the  absence  of  life.  In  spite  of 
these  low  probabilities,  the  return  of  men 
and  samples  from  the  surface  of  a foreign 
celestial  body  involves  some  finite  risk  of 
back  contamination  which  could  be  poten- 
tially harmful  to  the  terrestrial  biosphere. 
Furthermore,  unless  the  samples  are  handled 
with  great  care  and  returned  in  a pristine  or 
near  pristine  state,  a considerable  quantity 
of  scientific  data  could  be  lost  or  compro- 
mised. To  cope  with  this  problem  we  are 
constructing  at  Houston,  a Lunar  Receiving 
Laboratory,  the  objectives  of  which  are 
shown  on  this  figure.  (Figure  1). 

Following  recovery,  the  spacecraft,  astro- 
nauts, returned  lunar  samples,  and  other 
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mission-related  equipment  will  be  delivered 
to  the  Lunar  Receiving  Laboratory  now  be- 
ing constructed  at  Houston,  by  the  most 
expedient  means  of  water,  air,  and  land 
transportation  without  degradation  to  the 
isolation  and  containment  requirements. 
(Figure  2).  The  figure  now  showing  is  an 
artist’s  concept  of  what  the  Lunar  Receiving 
Laboratory  will  look  like  in  an  external  view. 
Construction  will  be  completed  some  time 


Figure  1 

LRL  Objectives 

• TO  PROTECT  THE  PUBLIC'S  HEALTH,  AGRICUL- 
TURE, AND  OTHER  LIVING  RESOURCES. 

• TO  PROVIDE  LUNAR  SAMPLE  DISTRIBUTION 
TO  APPROVED  SCIENTIFIC  INVESTIGATORS. 

• TO  PRESERVE  THE  SCIENTIFIC  INTEGRITY  OF 
THE  SAMPLES  AT  ALL  TIMES. 

NASA  MM66-6515 
3-30-66 

•Presented  before  the  Nebraska  State  Medical  Association, 
Omaha,  Nebraska.  May  3,  1967. 


Figure  2 

LRL  PERSPECTIVE 
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in  August  of  this  year.  The  facility  is  being 
developed  as  a single  integrated  building, 
based  on  the  concept  that  containment  would 
be  more  effective  under  such  a construction 
plan  that  in  a series  of  separate  buildings. 
The  next  figure  shows  the  functional  design 
of  the  laboratory.  (Figure  3). 

Radiation  counting.  It  is  anticipated  that 
the  levels  of  radioactivity  in  the  lunar  sam- 
ples may  be  comparable  to  the  low  levels 
found  in  meteorites.  In  addition,  many  of 
the  radioactive  isotopes  in  the  lunar  samples, 
induced  by  cosmic  radiation,  will  decay  with 
short  half-lives.  Consequently,  because  of 
the  time  dependency  factor,  a counting  lab- 
oratory capable  of  measuring  rapidly  such 
low  activities  is  integral  to  the  facility. 

The  support  laboratory  combines  all  of  the 
laboratory  equipment  and  biological  species 
necessary  to  support  quarantine  testing,  i.e., 
germ  free  plants  and  animals,  normal  plants 
and  animals,  tissue  cultures,  marine  life,  and 
so  on. 

The  administrative  area  supports  not  only 
the  permanent  staff  but  provides  limited 
space  for  visiting  scientists  who  will  accom- 
plish certain  time  dependent  studies  during 
the  quarantine  period. 


The  creiv  reception  area  provides  for  a 
complete  medical  facility  for  the  astronaut 
pre  and  post  flight  medical  studies  and  is 
included  within  the  biological  barrier.  Con- 
trolled access,  sterilization  systems  for  liquid 
and  gaseous  effluents  provide  two  directional 
isolation  until  release  certification  has  been 
recommended. 

The  sample  laboratory  provides  two-direc- 
tional isolation  with  the  primary  barrier  be- 
ing cabinets;  the  building  serving  as  a sec- 
ondary barrier  through  controlled  access. 
This  area  is  somewhat  unique  in  that  it 
combines  the  containment  technologies  of 
product  protection  with  that  of  personnel 
protection  and  requires  the  degree  of  pri- 
mary two-way  isolation  to  be  absolute.  The 
initial  gross  sample  examinations  — de- 
tailed microscopic  and  limited  petrogi’aphic 
and  minerologic  — will  be  obtained  here. 
Also  all  biosamples  will  be  prepared  and 
studies  for  back  contamination. 

The  vacuum  area  is  indeed  unique.  To 
satisfy  the  several  carefully  controlled  con- 
tainment conditions  as  well  as  the  rigorous 
requirements  to  protect  the  integrity  of  the 
samples  during  unpackaging,  cataloging, 
preliminary  scientific  investigations,  time 
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dependent  experiments,  and  repackaging  to 
satisfy  the  needs  of  each  principal  investi- 
gator require  remote  manipulations  in  many 
instances  to  be  accomplished  under  hard 
vacuum.  Such  performance  requirements 
and  special  handling  defines  a vacuum  fa- 
cility not  found  in  any  existing  facilities. 
It  will  operate  at  essentially  10-®  torr. 

There  is  also  incorporated  into  the  facility 
a gas  analysis  laboratory  for  return  con- 
tainers. The  studies  here  are  again  time  de- 
pendent and  are  important  in  determining 
lunar  atmosphere,  geochemical  history,  sam- 
ple volatility,  and  the  amount  of  earth  at- 
mospheric contamination,  if  any. 

Biological  barriers  will  be  maintained  at 
all  times  so  that  after  each  component  of 
the  mission  is  inside  the  facility  there  will 
be  validity  and  interpretability  to  the  physi- 
cal and  biological  procedures  developed  for 
sample  and  astronaut  release  certification. 
The  Code  of  Federal  Regulations  clearly 
identifies  the  regulatory  agencies  of  govern- 
ment whose  responsibility  it  is  to  protect 
the  public’s  health,  agriculture,  and  other 
living  resources.  With  the  full  cooperation 
of  the  Secretaries  of  Agriculture  and  In- 
terior and  the  Surgeon  General  of  the  Pub- 
lic Health  Service,  an  Interagency  Commit- 
tee on  Back  Contamination  functions  as  an 
advisoiy  and  policy  body  for  sample  certifi- 


cation and  release  to  the  Administrator  of 
NASA. 

A series  of  sensitive  and  specific  tests  will 
be  accomplished  during  the  approximate  30- 
day  quarantine  to  assure  the  protection  of 
the  public’s  health,  agriculture,  and  other 
living  resources.  Once  these  statutory  re- 
quirements have  been  met,  the  samples  will 
then  be  conditionally  or  unconditionally  re- 
leased to  qualified  investigators  throughout 
the  world. 

While  chances  of  contamination  appear 
remote,  our  concern  is  real.  Provisions  are 
being  made  which  will,  in  our  opinion  and  in 
the  opinion  of  the  regulatory  agencies,  sat- 
isfactorily contain  the  problem. 

Our  follow-on  program  to  the  lunar  land- 
ing is  the  Apollo  Applications  Program.  We 
are  fortunate  that  Apollo  developed  hard- 
ware that  is  economically  adaptable  to  other 
needs  and  it  is  the  intent  of  the  Applications 
program  to  exploit  this  capability.  We  will 
be  able  to  place  large  amounts  of  equip- 
ment in  orbit,  keep  in  there  for  long  periods 
of  time,  revisit  it,  resupply  it,  and  modify 
it  to  meet  future  requirements. 

Basically,  the  Apollo  Program  developed 
two  flight  vehicles.  (Figure  4).  The  Saturn 
I and  the  Saturn  V.  The  Saturn  I has 
flown  on  several  occasions  and  is  scheduled 
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to  launch  the  first  manned  flight  of  the 
Apollo  series.  Saturn  V is  scheduled  for  its 
first  flight  this  summer,  and  when  proven 
will  be  the  vehicle  that  will  launch  the  lunar 
flight. 

For  Apollo  applications,  using  this  Apollo 
developed  equipment,  two  alternatives  are 
open.  First,  the  equipment  can  be  used  es- 
sentially as  developed  and  flight  program 
modified  to  meet  a specific  objective.  For 
example:  longer  stay  in  orbit;  or  secondly, 
the  equipment  itself  can  be  modified  which 
will  allow  for  a much  more  diversified  pro- 
gram of  greater  scientific  interest. 

It  is  the  second  alternative  that  is  par- 
ticularly attractive  to  those  concerned  with 
the  Apollo  Applications  Program  and  I 
would  direct  your  attention  to  a common 
segment  or  stage  of  both  the  Saturn  I and 
the  Saturn  V,  The  S-IVB  stage.  It  is  shown 
in  more  detail  on  the  following  illustrations. 
(Figure  5 and  figure  6). 

In  normal  lunar  flight  the  S-IVB  (Saturn 
I second  stage)  is  discarded  in  space  after 
it  has  served  its  primary  purpose  of  furnish- 
ing 200,000  pounds  of  thrust  to  the  Com- 
mand and  Service  Modules  of  the  space- 


craft. In  the  Apollo  Applications  concept, 
this  empty  tankage  will  not  be  discarded 
but  will  be  used  as  a primary  element  of  an 
orbital  space  work  shop.  Prior  to  launch, 
the  interior  of  the  tankage  will  be  modified 
and  certain  structural  elements  required  for 
the  work  will  be  installed.  Following  orbi- 
tal insertion  the  tank  will  be  vented,  follow- 
ing which  it  will  be  mated  with  the  normal 
Apollo  Command  and  Service  Module 
through  the  use  of  an  air  lock  or  docking 
adaptor  that  will  carry  an  environmental 
control  system  and  the  gaseous  stores  neces- 
sary to  repressurize  the  S-IVB  tank.  Thus 
there  will  be  created  in  space  a 10,000  cubic 
foot  enclosed  area,  pressurized  at  5 psi, 
containing  a two  gas  atmosphere  in  which 
man  will  be  able  to  work  and  live. 

Successful  completion  of  this  orbital  work- 
shop will  provide  the  space  program  with 
several  important  advantages.  It  provides 
an  early  capability  for  a large,  controlled 
environment  to  evaluate  human  perform- 
ance and  secure  engineering  data  for  future 
subsystem  designs  for  both  manned  and  un- 
manned spacecraft.  It  enables  low-cost  de- 
sign validation  and  checkout  of  equipment 
requirements  for  long  tenn  habitability  in 


Figure  5 
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zero  gravity.  ^Minimal  new  development  will 
be  required  allowing  basic  exploration  of 
space  station  requirements  within  a reason- 
able funding  level.  Finally,  this  large  pro- 
tected volume  in  space  can  supplement  a 
more  sophisticated  system  for  special  pur- 
poses, such  as  biomedical  experiments  and 
protected  tests  of  complete  extravehicular 
operations. 

It  is  planned,  during  the  beginning  of 
1969,  to  start  operating  the  workshop,  first 
for  periods  of  30  to  45  days,  increasing  the 
length  by  increments  until  we  will  be  able 
to  keep  man  in  space  up  to  one  year.  Slow- 
ly man  and  equipment  will  be  qualified  for 
planetary  flights  of  the  future. 

Obviously,  such  a system  has  great  poten- 
tial for  medical  investigation  and  it  is  our 
intention  to  develop  and  exploit  this  poten- 
tial through  an  extensive  program  of  experi- 
ments. 

The  objectives  of  the  medical-behavioral 
experiments  program  are  shown  on  the  next 
figure.  (Figure  7).  The  first,  that  of  pro- 
viding information  to  support  man  on  pro- 
gressively longer  duration  missions,  con- 
sists of  four  objectives  which  were  equally 


applicable  to  Gemini  and  Apollo.  The  Apollo 
Applications  Program  provides  the  oppor- 
tunity to  expand  inflight  investigation  to 
accommodate  the  second  objective,  that  of 
contributing  information  significant  to  sci- 
entific disciplines  concerned  with  studies  of 
human  function. 

Figure  7 

Objectives  Medical-Behavorial 
Experiments 

I.  PROVIDE  INFORMATION  TO  SUPPORT  MAN 

IN  SPACE 

1.  Determine  the  effects  of  space  flight  on 
man  and  time  course  (specific  and  sur- 
vey evaluations). 

2.  Determine  the  mechanisms  by  which 
these  effects  are  manifested. 

3.  Determine  means  of  predicting  the  on- 
set and  severity  of  these  effects. 

4.  Determine  the  most  effective  and  prac- 
tical means  by  which  untoward  effects 
can  be  prevented  or  corrected. 

II.  PROVIDE  INFORMATION  OF  SCIENTIFIC 

VALUE  ON  HUMAN  FUNCTION  TO  THE 

FIELD  OF  ENVIRONMENTAL  PHYSIOLOGY 

AND  PSYCHOLOGY  TO  CLINICAL  MEDICINE. 

NASA  MAA66-6113 
6-8-66 
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The  projected  medical  program  has  been 
developed  over  a period  of  years  by  the 
NASA  staff  working  closely  with  other  gov- 
ernment agencies,  universities,  industry,  the 
Space  Science  Board  of  the  National  Acad- 
emy of  Sciences,  and  the  President’s  Sci- 
ence Advisory  Committee.  The  program  has 
been  broken  down  into  eight  functional 
areas  of  investigation  (Figure  8)  and  23 
representative  experiment  packages  have 
been  identified  for  investigation.  (Figure 
9 and  Figure  10). 

Fig^lre  8 

Areas  of  Body  Function  To  Be 
Investigated;  AAP  Medical- 
Behavioral  Experiments 

1.  NEUROLOGICAL 

2.  CARDIOVASCULAR 

3.  RESPIRATORY 

4.  METABOLIC  and  NUTRITIONAL 

5.  ENDOCRINE 

6.  HEMATOLOGICAL 

7.  MICROBIOLOGICAL  and 
IMMUNOLOGICAL 

8.  BEHAVIORAL 

NASA  /VUV\66-6112 
6-8-66 

Figure  9 

Tentative  In-Flight  Medical  and 
Behavioral  Experiments  for  Apollo 
Applications  Program 

EXPER.  NO.  SHORT  TITLE 

BEHAVIORAL 

0201  Astronaut  In-Flight  Performance-.  Sensory- 
Perceptual  Processes 

0202  Astronaut  In-Flight  Performance:  Psycho- 
motor Functioning 

0203  Astronaut  In-Flight  Performance:  Higher 

Mental  Functions 

NEUROLOGICAL 

0101  Assessment  of  Changes  in  Sensitivity  of 
the  Otolith  Mechanism 

0102  Effects  of  Rotation  in  Weightless  and  Ro- 
tating Vehicle  on  Semi-Circular  Canal 
Functions 

CARDIOVASCULAR 

0103  Response  of  Human  Circulatory  Dynamics 
to  Provocative  Testing 


0104  Exercise  (Work)  Capacity  and  Circulatory 
Responses  to  Exercise 

0105  Changes  in  Blood  Volume  and  Other 
Body  Fluid  Compartmental  Volumes 

0106  The  Effect  of  Prolonged  Space  Flight  Caro- 
tid Baroreceptor  Reflexes  and  Arteriolar 
Reactivity 

0107  Alterations  in  Venous  Compliance  Re- 
sulting From  Absence  of  Hydrostatic 
Pressure 

0108  Evaluation  of  Countermeasures  to  Prevent 
Circulatory  Reflex  Changes 

NASA  AAM66-7517 
6-8-66 


Figure  10 

Tentative  In-Flight  Medical  and 
Behavioral  Experiments  for  Apollo 
Applications  Program 
(cont'd) 

EXPER.  NO.  SHORT  TITLE 

RESPIRATORY 

0109  Assessment  of  Mechanics  of  Breathing 

01  10  Determination  of  the  Effects  of  Prolonged 
Space  Flight  on  Pulmonary  Gas  Exchange 

METABOLIC 

01  1 1 Evaluation  of  Muscle  Mass  and  Strength 
in  Relationship  to  Confinement  and 
Weightlessness 

0112  Study  of  Mineral  Metabolism  in  Man 
During  Prolonged  Space  Flight 

0113  Assessment  of  Nutritional  Status  of  Man 
During  Prolonged  Space  Flight 

0114  Gastrointestinal  Motility  and  pH 

0115  Study  of  Thermal  Regulation  in  Man  Dur- 
ing Prolonged  Space  Flight 

ENDOCRINE 

0117  Effects  of  Prolonged  Space  Flight  on  Hu- 
man Neuro-Endocrine  Function 

HEMATOLOGICAL 

0118  Dynamics  of  Human  Hemic  Cell  Prolifera- 
ation  Distribution  and  Destruction 

0119  Human  Hematological  Defenses  in  Pro- 
longed Space  Flight 

0120  Hemostasis 

MICROBIOLOGICAL 

0121  Microbiological  Evaluations  (Nose,  Mouth, 

Throat,  Skin,  G.l.  Tract) 

NASA  MAA66-7517A 
6-8-66 
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A program  of  this  magnitude  is  an  ambi- 
tious undertaking  and  to  have  any  chance 
for  successful  completion,  advantage  must  be 
taken  of  the  most  modern  techniques  and 
technology’. 

Approximately  16  months  ago,  we  com- 
pleted an  industry  study  which  evaluated 
the  possibility  of  constructing  a flight  sys- 
tem which  optimized  equipment  and  crew 


time  commonality.  This  slide  shows  a mock- 
up  of  a conceptual  system  mounted  in  the 
ascent  stage  of  the  Lunar  Module.  (Figure 
11). 

We  are  now  proceeding  with  the  final  def- 
inition, and  the  design  and  development  of 
an  Integrated  Medical  and  Behavioral  Lab- 
oratory Measurement  System,  modular  in 
form,  to  give  a maximum  degree  of  program 


Figure  11 
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flexibility.  We  currently  envision  this  sys- 
tem as  consisting  of  four  elements  and  that 
each  element  will  contain  a relatively  dis- 
crete measurement  capability  in  the  follow- 
ing areas:  physiological,  biochemical,  per- 
formance, and  data  management  and  dis- 
play. We  have  utilized  the  23  representative 
measurement/experiment  packages  to  size 
the  capacity  and  versatility  of  the  system. 
The  design  concept  includes  sufficient  flexi- 
bility within  the  system  so  that  it  can  be 
mounted  aboard  any  of  the  candidate  car- 
riers, eg.,  the  Lunar  Module,  Refurbished 
Command  Module,  Orbital  Workshop,  air 


lock,  or  any  other  vehicle  of  necessary  mini- 
mal volume.  We  plan  to  have  the  system 
available  for  flight  during  one  of  the  lat- 
ter Apollo  Applications  Program  scheduled 
missions. 

In  summary,  I have  attempted  to  give 
you  a brief  overview  of  the  Apollo  Applica- 
tions Program  and  our  plans  for  medical 
and  behavioral  investigation.  I have  no  con- 
clusions. We  are  faced  with  a most  diffi- 
cult task  from  which  we  must  derive  under- 
standing and  basic  knowledge  if  man  is  in- 
deed someday  going  to  visit  and  study  the 
planets. 


Bleeding  Tendency  Associated  With  Plasma 
Expanders  — S.  Gollub,  C.  Schaefer,  and 
A.  Squitieri  (St.  Barnabas  Hosp,  New 
York).  Surg  Gynec  Obstet  124:1203-1211 
(June)  1967. 

The  bleeding  tendency  produced  by  colloid 
plasma  expanders  was  systematically  invest- 
igated by  means  of  a canine  experimental 
model.  With  120  dogs  divided  into  groups 
of  six,  graded  amounts  of  shed  blood  were 
replaced  with  various  fluids,  such  as  blood, 
crystalloid  solution,  and  colloid  solutions. 
The  parameters  studied  included  24-hour 
mortality  rates,  blood  volumes  and  hemato- 
crits, lymph  flow,  bleeding  times,  and  inci- 
sional re-bleeding.  In  the  surgical  animal, 
replacement  of  20%  or  more  blood  volume 
with  colloid  plasma  expanders  produced  a 
significant  bleeding  tendency.  The  bleeding 
tendency  was  manifested  by  defective  he- 
mostasis to  newly  inflicted  wounds  as  well 
as  the  renewal  of  bleeding  from  wounds  pre- 
viously dry.  There  was  no  significant  dif- 
ference between  dextran,  1 o w molecular 
weight  dextran,  and  the  new  colloid  expander 
hydroxyethyl  starch. 


Fibrinolytic  Treatment  of  Rheumatoid  Ar- 
thritis With  Phenformin  Plus  Ethyles- 
trenol  — G.  R.  Fearnley  and  R.  Chakra- 
barti  (Gloucester  St,  Painswick,  Glouces- 
ter, England).  Lancet  2:757-760  (Oct  8) 
1966. 

On  the  hypothesis  that  persistence  of  fi- 
brin is  of  pathogenic  importance  in  chronic 
inflammation,  20  outpatients  with  moder- 
ately severe  rheumatoid  arthritis  were 
treated  for  5 to  14  months  with  a combina- 
tion of  fibrinolytic  drugs,  phenformin  plus 
ethylestrenol.  Twelve  (60%)  of  the  pa- 
tients had  worthwhile  clinical  improvement 
with  appreciable  reduction  of  erythrocyte 
sedimentation  rate,  plasma  fibrinogen,  and 
blood  clot  lysis  times,  the  laboratory 
changes  tending  to  precede  clinical  improve- 
ment. Interruption  of  treatment  was  at- 
tended by  laboratory  relapse.  Side  effects 
were  mainly  transient  or  not  serious.  The 
pattern  of  change  suggests  that  fibrinolytic 
drugs  promote  improvement  in  rheumatoid 
arthritis  by  hastening  removal  of  fibrin,  and 
elevation  of  plasma  fibrinogen  may  be  an 
essential  feature  of  this  disease. 
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Heart  Via  TV,  Current  Cardiology, 
A Monthly  Program  for  Physicians 


All  doctors  need  to  know  more  a- 
bout  heart  and  vascular  diseases, 
which  together  kill  more  persons 
than  all  other  causes  combined.  To  bring 
such  knowledge  and  skills  “close  to  home,” 
the  Nebraska  Heart  Association  last  spring 
began  a series  of  hour  long  conferences  for 
all  Nebraska  physicians  on  the  Educational 
Television  Network.  Each  physician  has  re- 
ceived a card  each  month  announcing  which 
station  would  carry  the  program  in  his  area 
and  at  what  time.  The  programs  usually  be- 
gin five  minutes  after  the  station  “signs  off,” 
and  are  not  announced  to  the  public. 

Each  month  a new  program  has  been 
given.  So  far,  rheumatic  fever,  congenital 
heart  disease,  cardiopulmonary  resuscitation 
for  cardiac  arrest,  hypertension,  coronary 
care  units,  and  surgical  revascularization 
have  been  discussed.  Arrhythmias  will  be 
the  subject  in  October.  Future  progi’ams 
will  include  the  management  of  stroke, 
auscultation  of  the  heart,  and  the  care  of  the 
patient  with  peripheral  vascular  disease. 
There  is  a plan,  during  a five  minute  period 
on  each  program,  to  dispense  a capsule  of  the 
latest  heart  research  information. 

The  Professional  Education  Committee  of 
the  Nebraska  Heart  Association,  whose  chair- 
man is  Dr.  Paul  Mooring,  deserves  much  of 
the  credit  for  this  important  step  in  contin- 
uing education.  The  next  step  is  up  to  the 
doctors  themselves,  to  remember  to  turn  off 
the  entertainment  and  listen  at  the  sched- 
uled time.  How  many  of  our  1500  doctors 
view  it?  No  one  knows  now,  though  it  is 


ROBERT  L.  GRISSOM,  M.D.’ 


hoped  by  future  sampling  among  doctors, 
to  get  a reliable  estimate. 

Suggestions  and  comments  are  needed  and 
should  be  sent  to  the  Nebraska  Heart  As- 
sociation. 

The  program  has  had  a meager  budget. 
None  of  the  professional  participants  has 
been  paid;  WOW  TV  has  contributed  its 
equipment  and  studio  and  technical  assist- 
ance in  recording  the  video  tape;  Mrs.  Reba 
Benschoter  of  the  Audio-visual  Department 
at  the  Nebraska  Psychiatric  Institute  has 
been  the  program  director.  The  Nebraska 
Heart  Association  has  paid  for  some  of 
the  supplies  and  some  pharmaceutical  com- 
panies have  paid  the  rest.  A good  produc- 
tion always  means  hard  work. 

This  will  surely  be  viewed  by  persons  in 
other  areas  as  a pilot  program.  Possibilities 
for  expansion  to  diabetes  or  rheumatism  or 
cancer  are  at  hand,  though  a sponsor  is 
needed.  Even  two  way  TV  may  be  possible 
on  a state-wide  basis  soon.  Two  way  TV 
is  now  used  between  the  Nebraska  Psychiat- 
ric Institute  and  the  Norfolk  State  Hospital. 

What  do  you  do  if  you  lose  your  announce- 
ment card?  Look  in  your  state  jounial 
under  the  section  on  Medical  News.  It  will 
be  there. 

♦University  of  Nebraska  College  of  Medicine. 


Progestin  Therapy  of  Breast  Cancer:  Com- 
parison of  Agents  — B.  A.  Stoll  (Cancer 
Institute,  Melbourne).  Brit  Med  J 3:338- 
341  (Aug  5)  1967. 

The  effect  of  representatives  of  the  three 
major  groups  of  synthetic  progestins  is  com- 


pared on  metastatic  soft-tissue  growth  of 
breast  cancer  in  postmenopausal  females.  Ob- 
jective regression  of  soft  tissue  tumor  was 
noted  in  12  out  of  65  patients  treated  for 
two  months  or  longer.  In  addition,  a corti- 
costeroid-like effect  of  one  of  the  agents  up- 
on breast  cancer  is  noted. 
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From  Your  President  — 


CIVIC  PARTICIPATION 

At  the  Communications  Institute  held  in 
Chicago  August  24th  and  25th,  1967,  our 
AMA  president.  Dr.  Milford  0.  Rouse  dis- 
cussed a subject  which  I have  considered 
many  times  in  the  past,  “Civic  Participa- 
tion.” It  merits  the  consideration  of  every 
Medical  Association  member.  It  is  no  longer 
sufficient  for  the  modern  physician  to  simp- 
ly practice  medicine  as  an  isolated  individual. 
It  is  no  longer  sufficient  for  him  to  practice 
and  be  active  in  his  professional  societies. 
He  must  also  interest  himself  in  the  civic  and 
social  affairs  in  the  community  in  which  he 
lives  as  well  as  the  affairs  of  the  county  and 
state  in  which  he  resides. 

Service  to  our  communities  can  be  accomp- 
lished in  many  ways.  In  return,  many  bene- 
fits can  accrue  to  us  as  individuals  and  as 
members  of  organized  medicine.  Member- 
ship on  city  councils,  boards  of  education. 
Boy  Scout  Boards,  county  and  state  advisory 
councils  and  in  civic  clubs,  service  clubs, 
interprofessional  organizations  as  well  as 
voluntary  health  organizations,  yes,  even  ac- 
tive work  in  political  parties  serves  to  broad- 
en the  physicians  scope  of  influence.  In  the 
process,  he  lends  his  considerable  talents  to 
the  needs  of  these  organizations  and  also 
heightens  his  stature  in  the  Community. 

Too  long,  the  physician  has  been  content 
to  stand  aloof  from  the  layman  except  to 
treat  him  as  a patient.  By  serving  with 
him  on  boards  and  councils,  or  meeting  him 
at  social  functions  this  barrier  is  broken. 
The  friendship  which  results  leads  to  mutual 
understanding  and  respect  for  one  another 
other  than  on  professional  grounds.  The 
doctor  becomes  another  ordinary  human  be- 
ing with  problems  not  unlike  most  other 
people.  He  is  now  in  position  to  enlist  the 
help  of  his  friend  in  solving  his  problems 
just  as  he  has  helped  to  solve  the  problems 
of  the  community. 

We  physicians  tend  to  feel  that  we  stand 
alone  in  our  fight  against  government  en- 
croachment upon  our  freedoms.  To  the  con- 
trary, there  are  many  other  segments  of 
our  citizenry  who  are  just  as  concerned.  The 


other  professions,  business  organizations  and 
farmers  organizations  especially  are  strug- 
gling with  the  same  problems  as  we.  Each 
organization  seems  to  seek  solutions  only 
within  its  own  ranks,  when  truly  each  should 
be  enlisting  the  help  of  the  other.  Inter- 
communication among  members  of  such  or- 
ganizations as  they  serve  in  community 
groups  promotes  understanding  of  one  for 
the  other  and  with  mutual  understanding 
cooperation  is  sure  to  follow. 

If  we  physicians  will  become  active  com- 
munity leaders  and  cement  our  relationships 
locally  this  cannot  help  but  to  carry  up  to 
county,  state,  and  national  medical  associa- 
tions. That  is  to  say,  it  will  help  our  organi- 
zations if  we  ourselves  will  believe  in  and 
support  those  organizations.  I make  the 
latter  statement  because  I have  heard  too 
often  that  the  patient  reveres  his  own  doctor, 
but  has  little  regard  for,  or  outright  hostility 
to,  organized  medicine,  especially  the  AMA. 
This  feeling  should  be  corrected  by  letting 
the  patient  know  that  you,  the  physician, 
and  215,000  other  doctors  just  like  you,  are 
the  AMA. 

In  conclusion,  I urge  each  member  to  con- 
sider civic  participation.  It  is  time  consu- 
ming, but  often  fun,  and  always  rewarding. 
And  finally,  to  quote  Dr.  Rouse,  the  question 
boils  down  to  this  one:  “Not — can  we  take 
the  time  to  do  a civic  job?”  but,  “can  we 
possibly  afford  not  to  do  so?” 

ROBERT  J.  MORGAN,  M.D. 


Automatic  Peritoneal  Dialysis  System  — G. 
A.  Coles  (The  Welsh  National  School  of 
Medicine,  Medical  Unit,  The  Royal  In- 
firmary, Cardiff,  England),  J.  K.  H.  Rees, 
and  J.  Agosti.  Lancet  1:1303-1304  (June 
17)  1967. 

An  automatic  peritoneal  dialysis  system 
has  been  safely  used  in  50  dialyses  in  16  pa- 
tients. Besides  the  usual  advantages  of 
automatic  dialysis,  the  system  described  has 
disposable  sterile  equipment  and  makes  use 
of  dialysis  fluid  which  can  be  prepared 
cheaply. 
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Radiologic  Findings  in  the  Respiratory 
Distress  Syndrome 


WHEN  examining  radiographs  of 
the  chest  in  infants  and  chil- 
dren, the  radiologist  goes 
through  a mental  check  list  of  conditions 
that  must  be  operational  before  he  gives  a 
free  rein  to  his  analj^sis  of  the  films  and 
he  must  have  an  alternate  interpretation 
ready  when  conditions  change  (i.e.,  clinical 
information).  This  is  what  all  responsible 
airline  pilots  do  before  taking  off  with  their 
human  cargo.  We  must  discipline  ourselves 
along  similar  lines.  Technical,  emotional, 
and  physical  factors  influence  our  analysis. 

Technical 

It  goes  without  saying  that  over-penetrated 
or  underpenetrated  films  should  never  be 
interpreted.  Good  films  can  be  obtained, 
using  modern  equipment  and  well-trained 
pediatric  X-ray  technicians.  One  of  our 
greatest  problems  is  to  get  a film  of  the 
chest  in  deep  inspiration. 

Ten  years  ago  Dr.  George  Barnes  and  I 
became  interested  in  the  incidence  of  pneu- 
mothorax and  pneumomediastinum  in  wom- 
en following  delivery.  It  was  decided  to 
take  cross-table  laterals  with  the  patient 
supine,  since  small  amounts  of  air  would 
better  be  demonstrated  in  this  manner.  Our 
failure  to  use  this  technique  in  newborns 
suffering  from  respiratory  distress  is  in- 
explicable, except  on  the  basis  of  stupidity. 
In  September,  1966,  Scott  Dunbar,  pediatric 
radiologist  at  Montreal  Children’s  Hospital 
reported  on  his  study  using  this  technique. 
The  striking  and  puzzling  discrepancy  be- 
tween the  clinical  and  roentgenographic 
evaluation  of  pneumothorax  and  pneumo- 
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mediastinum  was  clarified.  Since  that  time 
we  have  routinely  used  the  cross-table  later- 
al in  all  cases  of  respiratory  distress,  but 
we  have  NOT  had  a single  case  of  pneumo- 
thorax in  the  newborn.  However,  we  had 
many  instances  of  pneumomediastinum,  some 
symptomatic  and  others  asymptomatic. 

Emotional  Factors 

All  of  us  when  confronted  with  an  infant 
having  respiratory  distress,  immediately 
think  of  the  lungs  as  being  the  cause  and 
turn  to  the  radiologist  for  help.  We  forget 
to  think  in  terms  of  acidosis,  brain  damage, 
anomalies,  etc. 

Physical  or  Physiological  Factors 

There  are  two  types  of  extreme  tracheal 
narrowing:  (1)  high  inspiratory  and  (2) 

lower  expiratory.  In  the  high  inspiratory 
“collapse”  or  narrowing,  the  patients  had 
laryngeal  obstruction  of  one  type  or  another 
(hemangioma  of  larynx,  redundancy  of  epi- 
glottic folds,  infantile  or  hypoplastic  larynx). 
The  mechanism  should  be  likened  to  a check 
valve  operative  on  inspiration. 

In  the  lower  expiratory  “collapse”  the  con- 
dition has  as  its  basis  a partial  peripheral 
airway  block;  i.e.  bronchiolitis,  asthmatic 
bronchitis,  or  a combination.  The  collapse 
lasts  through  the  major  portion  of  the  final 
expiratory  phase. 

Presented  during  annual  session  of  Nebraska  State  Medical 
Association,  May,  1967  ; slides  were  shown,  but  were  not 
available  for  publishing. 
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T'Ain't  So! 


The  approach  of  Community 
Health  Week  (October  15-21, 
1967)  focuses  attention  on  the 
need  for  additional  health  workers.  There 
is  scarcely  a single  health  career  where  the 
“Help  Wanted”  sign  isn’t  up,  as  communi- 
ties, hospitals,  and  research  projects  make 
do  with  what  workers  they  have,  or  steal 
short-in-supply  talent  from  each  other. 

In  spite  of  the  wealth  of  information  on 
health  careers  available,  there  are  still  a num- 
ber of  misconceptions  current  about  health 
careers.  I would  like  to  address  myself  to 
some  of  them: 

1.  “Entering  a health  career  means  being 
a physician  or  nurse.” 

Not  so!  Out  of  every  one  hundred  health 
workers,  only  nine  are  physicians.  Thirty- 
seven  of  these  hundred  workers  are  in  other 
kinds  of  professional  and  technical  work, 
about  the  same  number  are  in  service  and 
maintenance  occupations,  and  the  remaining 
seventeen  persons  are  administrative  and 
office  workers. 1 

There  are  over  two  hundred  job  classifi- 
cations in  the  health  careers  field,^  which  is 
America’s  fastest-growing  industry.  Careers 
are  waiting  in  such  fields  as  dietetics,  hos- 
pital administration,  pharmacy,  dentistry, 
medical  technology,  and  physical  and  occupa- 
tional therapy.  New  careers  join  the  list 
every  year.  Who  had  heard,  a generation 
ago,  of  careers  in  inhalation  therapy,  medical 
engineering,  homemaker  rehabilitation,  and 
nuclear  medical  technology? 

What’s  more,  the  old  careers  have  taken 
on  a new  look,  thanks  to  developments  in 
science  and  technology,  and  to  the  changing 
social  scene  in  America.  A nurse  today  may 
not  necessarily  be  employed  by  a hospital, 
though  many  are.  She  (or  in  many  cases  he) 
may  work  for  a school  system,  a factory,  a 
city  department  of  health,  a psychiatric  day- 
care center,  or  NASA.^ 

II.  “A  college  education  is  necessary  prep- 
aration for  a health  career.” 
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Health  careers  are  so  varied  that  the  edu- 
cation needed  to  enter  them  is  varied,  too; 
ranging  all  the  way  from  a high  school 
education  to  several  years  of  postdoctoral 
study.  Some  examples  of  careers  requiring 
less  than  four  years  of  college  are : 

1.  The  ward  clerk,  who  performs  many  of 
the  routine  clerical  duties  in  a patient-care 
unit  of  a hospital,  needs  only  a high  school 
education.^ 

2.  The  nurse  aide  and  orderly  receive  on- 
the-job  training  which  may  take  up  to  three 
months.®  They  perform  many  routine  tasks 
of  patient  care,  thus  relieving  the  nursing 
staff  for  more  complex  duties. 

3.  The  inhalation  therapist,  the  electrocar- 
diograph technician,  and  the  surgical  tech- 
nical aide  receive  special  training  for  their 
jobs.  This  training  may  require  several 
months,  but  is  usually  completed  in  less  than 
one  year.®' 

4.  The  licensed  practical  nurse  requires 
one  year’s  training  in  a state-approved  school 
of  practical  nursing,  plus  licensure  in  the 
state  in  which  she  hopes  to  practice.® 

5.  Several  careers  in  the  medical  labora- 
tory require  less  than  the  four  years’  post- 
high-school  training  required  for  the  regis- 
tered medical  technologist.  The  certified 
laboratory  assistant  needs  a high  school  di- 
ploma plus  twelve  months’  training  in  an 
approved  school.  He  may  then  perform  rou- 
tine tests  in  a medical  laboratory  under  the 
supervision  of  the  pathologist  and  the  medi- 
cal technologist.  The  cytotechnologist  must 
have  two  years  of  college  plus  twelve  months 
of  approved  training.  The  histologic  tech- 
nician requires  one  year  of  supervised 
training  in  a medical  laboratory.® 

HI.  “I  can’t  get  the  training  I want  here 
in  Nebraska.” 

♦Health  Careers  Recruitment  Chairman,  Women's  Auxiliary 
to  the  Nebraska  State  Medical  Association. 
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It  is  true  that  some  health  careers  do  not 
have  accredited  training  programs  here  in 
Nebraska.  But  let’s  take  a look  at  what  we 
do  have: 

The  University  of  Nebraska  and  Creighton 
University  both  have  accredited  medical 
schools.  Each  university  has,  in  addition, 
accredited  schools  of  dentistry  and  pharmacy. 

Fourteen  schools  in  Nebraska  train  regis- 
tered nurses.  Of  these  schools,  three  offer 
a program  leading  to  the  baccalaureate  de- 
gree while  the  remainder  offer  three-year 
programs  leading  to  a diploma  in  nursing. 
Most  of  these  schools  are  in  either  Lincoln 
or  Omaha,  but  there  is  one  school  of  nursing 
each  in  Grand  Island,  Hastings,  and  Scotts- 
bluff.^®  Practical  nurse  training  programs 
are  located  in  Alliance,  Kearney,  Lincoln, 
and  Omaha. 

There  are  accredited  schools  which  train 
for  other  health  careers,  located  in  Nebraska: 

One  school  of  cytotechnology,  at  the  Uni- 
versity of  Nebraska  Hospital  in  Omaha. 

Seven  schools  of  X-ray  technology,  located 
at  hospitals  in  Omaha,  Lincoln,  Grand  Island, 
and  Hastings. 

A school  for  medical  record  librarians  at 
the  College  of  St.  Mary,  in  Omaha. 

Eight  schools  for  medical  technologists. 
One  is  at  West  Nebraska  General  Hospital 
at  Scottsbluff;  the  others  are  in  hospitals  in 
Omaha  and  Lincoln. 

Two  schools  for  dental  assistants,  one  each 
in  Omaha  and  Lincoln. 

A program  for  dental  hygienists,  offered 
by  the  Department  of  Dental  Hygiene  of 
the  University  of  Nebraska’s  College  of 
Dentistry. 

In  addition,  the  University  of  Nebraska 
College  of  Agriculture  and  Home  Economics 
offers  a course  of  study,  the  first  of  its  kind 
in  the  nation,  to  train  rehabilitation  work- 
ers to  assist  the  handicapped  homemaker. 

IV.  “I  can’t  afford  an  education  for  a 
health  career.” 

Every  year  scholarships  and  loans  go  beg- 
ging because  no  one  has  come  forward  to 


claim  them.  Any  student  who  wishes  finan- 
cial aid  should  go  to  his  high  school  guid- 
ance counselor  for  advice.  He  should  also 
write  directly  to  the  school  where  he  plans 
to  study,  since  many  schools  have  their  ovm 
scholarships,  loans,  and  grants  to  administer. 
These  schools  can  also  point  to  additional 
sources  of  assistance  in  their  particular 
fields. 

The  Nebraska  Medical  Foundation’s  loan 
guarantee  fund  makes  available  loans  for 
students  in  approved  schools  of  medicine, 
nursing,  pharmacy,  medical  technology,  and 
X-ray  technology. 

V.  “I  don’t  know  where  to  write  for 
health  careers  information.” 

A very  brief  listing  of  materials  avail- 
able with  sources: 

“Where  to  get  Health  Career  Informa- 
tion.” This  leaflet  is  available,  single  copy 
free,  from  the  National  Health  Council,  1790 
Broadway,  New  York,  New  York  10019.  It 
is  a list  of  addresses  of  professional  organ- 
izations which  can  supply  information  on 
numerous  health  careers. 

Health  Careers  Guidebook,  second  edi- 
tion, price  $1.50.  Available  from  the  Super- 
intendent of  Documents,  U.S.  Government 
Printing  Office,  Washington,  D.C.  20402. 
This  book  contains  briefings  on  over  two 
hundred  different  health  careers,  with  ad- 
dresses to  which  to  write  for  further  in- 
formation. 

Horizons  Unlimited.  This  paperback  de- 
scribes medicine,  and  its  allied  careers,  with 
a listing  of  addresses  of  professional  organ- 
izations in  the  health  careers  field.  It  is 
available  free  in  reasonable  quantities  from 
the  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

“Nursing  Offers  You  a Career  Now!” 
This  booklet  describes  the  schools  of  pro- 
fessional and  practical  nursing  in  Nebraska. 
It  is  available  from  the  Nebraska  Nurses’ 
Association,  307  Baird  Building,  Omaha,  Ne- 
braska 68102. 

Much  information  on  both  professional 
and  practical  nursing  is  available  from  the 
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National  League  for  Nursing,  Committee  on 
Careers,  10  Columbus  Circle,  New  York,  New 
York  10019. 

One  more  misconception  — perhaps  the 
most  subtle  of  all  — remains  concerning 
health  careers.  It  is  the  idea  that  as  more 
and  more  new  machines,  drugs,  devices,  and 
techniques  are  developed  in  the  field  of  medi- 
cine, that  human  workers  somehow  become 
less  important.  Nothing  is  further  from 
the  truth.  We  can’t  program  computers  to 
be  concerned  for  human  beings.  More  than 
ever  before,  we  need  people  in  the  health, 
careers  who  have  compassion  and  sympathy 
for  others,  who  really  care  enough  about 
those  they  help  to  get  involved  with  them. 
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Effects  of  Age  on  Loss  of  Bone  After  Gas- 
tric Surgery  — D.  B.  Morgan,  C.  N.  Pul- 
vertaft,  and  P.  Fourman  (General  Infirm- 
ary, Leeds,  England).  Lancet  2:772-773 
(Oct  8)  1966. 

The  thickness  of  the  cortex  of  the  meta- 
carpal bone  was  measured  in  776  patients 
who  had  an  operation  for  duodenal  ulcer  and 
in  137  patients  with  duodenal  ulcer  who  had 
not  had  an  operation.  Vagotomy  and  drain- 
age had  no  effect.  The  cortex  was  thinner 
in  men  and  women  after  Polya  gastrectomy 
than  in  ulcer  patients  who  had  not  had  oper- 
ations; but  the  cortex  became  thinner  only 
after  the  age  of  60  in  men  and  after  50  in 
women,  when  thinning  progressed  rapidly. 
However  long  the  lapse  of  time  since  the 
men  had  had  their  operation,  they  differed 
little  from  men  with  peptic  ulcer  who  had  not 
had  an  operation,  unless  they  were  more 
than  70  years  old.  After  the  age  of  60  in 
men  and  50  in  women  the  adaptation  to  a 
Polya  gastrectomy  apparently  broke  down, 
and  normal  loss  of  bone  became  accelerated. 


Thyroid  Carcinoma : Biological  Behavior  and 
Mortality  — M.  L.  Ibanez  et  al  (Depart- 
ment of  Pathology,  University  of  Texas, 
Houston).  Cancer  19:1039-1052  (Aug) 
1966. 

Thirty-three  autopsy  cases  of  clinical  thy- 
roid carcinoma  were  studied  as  to  types,  pre- 
cursor changes,  and  biological  behavior  of  the 
tumors.  Eleven  carcinomas  were  of  the  solid 
type;  13  were  spindle  and  giant  cell,  and  the 
remainder  were  papillary,  follicular,  or  both. 
The  findings  indicate  that  spindle  and  giant 
cell  carcinomas  arise  from  the  papillary  and 
follicular  type.  No  precursor  changes  were 
found  in  the  other  tumors  or  in  nine  occult 
carcinomas  found  at  autopsy.  The  biological 
behavior  of  all  types,  other  than  the  spindle 
and  giant  cell,  is  unpredictable ; survivals 
vary  from  a few  months  to  20  years  or  long- 
er. The  mortality  rate  is  much  higher  than 
commonly  is  believed:  among  the  554  pa- 
tients treated,  it  was  19%.  The  treatment 
for  all  thyroid  carcinomas  is  total  thyroid- 
ectomy. 
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1.  Medicare — 

The  American  Medical  Association  strong- 
ly opposed  a suggestion  that  doctors’  fees 
under  Medicare  be  based  on  Blue  Shield 
schedules. 

The  suggestion  was  made  to  AMA  of- 
ficials while  they  were  testifying  before  the 
Senate  Finance  Committee  on  the  House- 
approved  social  security  bill  which  includes 
amendments  to  the  Medicare  and  Medicaid 
programs.  Dr.  Samuel  R.  Sherman,  San 
Francisco,  chairman  of  the  AMA  Council 
on  Legislative  Activities,  said  there  would 
be  heavy  opposition  from  the  medical  profes- 
sion to  any  change  from  the  present  usual- 
and-customary  fees. 

Dr.  Milford  0.  Rouse,  president  of  the 
AI\IA,  gave  general  approval  to  the  bill 
passed  by  the  House  which,  he  pointed  out, 
incorporated  a number  of  changes  recom- 
mended by  the  AMA.  He  said  further  sub- 
stantive changes  better  could  await  the 
knowledge  that  one  or  two  more  years  of 
experience  would  bring.  However,  he  urged 
that  consideration  then  be  given  to  major 
changes  in  Medicare  Plan  B which  covers 
physicians’  services. 

“We  believe  it  is  possible  for  the  Congress, 
the  medical  profession  and  others  interest- 
ed in  the  subject  to  develop  a new  mechanism 
for  delivering  medical  care  to  people  over 
65  that  would  be  consistent  with  existing 
private  sector  mechanisms,’’  Dr.  Rouse  said. 

“.  . . the  Congress  realizes  it  has  an  open- 
end  program  with  rising  and  perhaps  un- 
controllable costs.  We  believe  that  it  is  pos- 
sible, and  would  be  eminently  practical,  to 
devise  another  approach  that  could  solve 
problems  which  beset  Part  B.  One  possi- 
bility, for  example,  might  be  to  substitute  for 
the  Part  B program  a subsidy  to  all  eligible 
persons,  to  be  used  for  the  purchase  of 
private  health  insurance.  Such  an  approach 
could  have  many  advantages. 


“The  eligible  over-65  patient  would  have 
a qualified  private  insurance  program  of 
his  choice,  at  no  greater  expense  than  he  has 
under  the  Part  B Medicare  program;  car- 
riers would  have  a greater  responsibility  for 
their  own  performance  with  an  opportunity 
to  exercise  initiative;  the  physician  would 
continue  to  deal  with  his  over-65  patient  in 
every  respect  in  the  same  way  as  he  did  be- 
fore the  patient’s  birthday;  and  the  Con- 
gress would  have  a program  with  defined 
costs,  and  one  which  would  offer  the  nation 
a comparison  of  mechanisms  in  use  to  meet 
the  problems  of  financing  health  care  of  the 
elderly.” 

Other  points  in  the  AMA  testimony  in- 
cluded ; 

— Beginning  with  the  provision  of  Title 
XVIII  (Medicare),  the  (House)  bill  does 
not  place  the  disabled  of  all  ages  under 
Medicare,  as  had  been  proposed  earlier.  We 
think  the  House  acted  wisely  in  establish- 
ing instead,  a special  Advisory  Council  to 
study  the  problems  related  to  the  inclusion 
of  this  group  and  to  study  the  costs  in- 
volved. 

— In  addition  to  the  present  method  of 
payment  for  physician’s  services,  the 
(House)  bill  provides  two  new  options: 
either  the  physician  can  submit  his  item- 
ized bill  directly  to  the  carrier,  in  which  case 
payment  of  80  per  cent  of  the  reasonable 
charge  would  be  made  to  him,  providing 
the  full  charges  do  not  exceed  the  reason- 
able charge,  or  to  the  patient  at  his  direc- 
tion ; or  the  patient  may  submit  the  itemized 
bill  and  be  paid  80  per  cent  of  the  reason- 
able charge.  From  the  program’s  inception, 
the  AMA  has  urged  that  the  payment  be 
permitted  on  the  basis  of  an  itemized  state- 
ment of  charges. 

— Outpatient  hospital  diagnostic  services 
would  be  transferred  to  Part  B of  Title 
XVni  and  be  subject  to  the  deductible  and 
coinsurance  features.  This  is  in  keeping 
with  our  recommendation  to  the  House  Ways 
and  Means  Committee  that  outpatient  serv- 
ices be  included  under  Part  B,  and  so  remove 
the  administrative  difficulty  of  distinguish- 
ing between  therapeutic  and  diagnostic 
services. 
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— The  bill  eliminates  both  the  require- 
ment for  initial  physician  certification  for 
hospitalization  of  Medicare  patients  and  the 
requirement  for  physician  certification  for 
outpatient  hospital  services.  The  AMA  rec- 
ommended the  elimination  of  initial  certifi- 
cation and  the  subsequent  recertification. 
We  continue  to  recommend  the  addition  of 
this  second  step  to  eliminate  the  require- 
ment of  any  certification,  since  any  need 
in  this  regard  will  be  satisfied  by  the  work 
of  the  medical  review  or  utilization  review 
committee. 

2.  Social  Security — 

— We  believe  that  physicians,  having  been 
brought  under  Social  Security,  should  be  ac- 
corded the  same  privilege  and  opportunity 
for  reaching  a fully  insured  status  as  was 
accorded  other  professional  groups  when 
they  were  included  in  the  program.  Ac- 
cordingly, we  urge  this  Committee  to  con- 
sider the  adoption  for  physicians  of  an 
“alternative  insured  status”  similar  to  that 
permitted  by  the  amendments  of  1954  and 
1956  which  brought  into  the  program  many 
new  groups  of  people  and  professional  self- 
employed  persons,  including  lawyers.  Fur- 
ther, we  urge  this  Committee  to  consider 
amendments  that  would  “drop  out”  an  ap- 
propriate number  of  years  for  physicians  to 
make  their  eligibility  for  cash  benefits  both 
equitable  and  realistic. 

3.  Drug  legislation 

— We  must  oppose  the  drug  legislation  of- 
fered before  this  Committee  as  amendments 
to  H.R.  12080.  We  would  suggest  that  rather 
than  to  enact  such  legislation  it  would  be 
worthwhile  at  this  time  to  study  in  depth, 
all  the  economic  and  therapeutic  factors 
which  enter  into  the  use  of  prescription 
drugs. 

4.  Smoking — 

The  federal  government  has  stepped  up 
its  campaign  against  cigarette  smoking  with 
the  issuance  of  a new  report  and  the  appoint- 
ment of  a Lung  Cancer  Task  Force. 

A second  Public  Health  Service  report  on 
the  subject  summarizes  three  and  one  half 


years  of  research  and  study  into  the  health 
dangers  of  smoking.  The  Department  of 
Health,  Education  and  Welfare  said  the  re- 
port confirms  and  strengthens  the  conclu- 
sions of  a 1964  report.  The  second  report 
provides  new  technical  data  on  the  relation- 
ship of  smoking  to  cardiovascular,  chronic 
bronchopulmonary  disease,  cancer  and  other 
conditions. 

Cigarette  smokers  have  substantially 
higher  rates  of  death  and  disability  than 
their  nonsmoking  counterparts  in  the  popu- 
lation. This  means  that  cigarette  smokers 
tend  to  die  at  earlier  ages  and  experience 
more  days  of  disability  than  comparable  non- 
smokers. 

A substantial  portion  of  earlier  deaths 
and  excess  disability  would  not  have  oc- 
curred if  those  affected  had  never  smoked. 

If  it  were  not  for  cigarette  smoking,  prac- 
tically none  of  the  earlier  deaths  from  lung 
cancer  would  have  occurred;  nor  a substan- 
tial portion  of  the  earlier  deaths  from 
chronic  bronchopulmonary  diseases  (com- 
monly diagnosed  as  chronic  bronchitis  or 
pulmonary  emphysema  or  both) ; nor  a por- 
tion of  the  earlier  deaths  of  cardiovascular 
origin.  Excess  disability  from  chronic  pul- 
monary and  cardiovascular  diseases  would 
also  be  less. 

Cessation  or  appreciable  reduction  of  cig- 
arette smoking  could  delay  or  avert  a sub- 
stantial portion  of  deaths  which  occur  from 
lung  cancer,  a substantial  portion  of  the 
earlier  deaths  and  excess  disability  from 
chronic  bronchopulmonary  diseases,  and  a 
portion  of  the  earlier  deaths  and  excess  dis- 
ability of  cardiovascular  origin. 

Dr.  Kenneth  M.  Endicott,  director  of  the 
National  Cancer  Institute,  is  chairman  of 
the  Lung  Cancer  Task  Force  made  up  of 
10  physicians  and  scientists. 

Dr.  Endicott  said  that  the  group  will  con- 
centrate on  research  for  the  development 
of  a less  hazardous  cigarette,  prevention  of 
occupational  cancer  due  to  exposure  of  work- 
ers to  cancer-causing  substances  in  their 
working  environment,  and  improvement  of 
the  present  low  lung  cancer  cure  rate  of  five 
per  cent. 
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Respiratory  Diseases 

SMOKING,  PULMONARY  FUNCTION,  AND 
RESPIRATORY  SYMPTOMS  IN  A 
COLLEGE-AGE  GROUP 

A g^roup  of  college  seniors  were  given  a -- 
questionnaire  on  respiratory  symptoms  and 
also  lung  function  tests.  Smokers  had 
more  symptoms  than  nonsmokers  and  had 
undergone  functional  changes  compatible 
with  those  expected  in  early  chronic  non- 
specific respiratory  disease. 

People  are  generally  aware  of  the  long  - term 
effects  of  prolonged  and  heavy  smoking,  but  there 
is  little  infonnation  on  the  early  effects  of  smok- 
ing and  its  associated  morbidity.  While  lung  cancer 
is  recognized  as  a potential  consequence  of  smoking, 
the  causal  relationship  of  smoking  with  chronic 
nonspecific  pulmonary  disease  (emphysema-chronic 
bronchitis)  is  less  widely  appreciated. 

In  a study  undertaken  to  assess  respiratoiy  symp- 
toms and  to  see  if  there  were  measurable  pulmonary 
effects  of  smoking  in  the  young  adult,  100  Harv’ard 
College  seniors  chosen  at  random  wei’e  asked  to 
complete  a questionnaire  on  respiratory  symptoms 
and  to  perform  simple  tests  of  lung  function.  There 
were  so  few  heavy  smokers  in  the  original  group 
that  33  seniors  who  had  been  smokers  as  freshmen 
were  added.  Of  the  133,  124  completed  the  exam- 
ination. 

Hea\'y  smokers  were  defined  as  those  who  had 
smoked  the  equivalent  of  at  least  one  pack  per 
day  for  their  four  college  years  (29  seniors).  Non- 
smokers  were  those  who  had  never  smoked  as 
much  as  one  cigarette  a day  regularly  (41).  Mod- 
erate smokers  were  defined  as  all  other  smokers, 
including  pipe  and/or  cigar  smokers  (54). 

After  completing  a questionnaire  on  respiratory 
symptoms  each  student  was  weighed,  measured  for 
height,  and  asked  to  take  breathing  tests.  From 
the  tracings  of  vital  capacity  tests  on  a Stead- 
Wells  spirometer,  the  following  indices  were  deter- 
mined: vital  capacity  (V^C),  forced  expiratory 
volume  in  one  second  (FEVi)  the  ratio  of 
FEV'/VC,  and  the  flow  rates  at  75,  50,  25,  and 
10  per  cent  of  vital  capacity. 

SMOKERS  COUGHED  MORE 

Answers  to  the  questionnaires  showed  that  the 
smokers  had  significantly  more  cough  during  the 
day  or  at  night  than  the  nonsmokers  (10.8  versus 
0 per  cent);  more  phlegm  in  the  morning  in  the 
winter  (21.7  versus  0 per  cent);  more  periods  of 
increased  phlegm  production  lasting  three  months 
or  more  (26.5  versus  2.4  per  cent);  more  bouts  of 
increased  cough  and/or  phlegm  lasting  three  weeks 
or  more  (20.5  versus  4.9  per  cent);  more  breathless- 
ness (20.5  versus  2.4  per  cent);  more  wheezing 
with  colds  (46  versus  17.1  per  cent);  more  wheez- 
ing apart  from  colds  (31.3  versus  7.3  per  cent);  and 
greater  frequency  of  chest  involvement  with  colds 
(31.3  versus  4.9  per  cent). 

In  general,  there  was  a trend  toward  a higher 
frequency  of  symptoms  with  an  increase  in  life- 
time packs  smoked.  No  significant  difference  was 
noted  between  the  smokers  and  the  nonsmokers 
with  past  history  of  bronchitis,  pneumonia,  sinus 


trouble,  tuberculosis,  hay  fever,  and  bronchial 
asthma. 

Results  of  the  pulmonaiy  function  tests  showed 
no  significant  difference  in  vital  capacity  among 
the  groups.  While  there  was  a downward  trend  in 
FEV*  values  with  increased  smoking,  the  differ- 
ence between  nonsmokers  and  heavy  smokers  was 
not  significant.  As  smoking  increased,  the  ratio 
of  FEV>  to  VC  decreased.  There  was  a significant 
difference  in  this  ratio  between  the  nonsmokers 
and  heavy  smokers,  with  the  moderate  smokers 
falling  in-between. 

FLOW  RATES  COMPARED 

Flow  rates  for  the  nonsmoker  differed  from  those 
of  the  heavy  smokers  to  a highly  significant  degree. 
In  evei-y  case  the  moderate  smoker  had  an  inter- 
mediate position  between  the  two  extreme  values. 
Flow  rates  for  pipe  and  cigar  smokers  were  appre- 
ciably lower  than  for  nonsmokers,  as  were  those 
for  ex-smokers. 

The  time  at  which  the  student  last  smoked  was 
not  determined  because  of  conflicting  information 
as  to  its  importance.  Ten  ex-smokers  who  had 
completely  abstained  from  smoking  for  at  least 
one  month  (in  order  to  be  called  an  ex-smoker) 
had  flow  rates  that  were  still  significantly  lower 
than  those  of  the  nonsmokers.  No  information  is 
available  on  the  reversibility  of  these  changes  with 
cessation  of  smoking.  The  ex-smokers  may  have 
had  flow  rates  even  more  depressed  while  they  were 
smoking. 

The  relationship  of  chronic  nonspecific  respiratory 
disease  (emphysema  and  bronchitis)  to  smoking  has 
been  well  established.  It  has  been  estimated  that 
smoking  caused  one  million  extra  cases  of  bron- 
chitis and  emphysema  between  July  1,  1964  and 
July  1,  1965.  The  cost  of  this  runs  into  billions  of 
dollars  in  time  lost  from  work.  The  threshold  at 
which  smoking  produces  functional  changes  in  the 
lung  has  not  been  established.  The  data  from  this 
investigation  indicate  that  changes  can  occur  very 
early  after  relatively  little  exposure  in  some  per- 
sons. Two  previous  reports  have  contained  data  on 
FEVi  in  young  smokers  and  nonsmokers.  In  both 
cases,  values  for  FEV>  were  lower  in  smokers  than 
in  nonsmokers  in  the  age  group  from  20  to  30  years. 

Although  it  is  possible  that  a third  variable, 
either  of  personality  or  constitutional  origin,  causes 
a person  to  smoke  and  to  have  different  physio- 
logic parameters  of  the  lung,  it  does  not  seem 
likely  in  view  of  the  information  available.  The 
data  are  difficult  to  explain  except  by  a direct  effect 
of  smoking.  A dose-response  trend  in  this  study 
offers  firm  evidence  for  this  direct  effect. 

OCCASIONAL  EXCEPTIONS 

In  a group  of  heavy  smokers  there  were  some 
who  appeared  to  have  no  adverse  effect  from 
smoking.  Likewise,  in  the  nonsmokers  there  were 
a few  students  who  had  measurements  similar  to 
smokers.  The  degree  to  which  the  students  in- 
haled was  not  ascertained.  This  factor  may  intro- 
duce some  variations  and  undoubtedly  constitutional 
factors  are  important  in  the  response  to  smoking 
and  to  atmospheric  pollution.  None  of  the  students 
had  had  any  significant  industrial  exposure  to 
dusts,  gases,  or  fumes. 


466 


Nebraska  S.  M.  .1. 


It  is  not  known  whether  the  decrease  in  flow 
rates  in  the  smokers  was  due  to  an  increase  in  out- 
flow resistance  because  of  bronchoconstriction  or 
mucous  secretion  or  to  a decrease  in  elastic  recoil. 

There  is  strong  indirect  evidence,  and  some  direct 
evidence,  to  indicate  that  there  is  a general  correla- 
tion between  symptoms  and  the  decreased  flow  rates 
in  smokei’s  in  this  population.  Respiratory  symptoms 
show  a gradation,  the  frequency  of  symptoms  cor- 
responding with  increased  smoking.  Using  the 
same  categories,  the  flow  rates  showed  a marked 
decline  with  smoking  experience. 

— John  M.  Peters,  M.D.  ; Benjamin  G.  Ferris,  Jr.,  M.D. 

American  Review  of  Respiratory  Disease,  May,  1967. 

CORONARY  DRUG  PROJECT 

The  University  of  Nebraska  Hospital, 
Omaha,  Nebraska,  has  been  selected  as  one 
of  55  clinics  to  participate  in  a nationwide 
Coronary  Drug  Project  (CDP)  conducted 
by  the  National  Heart  Institute  of  the  Na- 
tional Institutes  of  Health.  The  project  will 
determine  whether  drugs  that  lower  blood 
levels  of  cholesterol  and  other  fatty  sub- 
stances can  improve  long-term  survival 
among  heart  - attack  victims  by  protecting 
them  against  recurrent  heart  attacks  and 
other  complications  of  coronary  heart  dis- 
ease. 

The  drugs,  ethyl  chlorphenoxyisobutyrate 
(CPIB),  d-thyroxine,  estrogens,  and  nico- 
tinic acid,  have  been  found  to  lower  blood- 
lipid  levels  and  to  be  free  of  serious  toxicity 
in  earlier  clinical  studies.  It  is  hoped  that 
one  or  more  of  these  agents  may  reduce  5- 
year  mortality  by  at  least  25  per  cent  among 
treated  heart-attack  victims. 

Secondary  goals  of  the  project  are: 

1.  To  determine  whether  the  beneficial 
effect,  if  any,  of  a given  drug  is  di- 
rectly related  to  its  effects  on  blood- 
lipid  levels. 

2.  By  studying  placebo-treated  controls 
as  intensively  as  those  groups  receiv- 
ing the  drugs,  to  gain  further  informa- 
tion on  the  long-term  outlook  for  those 
who  have  survived  an  initial  heart  at- 
tack. 

The  project  will  eventually  recruit  a na- 
tional total  of  8,500  patients  (150-160  vol- 
unteer patients  per  clinic).  Those  eligible 
are  males,  aged  30-64,  who  have  smwived 
one  or  more  heart  attacks  by  at  least  three 


months,  who  are  free  of  other  life-threaten- 
ing diseases,  and  who  will  require  neither 
anticoagulants  nor  insulin  therapy  while 
participating  in  the  study. 

Patients  already  under  the  care  of  private 
physicians  can  be  admitted  only  by  refer- 
ral by  that  physician  or  with  his  consent. 
The  clinic  will  cooperate  closely  with  re- 
ferring physicians  and  keep  them  fully  in- 
formed of  the  current  status  of  their  pa- 
tients. 

The  patients  will  be  examined  at  inter- 
vals for  a five  year  period  by  members  of 
the  CDP  study  team  at  the  participating 
center,  including  annual  complete  examina- 
tion, chest  X ray,  and  electrocardiogram. 
Blood  will  be  drawn  every  four  months  for 
lipid  determination  as  well  as  tests  to  ex- 
clude drug  toxicity  and  to  insure  adherence 
to  the  planned  regimen.  All  of  these  services 
are  provided  by  the  CDP  clinic  without 
expense  to  the  patients.  All  data  and  study 
forms  will  be  forwarded  for  processing  and 
analysis  to  the  Coordinating  Center,  Uni- 
versity of  Maryland,  Baltimore.  All  labora- 
tory studies  will  be  done  through  a PHS 
Laboratory  at  the  Communicable  Disease 
Center,  Atlanta,  Georgia;  and  all  drugs 
stored  and  distributed  from  PHS  Supply 
Service  Center,  Perry  Point,  Maryland. 

The  clinical  phase  of  the  project  will  be 
completed  by  1974. 

AS  THEY  SAY  IN  TOKYO 

Each  year  over  200,000  Americans  visit 
Japan  — and  along  with  delightful  mem- 
ories, many  of  them  are  drifting  home  with 
an  added  bonus:  a delightful  way  of  “put- 
ting things.”  For  instance,  a returnee  may 
have  the  satisfaction  of  describing  a weary 
neighbor  who  didn’t  take  a vacation  as 
looking  like  “Greens  sprinkled  with  salt” 
(Aona  ni  shio)  — a trifle  wilted. 

Or  when  confronted  by  chances  in  his 
life,  the  American  who  has  visited  Japan 
may  sigh  and  murmur  “Gathering  clouds  to 
the  moon;  the  wind  to  blossoms”  (Tsuki  ni 
murakumo  hand  ni  kaze)  — the  Japanese 
way  of  commenting  on  the  world’s  uncer- 
tainties. 
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Americans  are  exposed  to  these  proverbs 
during  a visit  to  Japan  for  the  Japanese 
believe  in  actually  “living”  their  folk-say- 
ings . . . eveiybody  from  housewives  to 
politicians  has  a store  of  favorite  quips 
that  are  used  in  daily  conversation,  or  to 
make  a point  at  election  time!  Of  course 
somebody  that  talks  too  much  may  be  repri- 
manded by  the  quote  “Even  a carriage  and 
four  cannot  overtake  the  tongue”  (Shi  mo 
shita  ni  oyobazu) ; and  they  asked  for  it, 
for  “A  nail  that  sticks  out  is  hammered” 
(Deim  kngi  wa  utareru). 

In  a countiy  famous  for  politeness,  Amer- 
cans  may  also  discover  that  good  grooming 
is  fine  — but  it  doesn’t  take  the  place  of  good 
manners,  for  “Even  a pack  horse  man  looks 
well  when  nicely  dressed”  (Mago  nimo  isho, 
to  you)  while  “A  warrior  uses  a toothpick 
even  when  he  has  no  meal”  (Bushi  was 
kuwanedo  takayoji).  This  last  proverb 
comes  from  feudal  times  when  two  sworded 
Samurai  warriors  were  expected  to  rise 
above  poverty  and  hunger. 

Politeness  and  dignity  are  so  prized  in 
Japan  that  the  Hotel  New  Otani  in  Tokyo, 
the  country’s  largest,  reminds  its  staff  as 
part  of  their  training  that  guests  are  to 
“live  with  a fan  in  one’s  left  hand”  (flidan- 
uchiiva  de  kurasu),  which  is  an  eloquent  way 
of  saying  you  have  the  “life  of  Riley”  24 
hours  a day! 

The  Japanese  are  also  richly  superstitious. 
In  some  smaller  hotels,  bell  hops  and  maids 
won’t  go  to  certain  rooms  that  bear  what 
the  Japanese  consider  to  be  an  “unlucky 
number.”  “Waga  mi  tsunette  hito  no  itasa 
0 shire”  — (“pinch  yourself  and  you  will 
know  how  it  must  hurt  others”)  — so  there 
are  no  puzzled  guests  waiting  for  room  serv- 
ice in  this  hotel. 

Japanese  are  also  careful  about  not  press- 
ing their  luck  — or  other  people’s  — and 
feel  that  “Even  the  face  of  Buddha  must 
not  be  rubbed  a third  time”  (Hotoke  no  kao 
mo  sando).  And  “a  cornered  mouse  bites 
the  cat”  (Kynso  neko  o kamu),  so  don’t 
kick  sand  in  the  little  fellow’s  face  or  you 
might  be  fooled. 

But  if  one  remembers  only  this  one  proverb, 
he  may  turn  out  to  be  a fool  anyway,  be- 


cause “A  fool  remembers  one  thing  and 
one  thing  only”  (Baka  no  hitotsu  oboe), 
which  is  bad  because  “There  is  no  medi- 
cine for  a fool”  (Baka  ni  tsukeyni  kusuri 
nashi). 

Americans  also  pick  up  some  clever  say- 
ings about  marriage  and  women  that  may 
delight,  or  anger,  them  — a wife  may  find 
her  sense  of  humor  somewhat  strained  if 
she  hears  her  husband  discoursing:  “Wives 
and  floor  mats  are  better  when  new  and 
fresh”  (Nyobo  to  tatami  wa  atarashii  hodo 
yoi) ; but  she  can  always  shrug  and  say 
“Marriage  is  a strange  thing”  (En  iva  ina 
mono)  — or  Watch  It  Buddy,  because  a 
woman’s  heart  can  change  “quick  as  cats 
eyes”  (Onna  no  kokoro  wa  neko  no  me). 

So,  have  fun  with  your  proverbs  — but 
remember  not  to  push  it  too  far  because 
“Even  a new  floor  mat  when  thoroughly 
beaten  will  give  out  dust”  (Atarashii  tatami 
demo  tatakeba  gomi  ga  deru).  “Going  out 
to  get  a mummy,  one  becomes  a mummy” 
(Miira  tori  ga  mirra  ni  nant).  Enjoy  eveiy- 
thing,  for  “Fifty  of  today,  is  worth  more 
than  a hundred  of  tomorrow”  (Asu  no  hyaku 
yori  kyo  no  goju).  And  remember,  if  you 
visit  Japan,  your  hosts  will  do  their  utmost 
to  see  that  you  “have  flowers  in  both  hands” 
(Ryote  ni  hana)! 


Prognosis  of  Asthma  in  Childhood  — W.  P. 
Buffum  (122  Waterman  St,  Providence, 
RI)  and  G.  A.  Settipane.  Amer  J Dis  Child 
112:214-217  (Sept)  1966. 

A follow-up  of  518  asthma  patients  ten 
years  after  the  first  visit  showed  that  41% 
are  asymptomatic,  52.4%  have  slight  or  oc- 
casional asthmatic  symptoms,  and  5.6% 
still  have  enough  asthma  to  be  handicapped. 
Continued  or  intractable  cases  of  asthma 
were  usually  associated  with  a positive 
scratch  test  to  egg,  the  onset  of  asthma 
before  2 years  of  age,  and  a history  of  or 
the  presence  of  eczema.  These  factors  indi- 
cate that  certain  children  inherit  a greater 
capacity  to  be  sensitized  and  that  their 
prognosis  may  be  influenced  by  such  signs 
of  sensitivity. 
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While  Making  Rounds  — 


1.  Quote  Unquote. 

A merry  heart  doeth  good  like  a medi- 
cine. 

— Proverbs 

It  requires  more  courage  to  suffer  than 
to  die. 

— Napoleon 

We  shall  never  understand  one  another 
until  we  reduce  the  language  to  seven 
words. 

— Gibran 

There  was  never  yet  philosopher  that 
could  endure  the  toothache  patiently. 

— Shakespeare 

I regard  reduction  in  federal  spending 
as  one  of  the  most  important  issues 
of  this  campaign. 

—FDR 

2.  Words  We  Can  Do  Without. 

Protocol 

Upcoming 

Educationist 

Causation 

Alibi 

Inspissate 

3.  Our  Own  Monthly  Statistical  Report. 

a.  Doctors  and  people. 

Visits  to  doctor  in  U.S.  per  year: 
nearly  one  billion. 

Average  income  in  U.S.  for  M.D. : 
$28,380. 

b.  Rise  in  remuneration. 

Teachers’  pay  has  gone  up  23.7% 
in  the  last  four  years. 

c.  More  things  going  up. 

University  and  college  charges  to 

students  will  rise  about  7%  this 
year. 

d.  Medicare. 

Eligible:  19  million. 

Hospital  part : 5 million  admitted  in 
first  year. 


Our  part:  17  million  signed  up. 

25  million  bills  submitted 
in  first  year. 

$3  billion  paid  out  to  both  parts. 

$2.4  billion  paid  to  hospitals. 

e.  Standing  room  only. 

It  is  estimated  that,  at  current  birth 
rates,  as  many  people  will  be 
born  in  the  next  century  as  in  all 
the  previous  20  centuries. 

f.  Pollution. 

The  estimated  total  of  pollutants 
fed  into  the  air  over  the  U.S.  an- 
nually by  industry,  automobiles, 
refuse  disposal,  and  heating  is 
over  140  million  tons. 

4.  They  Really  Said  It. 

“We’re  lost,  but  we’re  making  good 
time.” 

“He’s  not  hemorrhaging,  he’s  just 
bleeding.” 

They  asked  the  surgeon,  “Shall  we  keep 
the  specimens  separate?”  One  was 
the  left  something  or  other,  and  the 
other  was  the  right.  So  they  kept  them 
separate,  and  nobody  ever  knew  which 
was  left  and  which  was  right.  They 
didn’t  identify  them,  they  separated 
them.  And  there  was  the  wonderful 
scene  when  they  autoclaved  the  cul- 
ture tube;  it  was  something  like  boil- 
ing thermometers ; and  of  course, 
the  skin  biopsy  that  just  disappeared. 
The  report  was  always  negative. 

5.  Department  of  Definitions. 

Complex  fraction : bone  sticking  through 
skin. 

Standard  deviation:  no  crazier  than  all 
the  others. 

6.  Eponyms  Again. 

The  biggest  thing  we  know  of  that  bears 
a person’s  name  is  the  group  of  gal- 
axies known  as  Stephan’s  Quintet. 
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7.  Nurses  Must  Be  Getting  Younger. 

“Middle-aged  (or  even  worse:  elderly) 
male  admitted he  was  my  age. 

8.  On  Sponge  Counts. 

“We’re  two  sponges  short.”  “Repeat 
the  count.”  “We’re  still  short  one 
sponge.”  “Count  them  again.”  “The 
sponge  count  is  correct.”  “Fine.” 
The  only  conclusion  we  can  reach  is 
that  we  believe  what  we  want  to  be- 
lieve, and  we  do  not  believe  anything 
else. 

We  nominate  for  the  funniest  counts. 

“We’re  seventeen  sponges  short.” 

“We’re  one  sponge  over.”  This  hap- 
pened twice.  In  both  cases,  they  did 
what  they  always  did  when  the  sponge 
count  was  short  (what  else  was  there 
to  do?),  they  looked  all  over  for  more 
sponges.  We  submit  for  the  prize 
the  one  when  they  were  one  over  and 
they  found  that  one  of  the  sponges 
was  a bloody  gob  of  papery  nose- 
wiping tissue,  whereupon  they  threw 
it  away  and  confidently  repeated  the 
count,  and  they  were  still  one  over. 
As  far  as  we  can  remember,  they’re 
still  one  over. 

“The  needle  count  is  correct  except  for 
one  needle.” 

9.  Poetry  Corner. 

On  modern  surgery  (or  the  PM) : 

Open  my  heart,  and  you  will  see 
All  my  chordae  tendinae. 

With  apologies  to  Mr.  Browning. 

10.  Anniversary  Time. 

October  1,  1888. 

Roentgen  appointed  professor  of 
physics  and  director  of  the  new 
physical  Institute  at  the  University 
of  Wurz  burg. 

11.  Interns’  Shorthand. 

NG 

CW 


Medicinews 

The  AMA’s  Health  Education  Service — 

Keeping  up  with  current  developments  in 
the  health  fields  would  be  an  impossible  task 
for  school  health  educators  if  they  had  to 
pore  over  the  many  medical  and  science 
journals  reporting  this  authoritative  infor- 
mation every  month.  Yet  health  education 
programs  would  be  stifled  if  they  didn’t 
have  ready  access  to  key  developments. 

The  losers  would  be  not  only  the  students 
they  are  seeking  to  educate,  but  their  even- 
tual families  as  well. 

Recognizing  the  importance  of  providing 
health  educators  with  this  up-to-date  infor- 
mation so  they  can  enrich  their  health  edu- 
cation programs  in  schools,  the  American 
Medical  Association’s  Health  Education  De- 
partment in  January,  1961,  inaugurated  a 
service  aimed  at  achieving  this  end. 

It  is  the  AMA  Health  Education  Service 
for  Schools  and  Colleges,  a four-page  bulle- 
tin now  in  its  seventh  year  of  continuous 
publication.  Currently,  some  20,000  copies 
are  distributed  to  schools  and  colleges  each 
month,  a fact  attesting  to  its  usefulness  and 
one  especially  significant  since  only  one 
copy  normally  is  provided  to  each  school. 

Each  issue  of  the  Health  Education  Serv- 
ice contains  a dozen  or  more  concise  articles 
highlighting  important  health  news  from 
medical  journals  and  other  science  publica- 
tions from  throughout  the  world  — new 
medical  discoveries,  research  findings,  warn- 
ings about  health  fads  and  phony  “cures,” 
nutrition,  physical  fitness  and  general  in- 
formation concerning  physical  and  mental 
health,  for  example. 

The  reference  source  for  each  article  is 
listed,  thus  permitting  health  education  to 
obtain  detailed  information  concerning  top- 
ics of  particular  interest. 

Those  subscribing  to  the  publication  are 
asked  to  make  periodic  evaluations  to  as- 
sure that  it  is  serving  its  purpose.  These 
evaluations  have  produced  high  praise  for 
its  significant  value  in  health  education  and 
expressions  of  appreciation  to  the  AMA  for 
providing  this  worthwhile  service. 


470 


Nebraska  S.  M.  J. 


“The  regularity  of  this  sort  of  informa- 
tion from  an  authoritative  source  keeps  me 
better  informed  on  happenings  in  the  area 
of  community  health  and  makes  me  a strong- 
er teacher  in  this  area,”  is  one  typical  reply 
made  by  a health  educator. 

To  be  placed  on  the  regular  mailing  list  to 
receive  the  Health  Education  Service,  an  in- 
structor concerned  with  school  or  college 
health  education  programming  needs  only 
write  the  Health  Education  Department  of 
the  AMA. 

But  medical  societies  or  auxiliaries  can 
fulfill  a community  service  role  by  having 
an  appropriate  representative  query  local 
school  officials  to  determine  whether  their 
respective  schools  wish  to  be  added  to  the 
complimentary  subscription  list,  if  they  are 
not  already  receiving  the  service.  The  rep- 
resentative then  can  forward  the  names  of 
these  schools,  their  addresses  and  ZIP  codes 
to  the  Health  Education  Department. 

The  Service  is  sent  only  to  schools,  not 
individuals,  because  of  the  problems  of  keep- 
ing personal  mailing  lists  up  to  date.  Schools 
should  be  advised  that  they  may  reproduce 
the  service  locally,  with  appropriate  credit  to 
AMA,  should  they  need  extra  copies  for 
regular  or  special  distribution. 

The  bulletin  is  provided  to  schools  and 
colleges  during  the  ten  months  when  they  are 
ordinarily  in  session  as  a public  service  of 
the  American  Medical  Association. 

New  A.H.A.  president — 

George  W.  Graham,  M.D.,  director  of  Ellis 
Hospital,  Schenectady,  N.Y.,  was  named 
president-elect  of  the  American  Hospital  As- 
sociation by  the  AHA  House  of  Delegates; 
he  assumes  the  presidency  in  1968. 

Medicare  amendments — 

From  almost  the  moment  that  the  First 
Session  of  the  S-Oth  Congress  was  gavelled 
to  order,  a spate  of  various  amendments 
to  medicare  were  introduced  in  the  House 
and  Senate.  President  Johnson  waited, 
however,  until  the  middle  of  February  to 
make  his  recommendations  known.  The  Ad- 
ministration’s bill,  H.R.  5710,  was  intro- 


duced by  Ways  and  Means  Chairman  Mills 
(D),  Arkansas. 

Less  than  two  weeks  later,  the  Ways  and 
Means  Committee  opened  public  hearings 
on  H.R.  5710  and  other  amendments  which 
had  been  introduced.  In  early  April,  AMA 
President  Charles  L.  Hudson,  M.D.  present- 
ed Medicine’s  views  which  included  sugges- 
tions for  changes  in  the  regulation  and  opera- 
tion of  the  present  program  as  well  as  sev- 
eral amendments  to  both  Title  18  and  Title 
19  of  the  law.  These  hearings  concluded  in 
mid-April  at  which  point  the  Committee 
went  into  closed-door  executive  session  to 
consider  the  testimony  which  it  had  re- 
ceived. 

On  August  3,  Chairman  Mills  introduced 
H.R.  12080,  a new  bill  which  incorporates 
the  Committee’s  recommendations  for 
changes  in  medicare  and  in  other  portions 
of  the  Social  Security  program.  The  disabled 
were  not  brought  in  under  medicare  although 
the  bill  calls  for  the  formation  of  a special 
advisory  committee  to  study  the  problems 
of  providing  such  coverage  to  the  disabled. 
Other  changes  proposed  in  the  bill  include: 
Increase  hospitalization  benefits  to  120  days 
with  the  patient  paying  half  the  cost  be- 
ginning on  the  61st  day;  permit  patients 
to  submit  a physician’s  itemized  bill  to  a 
carrier  for  payment;  the  transfer  of  all  out- 
patient diagnostic  services  to  Part  B;  elim- 
ination of  the  requirement  of  initial  cer- 
tification by  the  physician;  where  licensed 
in  the  state,  the  inclusion  of  non-routine 
services  of  podiatrists  under  Part  B;  full 
payment  of  reasonable  charges  for  radiolog- 
ical and  pathological  services  furnished  in- 
patients without  the  present  20%  co-insur- 
ance feature;  the  provision  of  physical  ther- 
apy and  diagnostic  X-ray  services  under  Part 
A to  an  outpatient  in  his  home  or  in  a nurs- 
ing home,  under  certain  conditions;  and  the 
undertaking  of  a study  of  the  feasibility 
and  desirability  of  including  other  allied 
health  services  under  Part  B. 

The  program  of  aid  to  families  with  de- 
pendent children  would  be  amended  to  in- 
clude provisions  for  family  planning  services. 

As  of  January  1,  1970,  a state’s  income 
eligibility  level  for  medicaid  could  not  be 
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higher  than  one  third  above  the  income  level 
for  cash  benefits,  or,  if  lower,  the  state’s 
per  capita  income  as  it  applies  to  a family 
of  four.  H.R.  12080  provides  for  the  co- 
ordination of  Title  19  with  Part  B of  Title 
18  by  extending,  until  January  1970  (rather 
than  January  1,  1969)  the  right  of  states  to 
buy  into  Part  B for  elderly  persons  eligible 
for  medicaid,  but  there  would  be  no  federal 
matching  of  the  state’s  share  of  the  premium 
for  those  who  are  receiving  cash  benefits. 
As  well,  there  would  be  no  federal  match- 
ing for  services  which  could  have  been  cov- 
ered under  Part  B but  were  not. 

The  bill  establishes  a 21-man  Advisory 
Council  on  Medical  Assistance  to  advise  the 
Secretary  of  HEW.  As  recommended  by 
the  AMA,  effective  July  1,  1969  (July  1, 
1972  for  Puerto  Rico,  Virgin  Islands,  and 
Guam)  free  choice  of  facility  and  practi- 
tioner would  be  guaranteed  under  Title  19 
and,  at  the  option  of  the  states,  non-cash 
assistance  medicaid  recipients  could  receive 
reimbursement  directly  for  physicians’ 
services  on  the  basis  of  the  itemized  bill, 
paid  or  unpaid.  With  reference  to  child 
health,  the  proposal  combines  the  various 
programs  for  health  services  to  infants, 
crippled  children  and  expectant  mothers  into 
a single  program. 

Other  provisions  of  the  bill  include  a 
12.5%  increase  in  cash  benefits;  the  rais- 
ing of  the  taxable  wage  base  to  $7600  from 
the  present  $6600 ; small  increases  in  the 
Social  Security  and  hospitalization  tax  rate; 
and  the  creation  of  a special  advisory  com- 
mission to  study  the  problem  of  including 
the  disabled  under  medicare,  including  an 
estimate  of  the  costs  involved. 

AMA  testimony — 

On  June  20,  1967,  AMA  Executive  Vice 
President,  F.  J.  L.  Blasingame,  M.D.,  sub- 
mitted Medicine’s  views  to  the  House  Inter- 
state and  Foreign  Commerce  Committee  on 
H.R.  6418,  Partnership  for  Health  Amend- 
ments of  1967.  Doctor  Blasingame  suggest- 
ed a number  of  perfecting  amendments. 

In  a letter  dated  July  26,  1967,  to  a sub- 
committee of  the  House  Armed  Services 
Committee,  Doctor  Blasingame  offered 


AMA’s  support  of  H.R.  10242  which  would 
exempt  medical  corp  officers  from  the  lim- 
itations in  existing  law  as  they  apply  to  au- 
thorized strengths  in  certain  grades  of  the 
Anried  Services. 

Appearing  before  the  Subcommittee  on 
Antitrust  and  Monopoly  of  the  Senate  Judi- 
ciary Committee  on  August  1,  1967,  Frank 
C.  Coleman,  M.D.,  a pathologist  from  Tampa, 
Florida,  told  of  AMA’s  support  of  S.  1945. 
The  bill  would  exempt  nonprofit  blood  banks 
from  certain  provisions  of  the  antitrust  laws 
and  would  declare  that  blood  is  a medical 
service  and  not  a commodity  moving  in  inter- 
state commerce. 

Award  to  pediatrician — 

Harry  F.  Dietrich,  M.D.,  F.A.A.P.,  a 
private  practitioner,  Beverly  Hills,  California, 
has  been  selected  to  receive  the  American 
Academy  of  Pediatrics’  1967  Outstanding 
Pediatric  Practitioner  Award. 

Innovation  in  continuing  education — 

NEW  CONCEPTS  IN  PROBLEMS  OF 
COMPLETED  STROKE 
Friday  and  Saturday,  January  19-20,  1968 
Approved  by 

American  Academy  of  General  Practice 
for  16  Hours  Prescribed  Credit 

Presented  by:  American  Rehabilitation 
Foundation 

For  the  busy  practicing  physician,  pas- 
sively listening  to  hour  after  hour  of  lectures 
is  rarely  the  most  economical  or  effective 
way  of  learning.  In  this  path  - breaking 
course  on  the  patient  with  completed  stroke, 
formal  lectures  have  been  abandoned.  In- 
stead, the  participant  in  the  course  is 
placed  in  as  near  the  ideal  learning  situation 
as  is  feasible,  at  the  patient’s  bedside.  Em- 
phasis is  on  active  participation.  The  physi- 
cian is  asked  to  make  diagnostic  decisions 
and  evaluations  of  the  extent  of  the  stroke, 
and  to  plan  for  patient  management.  The 
alternatives,  with  the  likely  consequences  of 
each,  are  considered  in  class  discussion. 

The  content  of  the  intensive  2-day  course 
was  determined  after  consultation  with  ex- 
perts on  stroke.  The  organization  of  ma- 
terial and  manner  of  presentation  are  based 
on  established  principles  of  learning  theory. 


472 


Nebraska  S.  M.  J. 


In  addition  to  actual  patient  demonstrations, 
teaching  techniques  used  include  videotapes, 
films,  and  taped  recordings. 

In  order  to  allow  every  participant  to  take 
an  active  part,  enrollment  is  of  necessity  lim- 
ited to  20  physicians  for  each  offering.  The 
next  offering  is  Friday  and  Saturday,  Janu- 
ary 19-20,  1968.  Applications  will  be  ac- 
cepted in  the  order  received.  Tuition  is 
$50.00.  To  receive  information  or  make 
application,  write: 

Thomas  P.  Anderson,  M.D. 

Kenny  Rehabilitation  Institute 
1800  Chicago  Avenue 
Minneapolis,  Minnesota  55404 

The  World  Medical  Association — 

Individual  membership  in  the  WMA  is 
now  open  to  all  members  of  the  AMA.  The 
WMA  is  a nonprofit,  tax-free  organization 
devoted  to  promoting  understanding  and 
friendship  among  the  doctors  of  the  world. 
The  address  is  10  Columbus  Circle,  New 
York,  N.Y.  10019. 

Anti-measles  campaign — 

There  were  fewer  reported  measles  (ru- 
beola) cases  in  the  first  half  of  this  year 
than  in  any  comparable  period  since  U.S. 
record-keeping  began,  in  1912.  This  is  an 
indication  of  success  for  the  anti-measles 
campaigns  being  conducted  by  the  AMA,  the 
U.S.  Public  Health  Service,  and  other  organ- 
izations. 

There  were  55,693  reported  measles  cases 
in  the  first  28  weeks  of  this  year,  less  than 
a third  of  the  total  in  the  same  period  last 
year,  according  to  the  National  Commun- 
icable Disease  Center  of  the  USPHS;  the 
number  is  less  than  an  eighth  of  the  cor- 
responding 449,997  cases  for  1964,  a peak 
year. 

Program  for  the  Practitioner  at  AMA 
Clinical  Convention — 

A scientific  program  especially  designed 
for  the  physician  in  practice  again  will  be 
featured  at  the  AMA’s  Clinical  Convention, 
to  be  held  in  Houston  November  26-29,  1967. 

The  four-day  meeting  will  include  scien- 


tific sessions  on  18  major  topics,  four  post- 
graduate courses,  breakfast  roundtable  con- 
ferences, closed-circuit  television  and  medi- 
cal motion  picture  programs,  and  more  than 
150  scientific  exhibits. 

Of  special  interest  are  the  postgraduate 
courses,  expanded  to  four  topics:  Fluid  and 
Electrolyte  Balance,  Oncology,  Cardiovascu- 
lar Disease,  and  Obstetrics  and  Gynecology. 
Each  course  will  consist  of  three  half-day 
sessions  featuring  outstanding  teachers. 

Scientific  and  industrial  exhibits  and  all 
scientific  meetings  will  be  in  Houston’s  new 
Astro  Hall,  a part  of  the  Astrodome  complex. 

Topics  at  the  general  scientific  sessions 
include:  aerospace  medicine,  antibiotics, 

arthritis,  cancer,  cardiovascular  medicine, 
cardiovascular  surgery,  dermatology,  en- 
docrinology, gastroenterology,  general  sur- 
gery, genitourinary  treatment,  geriatrics, 
obstetrics  and  gynecology,  ophthalmology, 
otolaryngology,  pediatrics,  and  psychiatry. 
There  also  will  be  a session  on  “new  cares” 
featuring  a discussion  of  legal  and  social 
problems  now  faced  by  the  physician. 

Breakfast  Roundtable  Conferences  will 
discuss  (1)  Indications  and  Limitations  of 
Uses  of  Antibiotics,  (2)  “The  Moral  and 
Ethical  Aspects  of  Caring  for  the  Dying  Pa- 
tient,” (3)  “Management  of  Cerebrovascu- 
lar Insufficiency,”  and  (4)  Adolescence,  Age 
of  Rebellion;  Some  Related  Psychiatric  As- 
pects.” Numbers  1 and  2 will  be  Tuesday 
morning,  November  28;  numbers  3 and  4 
will  be  Wednesday  morning,  November  29. 
Tickets  will  be  $3  each. 

An  outstanding  program  of  closed-circuit 
color  television  and  more  than  25  medical 
motion  pictures  will  be  presented.  Live, 
color  television  broadcasts  of  surgery  and 
discussions  from  Houston’s  Hermann  Hos- 
pital will  be  seen  on  a large  screen  in  Astro 
Hall.  Medical  motion  pictures  will  include 
three  or  four  premier  showings,  plus  sev- 
eral films  that  were  well  received  at  the 
AMA  annual  convention  last  June. 

The  AMA  House  of  Delegates  will  meet 
at  the  Shamrock-Hilton  Hotel. 

The  Ninth  National  Conference  on  the 
Medical  Aspects  of  Sports  will  be  Sunday, 
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November  26,  at  the  Hotel  America  in  con- 
junction with  the  Clinical  Convention.  Spon- 
sored by  the  AMA  Committee  on  the  Medi- 
cal Aspects  of  Sports,  the  meeting  will  fea- 
ture morning,  afternoon,  and  evening  dis- 
cussions of  problems  faced  by  team  physi- 
cians at  all  levels  of  athletic  competition. 

Expanded  Postgraduate  Medical  Education 
Program  at  AMA  Convention — 

Physicians  will  have  an  opportunity  to 
continue  their  postgraduate  medical  educa- 
tion at  courses  offered  during  the  American 
Medical  Association’s  Clinical  Convention  in 
Houston  November  26-29,  1967. 

The  postgraduate  program,  expanded  to 
four  subjects  this  year,  offers  courses  in 
“Fluid  and  Electrolyte  Balance,”  “Oncology,” 
“Cardiovascular  Disease,”  and  “Obstetrics 
and  Gynecology.” 

Leading  medical  educators  will  lecture  at 
the  courses,  which  will  consist  of  three  half- 
day sessions  each. 

The  courses  will  be  limited  to  200  persons 
each;  the  first  200  who  register  on  arrival 
in  Houston  will  be  given  tickets.  There  will 
be  a special  Postgraduate  Course  registra- 
tion booth  adjacent  to  the  general  registra- 
tion area  in  Astro  Hall. 

Courses  will  begin  promptly  at  9 a.m.  and 
2 p.m. 

Medical  Aspects  of  Sports  Conference 
November  26,  1967,  in  Houston — 

The  team  physician  and  the  practitioner 
who  has  athletes  among  his  patients  should 
find  many  topics  of  interest  at  the  9th  Na- 
tional Conference  on  the  Medical  Aspects 
of  Sports  in  Houston  on  Sunday,  November 
26,  1967. 

Clinical  problems  in  athletics,  sports  car- 
diology, knee  injuries,  the  1968  Olympics 
at  Mexico  City,  and  specialized  sports  will 
be  topics  of  forums  and  discussions. 

Morning,  afternoon,  and  evening  ses- 
sions will  be  at  the  Hotel  America.  Spon- 
sored by  the  American  Medical  Association’s 
Committee  on  the  Medical  Aspects  of  Sports, 
the  annual  conference  is  held  in  conjunc- 


tion with  the  AMA’s  21st  annual  Clinical 
Convention,  November  26-29  in  Houston. 

Speakers  will  include  physicians  experi- 
enced in  sports  medicine  and  other  widely 
recognized  sports  authorities.  Those  at- 
tending will  have  opportunities  after  each 
session  to  discuss  special  problems  with  the 
speakers. 

Featured  speaker  at  the  conference  lunch- 
eon will  be  Eduardo  Hay,  M.D.,  of  Mexico 
City,  director  general  of  the  Centro  Depor- 
tivo  Olimpico  Mexicano,  who  will  discuss 
preparations  for  the  1968  Olympic  Games. 

A session  later  in  the  day  will  discuss 
the  U.S.  Olympic  athlete.  Speakers  will  in- 
clude the  U.S.  Olympic  team  physician, 
Daniel  F.  Hanley,  M.D.,  of  Brunswick, 
Maine;  the  U.S.  Olympic  vice  president  Mer- 
ritt H.  Stiles,  M.D.,  of  Spokane,  Wash.,  and 
the  executive  secretary  of  the  National  Ath- 
letic Trainers  Association,  William  E.  New- 
ell, R.P.T.,  Lafayette,  Ind. 

Some  program  highlights: 

The  problem  of  gastroenteritis  is  both  sig- 
nificant and  perplexing  to  athletes  who 
need  to  be  in  top  shape  daily,  at  home  and 
on  the  road.  Clayton  L.  Thomas,  M.D.,  of 
Wilbraham,  Mass.,  member  of  the  U.S.  Olym- 
pic Committee’s  Medical  and  Trainers  Serv- 
ices Committee,  will  discuss  measures  that 
can  be  taken  to  minimize  this  threat. 

The  relationship  of  cardiac  problems  to 
athletic  participation  will  be  discussed  by 
Kenneth  D.  Rose,  M.D.,  director  of  research 
at  the  University  of  Nebraska  Health  Serv- 
ice, Lincoln.  Dr.  Rose  has  done  research  in 
medical  telemetry,  and  will  discuss  how  the 
heart  actually  responds  during  exercise,  as 
disclosed  by  telemetric  readings. 

Nutrition’s  role  in  enabling  maximum 
physical  performance  will  be  the  topic  of  the 
Army’s  authority  on  the  subject,  C.  Frank 
Consolazio,  head  of  the  Bioenergetics  Divi- 
sion of  the  Army’s  medical  research  and  nu- 
trition laboratories  at  Denver. 

“Foolishness  and  Folklore  in  Sports”  will 
be  the  topic  of  Fred  L.  Allman,  Jr.,  M.D.,  of 
Atlanta,  president  of  the  American  College 
of  Sports  Medicine  and  orthopedic  consult- 
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ant  for  the  University  of  Georgia  varsity 
teams. 

Joining  Dr.  Allman  in  a forum  on  Quack- 
ery in  Sports  will  be  William  M.  Fowler, 
Jr.,  M.D.,  of  Los  Angeles,  who  will  discuss 
the  reasons  for  condemning  use  of  various 
drugs  known  to  be  used  by  some  healthy 
athletes. 

The  physician  who  many  give  credit  for 
converting  “weight  lifting”  to  “weight 
training”  as  a beneficial  program  for  physi- 
cal education  and  rehabilitation  and  for  pre- 
venting athletic  injuries  will  outline  his 
training  principles.  Thomas  L.  DeLorme, 

M. D.,  Boston,  Mass.,  will  be  a participant 
in  one  of  two  forums  on  clinical  problems  in 
athletics. 

Richard  C.  Schneider,  M.D.,  neurosurgical 
consultant  to  the  University  of  Michigan 
athletic  department,  Ann  Arbor,  will  dis- 
cuss the  medical  considerations  of  returning 
an  athlete  to  competition  following  a con- 
cussion. 

Other  speakers  in  the  forums  on  clinical 
problems  will  be  Frank  L.  Raney,  Jr.,  M.D., 
of  San  Francisco,  who  will  speak  on  rib  in- 
juries; Robert  E.  Anderson,  M.D.,  of  Ann 
Arbor,  Mich.,  who  will  report  his  findings 
on  genito-urinary  injuries,  as  related  to 
sports  participation;  and  Donald  J.  Erick- 
son will  discuss  the  practicality  and  proper 
use  of  various  in  jury- treatment  devices  in 
the  athletic  setting. 

Three  afternoon  discussion  sessions  will 
be  on  the  Olympics  and  the  American  Ath- 
lete, Specialized  Sports  (sports  parachuting, 
equestrian  sports,  and  sports  judo),  and 
Sports  Cardiology. 

An  evening  forum  will  discuss  prevention 
of  knee  injuries  in  sports.  Participants  will 
include  H.  Royer  Collins,  M.D.,  of  Temple, 
Texas;  Jay  A.  Bender,  Ph.D.,  of  Cortland, 

N. Y.,  and  Joe  W.  King,  M.D.,  of  Houston. 

The  conference  is  open  to  interested  physi- 
cians and  key  nonmedical  athletic  personnel. 

For  further  information,  write  the  Com- 
mittee on  the  Medical  Aspects  of  Sports, 
American  Medical  Association,  535  N.  Dear- 
born St.,  Chicago,  111.  60610. 


Blue  Shield  reports  record — 

Record  highs  were  reached  during  1966 
on  the  number  of  people  served  and  medical- 
surgical  benefits  paid  by  Blue  Shield.  The 
number  of  persons  served  by  Blue  Shield 
spurted  to  over  71  million,  more  than  one 
third  of  the  population.  Blue  Shield  Plans 
paid  out  over  $1.4  billion  in  benefits  during 
1966. 

Health  insurance:  1965 — 

1.  Americans  with  some  form  of  health  in- 
surance through  voluntary  insuring  or- 
ganizations: over  156  million  (81%  of 
U.S.  civilian  population) 

2.  Health  insurance  premiums  received  by 
all  U.S.  voluntary  insuring  organiza- 
tions: $12.1  billion 

3.  Health  insurance  benefits  paid  by  all 
U.S.  voluntary  insuring  organizations: 
$9.6  billion 

4.  Percent  of  personal  consumption  expen- 
ditures: medical  care,  6.4%;  recreation, 
6.1%. 

5.  U.S.  hospital  admissions:  26,462,878 

(nonfederal  short-term  general  and  oth- 
er special  hospitals) 

6.  Patients  in  hospital  on  an  average  day: 
563,424 

7.  Patients  entering  hospital  on  an  average 
day:  72,500 

8.  Number  of  voluntary  insurance  organ- 

izations that  made  health  insurance  pro- 
tection available  to  the  American  pub- 
lic: ca  1,750 

Nebraska  Chapter,  American  Medical 
Writers’  Association — 

Mr.  Pete  Boughn,  President  of  the  Ne- 
braska Chapter  of  the  AMWA,  announces 
that  all  Nebraska  doctors  and  all  other  per- 
sons interested  in  medical  writing  are  in- 
vited to  take  part  in  an  Oral  Communica- 
tions Seminar  to  be  held  Tuesday  and  Wed- 
nesday, October  10  and  11,  1967,  in  the 
Sheraton-Fontenelle  Hotel  in  Omaha.  This 
will  be  an  intensive,  two  day  participation 
seminar,  including  lectures  and  demonstra- 
tions by  Donald  N.  Dedmon,  Ph.D.,  Smith 
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Kline  and  French  communications  consultant. 
There  is  no  charge  for  participation  in  this 
seminar. 

Vitamin  E — 

Essentiality  of  vitamin  E in  human  nutri- 
tion has  been  established.  The  National  Re- 
search Council  recommends  between  15  and 
45  International  Units  of  vitamin  E daily 
for  adults  and  0.75  International  Units  per 
kilogram  for  infants.  The  need  for  vitamin 
E varies  with  the  intake  of  polyunsaturated 
fatty  acids;  a diet  high  in  these  substances 
requires  greater  amounts  of  the  vitamin. 
Such  diets  are  currently  being  recommend- 
ed in  the  treatment  of  hypercholesterolemia, 
as  a possible  means  of  lowering  the  risk  of 
heart  attacks. 

Vitamin  E is  also  believed  useful  in  pre- 
venting the  formation  of  toxic  peroxides 
which  cause  hemolysis  and  cell  damage.  In- 
fants, particularly  prematures,  are  born  with 
a “physiological  deficiency”  of  vitamin  E. 
The  erythrocytes  show  in  increased  suscep- 
tibility to  hemolysis,  which  is  reduced  fol- 
lowing the  administration  of  vitamin  E. 

New  artificial  kidney  in  Atkinson — 

Holt  County  received  its  artificial  kidney 
machine  in  late  July,  and  it  has  now  been 
installed  in  the  Atkinson  Memorial  Hospital. 
A county-wide  drive  sponsored  by  the  Ameri- 
can Legion  Posts  in  Holt  County  raised  the 
$6,000  needed  to  purchase  this  equipment. 
The  project  was  prompted  when  it  was 
learned  that  a resident  of  Holt  County  was 
making  weekly  trips  to  an  Omaha  hospital 
for  life-saving  treatments  on  an  artificial 
kidney. 

Kocky  Mountain  Spotted  Fever  in  Nebraska — 

Rocky  Mountain  Spotted  Fever,  a rickett- 
sial disease  carried  by  the  wood  tick,  is 
thought  to  have  been  the  cause  of  death  of 
a six  year  old  girl.  The  little  girl’s  father 
said  that  a wood  tick  had  been  found  in  her 
four  year  old  sister’s  hair;  the  sister  was 
hospitalized  with  a “blood  infection.”  The 
girls  shared  the  same  bed.  Two  other  daugh- 
ters did  not  become  ill.  Autopsy  findings 
were  inconclusive,  but  blood  specimens  tak- 


en at  the  time  of  the  autopsy  were  submit- 
ted to  the  Communicable  Disease  Center  of 
the  U.S.  Public  Health  Service,  and  the  com- 
plement fixation  test  for  Rocky  Mountain 
Spotted  Fever  was  positive  in  a 1:64  dilu- 
tion. The  control  was  positive  only  to  a dilu- 
tion of  1:16. 

Representatives  from  the  Kansas  City 
branch  office  of  the  C.D.C.  are  presently  con- 
ducting a survey  study. 

Two  outbreaks  of  Salmonella  food  poisining 
in  Nebraska — 

H.  E.  McConnell,  Doctor  of  Public  Health 
and  Director  of  Laboratories  for  the  Ne- 
braska State  Health  Department,  states  that 
in  August  there  was  a small  outbreak  of 
salmonella  food  poisoning  in  the  Hastings 
area;  three  persons  were  hospitalized.  Sal- 
monella typhi-muriiim  was  isolated  from 
food  and  from  the  hospitalized  patients. 

In  early  September  there  was  a larger  out- 
break occurring  among  persons  who  attend- 
ed the  big  Turkey  Barbeque  Celebration  at 
Oxford,  Nebraska.  Initial  reports  indicated 
several  residents  in  the  Holdrege  area  be- 
came ill  from  this  infection.  Twelve  cases 
were  reported  from  the  Kearney  area,  four 
cases  from  Alma,  and  one  case  was  reported 
from  Alliance.  Five  persons  were  known  to 
have  required  hospitalization. 

Nebraska  child  bitten  by  rabid  rat — 

On  September  4,  1967,  a three  year  old 
boy  was  bitten  by  a rat  while  playing  in 
a weed  field  near  his  home.  The  rat  was 
killed  and  sent  to  the  Nebraska  State  Health 
Department  where  examination  showed  the 
animal  to  be  rabid. 

Nurses’  refresher  course  plans — 

Plans  to  bring  inactive  nurses  back  into 
employment  have  been  made  during  recent 
meetings  between  Mrs.  Lois  Sullivan  of 
Omaha,  Nebraska,  state  coordinator  of  the 
Nurses’  Refresher  Course  Project  and  an 
advisory  committee  from  District  Six.  This 
committee  included  Mr.  Daryle  Wade,  ad- 
ministrator of  Lutheran  Community  Hos- 
pital in  Norfolk;  Doctor  Charles  Waite,  psy- 
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chiatrist  at  the  Norfolk  State  Hospital  and 
representative  of  the  Madison  County  Medi- 
cal Society;  Mrs.  William  (Carolee)  Alex- 
ander, president  of  District  Six  of  the  Ne- 
braska Nurses’  Association;  and  Mrs.  T.  W. 
(Eileen)  Semlak,  public  relations  chairman 
of  District  Six. 

This  group  surveyed  17  counties  in  Dis- 
trict Six  with  a population  of  160,700.  Ap- 
proximately 160  licensed  nurses  are  at  this 
time  inactive.  In  this  area  are  approximate- 
ly 18  hospitals  and  an  equal  number  of  nurs- 
ing homes.  Areas  are  being  sought  to  estab- 
lish “key  centers”  for  refresher  courses  for 
these  inactive  nurses. 

News  from  National  Cancer  Institute — 

As  of  October  1,  1967,  Doctor  Kenneth 
M.  Endicott,  Director  of  the  National  Can- 
cer Institute  in  Bethesda,  Maryland,  has 
been  “off”  cigarets  for  44  days.  He  admits 
woefully,  “I  miss  them  very  much,  but  I’m 
really  glad  that  I stopped.  Besides,  I was 
in  an  impossible  position  getting  ‘it’  from 
all  sides.  At  national  symposiums  and  con- 
ferences on  smoking  and  health,  people  were 
just  astonished  that  I smoked.  But,  after 
smoking  more  than  a pack  a day  for  over 
30  years  it  was  not  easy  for  me  to  quit.” 

“The  Pill”  — potential  dangers  of — 

At  the  recent  Fourteenth  Annual  Western 
Cardiac  Conference  held  in  August,  1967  at 
the  University  of  Colorado  Medical  Center, 
Bruce  Baton,  M.D.,  Associate  Professor  of 
Surgery,  stated  in  his  lecture  on  Pulmonary 
Thromboembolism,  “Regardless  of  what  the 
learned  commissioners  say  — I am  sure  there 
is  a significant  increase  in  pulmonary  em- 
bolic phenomena  in  women  who  are  on  ‘the 
pill’.” 


Nitrazepam  in  Myoclonic  Epilepsies  — J.  G. 
Millichap  (707  Fullerton  Ave,  Chicago)  and 
W.  R.  Ortiz.  Amer  J Dis  Child  112:242- 
248  (Sept)  1966. 

Thirty-six  infants  and  children  with  myo- 
clonic seizures  were  treated  with  nitrazepam 
in  average  doses  ranging  from  0.3  to  1.1 


mg/kg  daily  for  periods  from  2 to  29  weeks. 
A practical  degree  of  control  and  more  than 
50%  reduction  of  seizures  were  obtained 
during  the  total  period  of  evaluation  in  50% 
of  the  patients;  86%  benefited  initially,  and 
the  response  was  maintained  at  the  com- 
pletion of  the  trial  in  25%.  Tolerance  to 
the  anticonvulsant  effect  necessitated  in- 
creases in  dosage  to  maximal  levels  of  0.3  to 
4 mg/kg  daily.  EEG  abnormalities  were 
modified  in  35%,  and  the  improvement  was 
marked  in  15%.  The  anticonvulsant  effect 
was  independent  of  the  cause  of  the  myo- 
clonic seizures  and  the  type  of  associated 
EEG  abnormality ; patients  with  synchronous 
or  focal,  spike  and  spike  and  wave,  dis- 
charges were  benefited  as  often  as  those 
with  hypsarhythmia.  Seizures  unresponsive 
to  corticotropin  were  sometimes  controlled 
by  nitrazepam,  and  the  reverse  also  held  true. 
The  effectiveness  of  nitrazepam  against  myo- 
clonic seizures  was  superior  to  corticotropin. 
Nitrazepam  is  recommended  as  the  initial 
treatment  of  choice  in  infants  and  children 
with  myoclonic  seizure  patterns  when  causes 
amenable  to  specific  therapies  have  been  ex- 
cluded. A combination  of  nitrazepam  and 
corticotropin  may  be  preferred  in  infants  with 
hypsarhythmia  and  other  diffuse  abnormali- 
ties in  the  EEG. 


Overdistention  of  Urinary  Bladder  During 
and  After  Anesthesia  — G.  F.  Marx  and 
L.  R.  Orkin  (Dept  of  Anesthesiology  of 
the  Bronx  Municipal  Hospital  Center,  Al- 
bert Einstein  College  of  Medicine,  New 
York).  Canad  Anesth  Soc  J 13:500-504 
(Sept)  1966. 

Four  cases  are  reported  of  patients  who 
developed  respiratory  difficulty,  a rise  in 
blood  pressure,  or  excitement  during  or  after 
“nontraumatic”  surgery  under  light  nitrous- 
oxide-oxygen-halothane  anesthesia  while  re- 
ceiving balanced  sodium  chloride  solutions, 
intravenously,  in  excess  of  the  estimated  or 
measured  blood  loss.  The  complications  were 
attributable  to  overdistention  of  the  urinary 
bladder  and  were  instantaneously  relieved 
following  removal  of  the  urine  by  catheteri- 
zation. The  use  of  open  indwelling  urinary 
catheter  may  be  desirable  during  prolonged 
surgery. 
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FEATURES 


Our  Medical  Schools 

X.H.I.  grant  to  Creighton — 

The  Creighton  University  School  of  Medi- 
cine has  received  a $33,397  grant  from  the 
National  Heart  Institute  of  the  U.S.  Public 
Health  Service. 

The  grant  was  awarded  to  Dr.  Jeno  L. 
Kramar,  professor  of  pediatrics,  for  studies 
in  capillary  resistance  and  the  endocrines. 
Dr.  Kramar  has  conducted  research  in  the 
area  for  several  years. 

Dr.  Kramar  joined  the  faculty  of  the 
Creighton  University  School  of  IMedicine  in 
1950.  He  is  a graduate  of  the  University 
of  Budapest,  Hungary. 

Library  at  U.  of  X'. — 

The  fund  drive  for  a regional  Library  of 
IMedicine  at  the  University  of  Nebraska 
iMedical  Center  will  continue  through  the 
end  of  the  year.  Dr.  Leon  S.  iMcGoogan,  gen- 
eral chairman,  announced  this  month. 

iMore  than  five  hundred  contributions  had 
been  received  by  the  first  week  in  Septem- 
ber. Contributions  totaled  $118,000. 

“We  are  hoping  to  boost  the  percentage  of 
participation  by  physicians  in  Nebraska  in 
the  last  few  months  of  the  drive,”  Dr.  Mc- 
Googan  stated. 

An  estimated  15  per  cent  of  Nebraska’s 
physicians  have  contributed. 

Contributions  by  State  Medical  Associa- 
tion Councilor  Districts: 

(1)  $36,764;  (2)  $2,445;  (3)  $800; 

(4)  $350;  (5)  $1,375;  (6)  $300;  (7) 

$2,900;  (8)  $2,250;  (9)  $2,800;  (10)  $1,- 

220;  (11)  $860;  (12)  $1,775. 

The  totals  do  not  reflect  most  of  the  $10,- 
000  pledged  by  the  membership  of  the  Buf- 
falo County  Medical  Society. 

Thirty-nine  other  states  are  represented 
on  the  list  of  contributors.  Colorado,  with 
$3,140  contributed,  leads. 

Not  included  are  more  than  four  hundred 
College  of  IMedicine  alumni  living  in  Cali- 
fornia who  were  invited  to  a series  of  dinner 
meetings  on  the  West  Coast  in  September. 


A number  of  gifts  were  made  as  memorials 
to  distinguished  Nebraska  physicians  by 
members  of  their  families. 

The  Dr.  Chester  Q.  Thompson  Memorial 
Fund  was  established  by  members  of  the 
Thompson  family  as  an  endowment  to  pur- 
chase books  in  the  field  of  Internal  iMedi- 
cine.  The  Thompson  family  also  made  a 
significant  gift  to  the  building  fund  drive. 

The  proposed  three-level  Library  of  i\Iedi- 
cine  will  be  built  above  the  new  Basic  Sci- 
ences Building,  due  to  be  completed  by  mid- 
1968. 

Xew  class  at  I',  of  X. — 

The  largest  freshman  medical  class  with 
the  highest  percentage  of  women  registered 
at  the  University  of  Nebraska  Medical  Cen- 
ter Friday,  September  8,  1967. 

With  92  members  it  will  be  the  largest 
freshman  class  in  the  history  of  the  Univer- 
sity of  Nebraska  College  of  Medicine.  The 
group  will  also  boast  the  largest  female  en- 
rollment in  the  school’s  history  — ten. 

Eighty-two  of  the  freshmen  are  residents 
of  the  state  of  Nebraska. 

M’hen  registration  at  the  Medical  Center 
was  completed  Friday,  the  campus’s  student 
population  reached  nearly  600. 

Eighty-two  College  of  Medicine  sopho- 
mores registered  Thursday,  September  7. 
Classes  for  them  and  the  freshmen  started 
Monday,  September  11. 

Seniors  in  the  College  of  Medicine  — 93 
in  number  — registered  for  their  senior  year 
and  began  classes  on  June  5.  This  class  out- 
numbers the  record-breaking  freshman  class 
because  it  has  picked  up  additional  mem- 
bers in  the  junior  and  senior  years,  some 
transferring  from  other  medical  schools  and 
some  coming  from  schools  which  offer  only 
two  years  of  medicine,  such  as  the  Univer- 
sity of  South  Dakota  and  the  University  of 
North  Dakota. 

Eighty-two  juniors  registered  and  began 
classes  in  the  College  of  Medicine  on  August 
14. 

Some  90  students  registered  Thursday, 
September  7,  in  six  departments  offering 
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graduate-level  courses  on  the  Omaha  cam- 
pus : anatomy,  biochemistry,  bio-medical 

engineering,  microbiology,  neuro-psychiatry, 
pharmacology  and  physiology.  Biochemistry 
drew  the  largest  group  — 26.  Twenty  grad- 
uate students  and  six  registered  nurses  are 
enrolled  in  neuro-psychiatry  programs. 

School  of  Nursing  juniors  and  seniors  be- 
gan classes  Monday,  September  11.  The  35 
seniors  and  36  juniors  pre-registered  at  the 
close  of  the  last  school  term.  A record  num- 
ber of  sophomore  nursing  students  began 
their  studies  on  June  12.  Fifty-three  are 
in  this  class.  The  freshman  year  of  nursing 
is  not  offered  at  the  Omaha  campus  but  may 
be  taken  in  any  accredited  university  or 
liberal  arts  college.  Thirty-five  members  of 
this  class  attended  the  University  of  Ne- 
braska as  freshmen. 

Eighteen  seniors  in  the  medical  technology 
program  registered  and  began  their  studies 
at  four  different  times  during  the  summer. 

In  August,  seven  seniors  registered  for 
their  degree  program  in  radiologic  tech- 
nology. 

The  radiologic  and  medical  technology 
students  took  their  first  three  years  of  col- 
lege elsewhere. 

Pediatrics  and  technology — 

The  University  of  Nebraska  College  of 
Medicine  continuing  education  department 
will  sponsor  a pediatric  neonatology  confer- 
ence in  Lincoln  October  20  and  21.  Confer- 
ences on  Friday  and  Saturday  morning  will 
be  held  in  Lincoln  General  Hospital,  2300 
South  16th  Street. 

Guest  faculty  members  will  include  Dr.  L. 
Joseph  Butterfield,  department  of  neo- 
natology, Denver  (Colorado)  Children’s  Hos- 
pital, and  Dr.  James  P.  Youngblood,  director 
of  the  endocrine  clinic  at  the  Kansas  City 
(Missouri)  General  Hospital.  Dr.  Butterfield 
will  discuss  trends  in  newborn  care  and  Dr. 
Youngblood  will  take  part  in  a panel  discus- 
sion of  maternal-fetal  risk  in  premature  rup- 
ture of  the  membranes. 

A social  worker  and  an  Omaha  lawyer  will 
take  part  in  a panel  on  the  legal  status  of 
the  intrauterine  patient. 


Coordinators  of  the  course  are  Drs.  War- 
ren H.  Pearse,  professor  of  obstetrics  and 
gynecology  and  chairman  of  the  department 
at  the  College  of  Medicine,  and  Dr.  Harold 
S.  Morgan,  regional  medical  program  co- 
ordinator, Lincoln. 

The  course  is  supported  in  part  by  Hoff- 
mann-La  Roche,  Inc.,  of  Nutley,  New  Jersey. 
Registration  fee  of  $20.00  includes  one 
luncheon  and  one  breakfast.  Tickets  for  the 
Colorado-Nebraska  football  game,  immedi- 
ately following  sessions  on  Saturday  morn- 
ing, October  21,  are  available  to  registrants 
for  $5.25. 

The  course  is  approved  for  six  hours  of 
AAGP  credit  in  Category  I. 

The  continuing  education  department  is 
also  offering  an  institute  for  medical  tech- 
nology education.  Miss  Arden  Engstrom, 
M.S.,  instructor  in  pathology,  is  coordinator 
of  this  course,  Saturday,  October  28. 

The  course  is  directed  at  medical  tech- 
nologists engaged  in  educating  technologists. 
A nationally  known  speaker  will  discuss  the 
registry  examination.  Local  medical  tech- 
nologists will  round  out  the  progi’am.  The 
sessions  will  be  held  in  the  Eppley  Institute 
for  Cancer  Research  in  Omaha  at  42nd  and 
Dewey. 


New  faculty  members  at  Creighton — 

Four  men  have  joined  the  fulltime  faculty 
of  the  Creighton  University  School  of  Medi- 
cine. They  are  Dr.  Donald  R.  Babin,  As- 
sistant Professor  of  Biochemistry ; Dr.  David 
D.  Michie,  Assistant  Professor  of  Physiolo- 
gy and  Pharmacology ; and  Dr.  Paul  D.  Stein 
and  Dr.  Duane  G.  Wombolt,  both  Assistant 
Professors  of  Medicine. 

Dr.  Babin  is  a native  of  Edmundston,  New 
Brunswick,  Canada.  He  holds  baccalaureate 
and  doctoral  degrees  from  the  University 
of  New  Brunswick,  Fredericton,  Canada. 
Dr.  Babin  has  conducted  special  studies  in 
protein  chemistry. 

Dr.  Michie’s  research  has  concerned  car- 
diovascular physiology.  A native  of  Aniston, 
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Ala.,  he  holds  Bachelors  and  Masters  De- 
grees from  Trinity  University,  San  Antonio, 
Tex.,  and  Ph.D.  from  the  University  of 
Texas  Medical  Branch,  Galveston,  Tex. 


Welcome,  New  Members 


Rosenberg,  David,  M.D Omaha 

Saulsburg,  James,  M.D ..Omaha 


Dr.  Stein  is  a cardiology  specialist  and  has 
co-authored  numerous  articles  concerning 
heart  disease.  He  was  born  in  Cincinnati, 
Ohio,  and  earned  undergraduate  and  medical 
degrees  at  the  University  of  Cincinnati. 

Dr.  Wombolt  holds  a medical  degree  from 
the  University  of  Iowa,  Iowa  City,  Iowa,  and 
a Master  of  Science  Degree  from  Ohio  State 
University,  Columbus,  Ohio.  A native  of 
Red  Oak,  Iowa,  he  holds  a Bachelor  of  Arts 
Degree  from  the  State  College  of  Iowa. 


Dr.  Kugel  to  report  at  French  congress — 

Dr.  Robert  Kugel,  chairman  of  the  depart- 
ment of  pediatrics  at  the  University  of  Ne- 
braska Medical  Center,  attended  the  First 
Congress  of  the  International  Association  for 
the  Scientific  Study  of  Mental  Deficiency  in 
IMontpellier,  France,  September  12-20,  1967. 
He  reported  on  the  progress  of  mental  re- 
tardation programs  in  the  United  States. 

Attending  the  meeting  with  Dr.  Kugel 
were  four  other  members  of  the  President’s 
Commission  on  Mental  Retardation.  The 
committee  members  studied  advanced  tech- 
niques of  working  with  the  mentally  retard- 
ed as  well  as  innovations  in  design  of  homes, 
schools,  and  hospitals  for  the  retarded.  The 
committee  members  also  visited  mental  re- 
tardation facilities  in  Denmark,  F ranee, 
Great  Britain,  Italy,  Spain,  Sweden,  Switzer- 
land, West  Germany  and  Yugoslavia. 


Dr.  Wombolt  at  Creighton — 

Dr.  Duane  G.  Wombolt  has  joined  the  fac- 
ulty of  the  Creighton  University  School  of 
Medicine.  He  holds  the  rank  of  assistant 
professor  of  medicine. 

A native  of  Red  Oak,  Iowa,  Dr.  Wombolt 
took  his  premedical  studies  at  the  State  Col- 
lege of  Iowa,  and  received  his  medical  degree 
from  the  University  of  Iowa  in  1962.  He 
received  a Master  of  Science  Degree  from 
Ohio  State  University  this  year. 


THomcut  /4uxiUcinxf 

Pioneer  Physicians’  Wives — 

Fairie  B.  Lorance,  wife  of  Benjamin 
Franklin  Lorance,  of  Auburn,  was  perhaps 
the  first  Nebraska  doctor’s  wife  whose 
courage  and  foresight  were  invaluable  in 
helping  her  doctor  husband  acquire  his  medi- 
cal training. 

Her  daughter,  IMartha  L.  Kiechel  (Mrs. 
Raymond),  Auburn,  writes  the  following 
concerning  her  mother:  “She  was  born  on 

a farm  north  of  Peru,  1864,  and  I would  ven- 
ture to  say  that  she  was  the  first  Nemaha 
county  doctor’s  wife  born  in  Nemaha  Coun- 
ty. She  and  my  father  were  married  in  1882 
at  Peru  and  set  up  housekeeping  at  Brown- 
ville,  Nebraska,  where  my  father  was  teach- 
ing school.  In  1884  they  moved  to  Iowa  City 
where  my  father  entered  Iowa  University 
College  of  Medicine.  They  rented  a large 
house  there  and  mother  kept  roomers  and 
boarders  to  help  defray  expenses.  When  fath- 
er graduated  in  1887,  two  daughters  had 
been  born  to  them.  It  was  then  that  they 
moved  to  Beatrice  where  father  went  to 
teaching  and  continued  until  their  mounting 
debts  were  paid  off  . . . 

“My  father’s  success  as  a physician  and 
surgeon,  without  the  help  that  my  mother 
so  freely  and  happily  gave,  would  probably 
never  have  been  possible. 

“I  remember,  as  a little  girl,  which  was 
in  the  horse  and  buggy  days,  with  no  local 
hospitals  or  clinics;  time  after  time  patients 
were  brought  to  our  home  when  they  need- 
ed to  be  near  to  the  doctor.  Mother  acted 
as  a nurse  and  even  helped  with  minor  sur- 
gery.’’ 

Doctor  and  Mrs.  Lorance  were  the  par- 
ents of  seven  children,  five  of  them  are  still 
living. 

Submitted  by  Opal  Rundquist 
(From  a letter  by 
Mis.  Raymond  Kiechel) 
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By  medicine  life  may  be  'prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


John  C.  Burke,  M.D.,  age  54,  died  July  31, 
1967.  Doctor  Burke,  at  the  time  of  his  death, 
was  head  of  the  research  and  development 
laboratories  for  the  Squibb  and  Sons  Divi- 
sion of  the  Olin  Mathieson  Chemical  Cor- 
poration; this  division  has  its  headquarters 
in  New  Brunswick,  New  Jersey.  Dr.  Burke 
lived  in  nearby  Milltown.  Doctor  Burke 
graduated  from  the  University  of  Omaha, 
and  later  from  the  University  of  Nebraska 
College  of  Medicine.  He  had  worked  for 
Squibb’s  for  25  years.  He  is  survived  by  his 
wife,  June;  two  daughters,  a son,  and  his 
parents,  Mr.  and  Mrs.  James  R.  Burke,  for- 
mer Omahans,  now  living  in  Sparta,  New 
Jersey. 


W.  W.  Graham,  M.D.,  age  72,  died  August 
13,  1967,  at  his  home  in  Elgin,  Nebraska, 
where  he  had  practiced  medicine  for  43 
years.  Active  in  all  civic  functions.  Doctor 
Graham  was  a staunch  supporter  of  all  com- 
munity projects.  He  was  also  a sports  en- 
thusiast and  loved  hunting,  fishing,  golfing 
and  bowling.  In  addition  to  his  wife,  Nina 
Belle,  he  is  survived  by  two  daughters:  Mrs. 
Roger  (Betty  Claire)  Kebler  of  Walpole, 
Massachusetts,  and  Mrs.  Joan  Williams  of 
Inkster,  Michigan;  eight  grandchildren;  and 
two  brothers:  Lloyd  of  Julian  and  David  of 
Auburn.  He  was  preceded  in  death  by  his 
parents  and  a brother.  Doctor  A.  C.  Graham. 


J.  M.  McNally,  M.D.,  age  81,  died  Septem- 
ber 4,  1967.  Doctor  McNally  was  a past- 
president  and  one  of  the  founders  of  West- 
central  Cooperative  Grain  Company  of  Oma- 
ha. In  the  nineteen-thirties  he  was  a direc- 
tor of  the  Farmers’  National  Grain  Corpora- 
tion in  Chicago.  A native  of  Mackinac  Is- 
land, Michigan,  he  practiced  medicine  for 


several  years  before  he  switched  to  farm- 
ing in  the  twenties.  For  the  past  55  years 
he  lived  in  Bellwood,  Nebraska. 


All  About  Us 

Doctor  J.  H.  Dunlap,  Norfolk,  was  a guest 
speaker  at  the  Madison  Six  County  Medical 
Assistants  meeting  held  in  late  July. 

Doctor  I.  W.  Irvin,  Auburn,  recently  had 
a street  near  the  Nemaha  County  Hospital 
named  in  his  behalf. 

Doctor  Howard  Morrison,  Omaha,  has 
been  elected  to  the  Board  of  Directors  of 
Center  Bank  in  Omaha. 

Doctor  Robert  R.  Westbrook,  Jr.,  former- 
ly of  Shreveport,  La.,  has  opened  a medical 
practice  in  Sargent. 

Doctor  Robert  L.  Chaefsky  of  Philadel- 
phia, Pa.,  has  been  assigned  to  the  Winne- 
bago Public  Health  Service  Indian  Hospital. 

Doctor  George  W.  McArdle,  Omaha,  has 
retired  after  20  years  service  to  the  Omaha 
University  Health  Center. 

Doctor  James  R.  Frans,  Milford,  attended 
the  13th  Annual  General  Practice  Review 
at  the  University  of  Colorado  Medical  Cen- 
ter. 

Doctor  R.  R.  Anderson,  Nehawka,  recently 
addressed  his  local  Rotary  Club  concerning 
his  impressions  of  Russia  while  a member 
of  the  People-To-People  delegation  toured 
that  country  in  1966. 


Correspondence 

Dear  Doctor  Cole: 

The  Nebraska  State  Medical  Association, 
in  cooperation  with  the  A.M.A.,  is  co-spon- 
soring clinical  lectures  in  three  colleges  and 
universities  during  the  1967-68  academic 
year.  The  A.M.A.  Council  on  Foods  and  Nu- 
trition initiated  the  clinical  nutrition  lecture 
program  in  the  fall  of  1964.  The  program 
is  being  carried  out  on  a regional  basis  with 
several  lecturers  participating. 

The  lectures  are  designed  to  stimulate 
undergraduate  students  to  consider  careers 


October,  1967 


481 


in  the  health  sciences,  as  well  as  to  inform 
the  audience  of  recent  developments  in  the 
field  of  nutrition. 

A total  of  38  lectures  this  year  have  been 
scheduled  in  the  ten-state  area  which  in- 
cludes Illinois,  Indiana,  Kansas,  Maine,  Mas- 
sachusetts, Michigan,  Missouri,  Nebraska, 
New  Hampshire  and  Rhode  Island.  Three  of 
these  lectures  are  scheduled  in  Nebraska. 

Dr.  L.  J.  Filer,  Professor  of  Pediatrics  at 
the  University  of  Iowa  College  of  Medicine 
will  speak  on  “Current  Problems  in  Pediatric 
Nutrition”  at  the  following  schools: 

1.  Wayne  State  College  in  Wayne 
Thursday,  Oct.  12  at  7 :30  p.m. 

2.  Nebraska  Wesleyan  University,  Lincoln 
Friday,  October  13,  10:00  a.m. 

3.  Kearney  State  College  in  Kearney 
There  is  a possibility  that  Dr.  Filer 
may  also  speak  at  this  college.  As 
soon  as  we  have  a specific  date  and 
time  for  the  lecture,  we  will  forward 
this  information  to  you. 

A biographical  sketch  and  curriculum  vi- 
tae of  Dr.  Filer  is  enclosed  along  with  an 
abstract  of  his  lecture. 

I would  appreciate  any  assistance  you 
would  give  us  in  publicizing  this  program 
to  physicians  in  your  area  through  the 
Xebraska  State  Medical  Journal. 

If  you  have  any  questions  or  if  there  is 
anything  further  I can  do  to  be  of  assistance, 
please  don’t  hesitate  to  let  me  know. 

Sincerely, 

Therese  Mondeika, 

Assistant  Director, 

Section  on  Nutrition 
Information,  AMA. 

.Abstract  of  Lecture: 

“Current  Problems  in  Pediatric  Nutrition” 

By  L.  J.  Filer,  Jr.,  M.D.,  Ph.D. 

The  challenge  of  problems  in  pediatric  nu- 
trition is  approached  in  terms  of  concepts 
that  require  modification.  One  of  these  is 


a relatively  simple  concept  of  major  public 
health  significance  — namely,  how  to  ap- 
proach and  resolve  the  question  of  nutri- 
tional iron  deficiency  among  infants.  The 
complexities  and  similarities  of  over  and 
undernutrition  are  problems  not  only  of  nu- 
tritional but  social  forces.  Treatment  of 
over  and  undernutrition  requires  considera- 
tion of  both  nutritional  and  cultural  factors. 
Solving  problems  within  one  area  without 
cognizance  of  the  importance  of  resolving 
other  problems  will  be  of  little  value. 

New  laboratory  procedures  have  permit- 
ted restudy  of  nutritional  problems  that 
have  been  recognized  and  clinically  managed 
for  years.  From  increased  understanding 
of  the  pathophysiologj’  of  specific  diseases 
it  has  been  possible  to  improve  clinical  ap- 
proaches to  these  problems. 

Clarification  of  the  importance  and  func- 
tion of  various  micronutrients  in  human  nu- 
trition has  been  possible  within  the  past  few 
years.  Recognition  of  the  essential  nature 
for  man  of  many  micronutrients  is  just  be- 
ing accomplished.  The  nutritional  impor- 
tance of  several  of  these  micronutrients  for 
infant  nutrition  is  discussed  to  the  extent 
that  this  information  is  available. 


Lloyd  J.  Filer,  Jr.,  -M.D.,  Ph.D.— 

Dr.  L.  J.  Filer  projects  an  active  interest 
in  the  study  of  human  nutrition.  He  is  a 
graduate  of  the  University  of  Rochester 
School  of  Medicine  and  Dentistry  and  is 
presently  Professor  of  Pediatrics  at  the  Uni- 
versity of  Iowa  College  of  Medicine.  Some 
of  Dr.  Filer’s  professional  appointments  in- 
clude Assistant  Clinical  Professor  of  Pedi- 
atrics at  the  Ohio  State  University  College 
of  Medicine,  (1963-65)  and  Medical  Direc- 
tor - Vice  President  of  Ross  Laboratories 
(1953-65). 

Dr.  Filer  is  a member  of  many  scientific 
societies  including  the  New  York  Academy 
of  Science,  the  American  Medical  Associa- 
tion, the  American  Institute  of  Nutrition, 
the  American  Society  for  Clinical  Nutrition, 
the  Nutrition  Society  (England)  and  the  Na- 
tional Institute  of  Child  Health  and  Develop- 
ment (Consultant). 
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Gynecologic  Pathology  by  Frederick  T.  Kraus,  M.D. 

Published  June,  1967  by  tbe  C.  V.  Mosby  Com- 
pany of  St  Louis,  Missouri.  .504  pages  (7"  by 

10")  with  488  illustrations.  Price  $18..50. 

The  author  of  this  book  is  an  Associate  Patholo- 
gist at  St.  Luke’s  Hospital  in  St.  Louis,  Missouri. 
He  is  also  an  Instructor  in  Pathology  at  the  Wash- 
ington University  School  of  Medicine  in  that  same 
city.  This  textbook  is  the  outgrowth  of  his  at- 
tempts to  separate  from  the  voluminous  literature 
on  gynecologic  diseases  those  observations  that  have 
proven  to  be  useful  in  establishing  diagnoses,  select- 
ing the  most  appropriate  therapy,  and  evaluating 
prognosis. 

The  scope  of  the  book  is  limited  to  a discussion 
of  the  morbid  anatomy  of  the  female  genital  or- 
gans and  the  placenta.  A brief  discussion  of  cer- 
tain nongenital  lesions  of  the  female  pelvis  is  in- 
cluded, because  they  may  be  encountered  first 
by  the  gynecologist  and  must  be  considered  in 
the  differential  diagnosis.  When  confronted  with 
conflicting  points  of  view,  the  author  has  presented 
the  concepts  that  are  most  consistent  with  his 
personal  experience  and  represent  a consensus  at 
the  present  time.  References  to  alternate  ideas  are 
cited  but  not  enlarged  upon.  For  those  readers  de- 
siring more  detailed  and  varied  exposure  to  indi- 
vidual subjects,  a lengthy  list  of  references  has 
been  provided  for  each  chapter. 

The  majority  of  space  has  been  devoted  to  the 
discussion  of  common  diseases.  However,  the  au- 
thor has  attempted  to  characterize  and  illustrate 
rare  lesions  sufficiently  to  show  how  they  are 
identified  and  to  indicate  what  sort  of  behavior  may 
be  expected  of  them.  This  is  important  in  order 
to  avoid  overdiagnosis  of  rare  malignancies  and 
perhaps  to  stimulate  the  recognition  of  some  le- 
sions that  may  not  be  as  rare  as  we  think.  The 
pertinent  aspects  of  normal  anatomy,  embryology, 
physiology,  exfoliative  cytology,  and  cytogenetics 
have  been  included  where  necessary  to  make  ab- 
normal changes  more  understandable. 


Speaking  and  Writing  in  Medicine  (The  Art  of 
Communication)  by  Clifford  F.  Hawkins,  M.D. 
Published  July  2.5,  1967  by  Charles  C.  Thomas 
of  Springfield,  Illinois.  159  pages  (6"  by  9") 
with  28  illustrations.  Price  $8.50. 

The  author  is  Consultant  Physician  to  the  United 
Birmingham  Hospitals  and  is  a Lecturer  in  Clinical 
Medicine  to  the  University  of  Birmingham  in  Birm- 
ingham, England.  In  this  book  he  presents  the 
physician’s  basic  role  in  clinical  and  scientific  com- 
munication — two-dimensional  in  writing,  three- 
dimensional  in  speaking  and  four-dimensional  in 
inspiring.  It  is  a practical  guide  to  neglected  intel- 
lectual aspects  of  medical  life  nurturing  good  com- 
munication as  an  intrinsic  part  of  the  progress  of 
the  physician,  a rewarding  part  of  the  advancement 


of  medicine,  a hallmark  of  scholarship,  and  a stim- 
ulus to  creativity. 

The  following  subjects  are  discussed: 

a.  Speaking  at  Meetings 

b.  Lectures;  Symposia,  Colloquia  and  Panel  Dis- 
cussions; Case  Demonstrations 

c.  Slides 

d.  Clear  English 

e.  Writing  an  Article 

f.  Faults  in  Writing 

g.  Illustrations 

h.  Listening  to  Patients 

i.  Talking  to  Patients 

This  book  is  well-illustrated  and  is  written  in 
a lucid  and  interesting  style.  With  increased  spe- 
cialization, good  medical  reporting  is  more  essential 
than  ever. 


Learning  Medical  Terminology  Step-by-Step  by 
Clara  G.  Young  and  James  D.  Barger,  M.D. 
Published  in  June,  1967  by  the  C.  V.  Mosby  Pub- 
lishing Company  of  St.  Louis,  Missouri.  327 
pages  (7"  by  10")  with  39  illustrations.  Price 
$7.50. 

This  book  is  a complete  revision  of  the  1964 
publication  written  by  the  same  authors.  Clara 
Young  worked  for  many  years  as  Technical  Editor 
and  Medical  Writer  for  the  U.S.  Civil  Service.  Doc- 
tor Barger  is  a practicing  pathologist  in  Las  Vegas, 
Nevada.  The  scope  and  content  of  this  book  is 
based  largely  on  the  experience  of  Mrs.  Young  as 
an  instructor  of  medical  terminology,  anatomy,  and 
physiology.  In  its  present  revised  and  reorganized 
form  all  applicable  glossaries,  diseases,  operations, 
and  descriptive  terms  have  been  alphabetized  after 
the  discussion  of  each  system,  and  an  alphabetical 
index  for  the  entire  book  has  been  added.  There 
is  an  alphabetized  handy  reference  to  laboratory 
tests  and  procedures,  and  samples  of  typical  hos- 
pital medical  record  reports  have  been  included. 
There  are  many  new  terms  for  anatomy,  diseases, 
operations,  and  description,  and  new  abbreviations 
and  symbols  as  well  as  more  illustrations  have 
been  added. 

In  its  present  form  this  book  will  serve  as  an 
excellent  reference  tool  that  is  especially  adaptable 
for  courses  designed  to  train  paramedical  person- 
nel. The  chapter  on  medical  insurance  claims  has 
been  designed  to  help  medical  secretaries  process 
the  usual  and  unusual  claims. 


Ambroise  Pare'  — Surgeon  of  the  Renaissance,  by 
Wallace  B.  Hamby,  M.D.  Published  in  August, 
1967  by  Warren  H.  Green,  Inc.  of  St.  Louis,  Mis- 
souri. 251  pages  (6"  by  9")  with  11  illustra- 
tions. Price  $9.50. 

The  author  of  this  book  is  Head  of  the  Depart- 
ment of  Neurological  Surgery  at  The  Cleveland 
Clinic  Foundation.  He  was  formerly  Professor  of 
Neurological  Surgery  at  The  University  of  Buffalo 
(New  York)  School  of  Medicine.  This  is  Doctor 
Hamby’s  third  major  work  on  Ambroise  Pare'. 

In  this  lively  account  of  the  life  and  times  of 
the  16th  Century  “father  of  modern  surgery,”  the 
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author  correlates  with  precision  and  style  the  age 
in  which  Pare’  lived,  the  status  of  surgical  develop- 
ment in  that  period,  and  the  barber-surgeon’s  native 
ability  to  profit  by  the  exigencies  of  his  time. 

Presenting  Pare's  life  in  chronologic  form  against 
a concurrent  resume'  of  the  prevailing  surgical  and 
political  atmosphere  of  the  16th  Centur>’,  the  author 
has  woven  an  absorbing  drama  of  the  Renaissance 
spirit  of  self-reliance  in  conflict  with  reactionary 
authority  and  dogma. 

Footnote  biographies,  extensive  index,  and  maps 
depicting  Pai'e's  travels  through  France  — all  add 
depth  and  authority  to  this  factual  portrayal. 


Thiamine  Deficiency:  Biochemical  Lesions  and  Their 
Clinical  Significance,  a Ciba  Foundation  Study- 
Group  (No.  28)  Symposium,  edited  by  G.  E.  W. 
Wolstenhome,  M.A.  and  Maeve  O’Connor,  B.A. 
Published  in  August,  1967  by  Little,  Brown  and 
Company  of  Boston,  Massachusetts.  163  pages 
(5"  by  7")  with  46  illustrations.  Price  $3.50. 

Nineteen  eminent  authorities  from  England,  Ger- 
many, Italy,  The  Netherlands,  Switzerland  and  the 
United  States  met  in  London  on  10  and  11  Novem- 
ber 1966  to  participate  in  the  symposium  on  Thia- 
mine Deficiency.  The  papers  read  at  this  sym- 
posium and  the  discussions  that  followed  form  the 
basis  for  this  book.  Papers  read  and  discussed  in- 
cluded the  following: 

a.  The  biochemical  lesion  in  thiamine  deficiency 

b.  The  value  of  blood  pyruvate  determinations  in 
the  diagnosis  of  thiamine  deficiency 

c.  The  mode  of  action  of  some  thiamine  analogues 
with  antivitamin  activity 

d.  Enzyme  studies  in  thiamine  deficiency 

e.  The  role  of  thiamine  in  ner\-e  conduction 

f.  Thiamine  deficiency  in  human  beriberi  and  in 
in  Wernicke’s  encephalopathy. 

Caste  and  Race:  Comparative  Approaches,  a Ciba 
Foundation  Symposium,  edited  by  Anthony  de 
Reuck  and  Julie  Knight.  Published  in  August, 
1967  by  Little,  Brown  and  Company  of  Boston, 
-Massachusetts.  348  pages  (5 Vi"  by  8").  Price 
$12.00. 

Twenty-two  widely  recognized  authorities  from 
Brazil,  England,  France,  India,  Sweden  and  the 
United  States  met  in  London  on  19,  20,  21  April 
1966  to  participate  in  a symposium  on  caste  and 
race.  The  papers  read  at  this  symposium  and  the 
discussions  that  followed  from  the  basis  of  this 
book.  Subjects  discussed  included  the  following: 

a.  Caste,  class  and  slavery 

b.  Caste  in  India:  its  essential  pattern  of  socio- 
cultural integration 

c.  The  pariah  caste  in  Japan:  history  and  pres- 
ent self-image 

d.  Slavery  in  classical  antiquity 

e.  Slavery  and  its  aftermath  in  the  western 
hemisphere 

f.  Racism  in  Europe 

g.  Positive  functions  of  minority  groups 


h.  Symbolic  expression  of  racial  tension 

i.  Status  anxiety  and  “guilt”  in  caste  and  mod- 
ern societies. 

Down  Memory  Lane 

1.  To  bring  the  matter  closer  home, 
Howard  Taylor  Ricketts,  an  alumnus  of  the 
University  of  Nebraska,  offered  himself  as 
a living  sacrifice  to  prove  the  etiology  of 
typhus  fever  and  through  the  efforts  of 
American  physicians  the  epidemic  of  typhus 
fever  which  killed  hundreds  of  thousands 
in  Serbia,  was  stamped  out. 

2.  The  vacation  which  a physician  re- 
quires demands  utter  relaxation  and  entire 
change  of  environment.  The  only  way  it 
is  possible  for  a physician  to  secure  these 
things  is  by  getting  away  from  his  home 
and  away  from  the  telephone. 

3.  It  will  be  recalled  that  in  the  Spanish- 
American  war,  twelve  men  died  from  disease 
for  every  one  killed  in  action. 

4.  The  Wassermann  reaction  has  found 
a permanent  place  in  medicine,  yet  there  are 
a number  of  clinicians,  as  well  as  laboratory 
workers,  who  question  the  value  of  a posi- 
tive reaction  when  it  is  unsupported  by  clin- 
ical evidence. 

5.  When  vaccines  were  first  introduced, 
they  rode  on  a great  wave  of  enthusiasm. 
We  are  becoming  more  reasonable  now,  and 
realize  that  vaccines  will  not  cure  every- 
thing. 

6.  The  first  thing  that  usually  calls  the 
mother’s  attention  to  her  ailing  child,  is  a 
rise  in  temperature;  and  it  is  for  this  con- 
dition that  we  are  most  often  called  to  give 
a solution,  a prognosis  and  remedy. 

7.  The  Madison  County  Medical  Society 
met  in  Madison  with  a large  representation 
of  the  medical  profession  of  Madison  county 
present.  The  discussion  on  “Summer  Diar- 
rhoea,” was  led  by  Dr.  A.  E.  Gadbois,  presi- 
dent of  the  society. 

8.  The  Commercial  Club  of  Scottsbluff 
has  appointed  a committee  to  devise  plans 
for  the  erection  of  a hospital. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS: 
October  7 — McCook,  St.  Catherine’s  Hos- 
pital 

October  14  — Grand  Island,  St.  Francis 
Hospital 

November  4 — Alliance,  Central  High 
School  Building 

November  18  — Norfolk,  Elks  Lodge 

ANNUAL  OTOLARYNGOLOGIC  ASSEM- 
BLY of  1967  — October  14  through  20, 
1967,  in  the  new  Illinois  Eye  and  Ear  In- 
firmary at  the  Medical  Center,  Chicago, 
offered  by  the  Department  of  Otolaryn- 
gology of  the  College  of  Medicine  of  the 
University  of  Illinois.  Write  to:  Depart- 
ment of  Otolaryngology,  P.O.  Box  6998, 
Chicago,  Illinois  60680. 

THERAPY  IN  ADVANCED  CANCER,  Basic 
and  Clinical  Aspects  — October  16-21, 
1967 ; University  of  Wisconsin  Medical 
Center.  Write  to : R.  J.  Samp,  M.D.,  Cancer 
Program  Coordinator,  University  Hos- 
pitals, Madison,  Wisconsin  53706. 

AMERICAN  ACADEMY  OF  PEDIATRICS: 
36th  Annual  Meeting  — Washington  Hil- 
ton Hotel,  Washington,  D.C.,  October  21- 
26,  1967.  A.A.C.P.  Department  of  Pub- 
lic Information,  1801  Hinman  Avenue, 
Evanston,  Illinois  60204. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— The  1967  Assembly  will  convene  in  the 
Sheraton-Fontenelle  Hotel,  Omaha,  October 
23,  24  and  25.  There  will  be  no  night 
programs. 

The  members  of  NSMS  are  cordially  in- 
vited to  attend  this  meeting,  and  early 
registrations  are  urged  to  allow  for  se- 
lection of  desired  guest  lecturers,  cor- 
related seminars,  round  table  discussions, 
and  luncheon  conferences. 

There  will  be  many  group  entertainment 
activities  available  to  the  wives,  who  are 
also  cordially  invited  to  register  with  the 
Hospitality  Center  at  the  hotel. 


The  1967  Program  inquiries  may  be  di- 
rected to:  John  D.  Coe,  M.D.,  Director  of 
Clinics,  1040  Medical  Arts  Building,  Oma- 
ha 68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY : Postgraduate  Course  — No- 
vember 6 to  17,  1967,  conducted  by  the 
Department  of  Otolaryngology  of  the  Illi- 
noise  Eye  and  Ear  Infirmary  and  the  Col- 
lege of  Medicine  of  the  University  of  Illi- 
nois at  the  Medical  Center,  Chicago. 
Write  to:  The  Department  of  Otolaryn- 
gology, College  of  Medicine  of  the  Univer- 
sity of  Illinois  at  the  Medical  Center,  Post- 
office  Box  6998,  Chicago,  Illinois  60680. 

MANAGEMENT  OF  TRAUMA  AND  DIS- 
ASTER MEDICAL  PROBLEMS:  First  Bi- 
ennial Symposium  — Carillon  Hotel,  Mi- 
ami Beach,  November  10-11,  1967 ; spon- 
sored by  the  AMA’s  Committee  on  Dis- 
aster Medical  Care  of  the  Council  on  Na- 
tional Security.  Write  to:  Committee  on 
Disaster  Medical  Care,  AMA,  535  North 
Dearborn,  Chicago,  Illinois  60610. 

AMERICAN  ASSOCIATION  FOR  INHALA- 
TION THERAPY:  13th  Annual  Meeting 
and  Lecture  Series  — November  12-17, 
1967,  Statler  Hilton,  Los  Angeles,  Cali- 
fornia. Write  to  Executive  Secretary, 
A.A.I.T.,  332  South  Michigan  Avenue, 
Room  904,  Chicago,  Illinois  60604. 


THIRTEENTH  ANNUAL  MIDSTATE 
MEDICAL  CONFERENCE— Holiday  Inn, 
Kearney,  Nebraska,  November  15,  1967. 

NEUROLOGY  FOR  THE  GENERALIST 
Morning  Session 
8:45  Registration 

9:15  Opening  Remarks  — Dr.  James  W.  Peck, 
Chairman,  Midstate  Committee 
9:20  Welcome  — Dr.  B.  M.  Stevenson,  President, 
Buffalo  County  Medical  Society 
9:30  Peripheral  Neuropathies  — Dr.  Clifford  M. 
Danneel,  Creighton  University 
10:10  Meningitis  and  Encephalitis  — Dr.  Harry  N. 

Beaty,  University  of  Washington 
10:50  Coffee 

11:10  Epilepsy  — Dr.  Harold  A.  Ladwig,  Omaha, 
Nebraska 
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11:50  Panel  Discussion: 

Multiple  Sclerosis — 

Dr,  David  McKnight,  Moderator 
Dr.  Danneel 
Dr.  Beaty 
Dr.  Ladwig 

12:30  Lunch 

Report  on  Regional  Planning,  Heart,  Cancer, 
Stroke  — Dr.  Harold  S.  Morgan,  Lincoln, 
Nebraska 

Afternoon  Session 

2:00  Strokes  — Dr.  Walter  J.  Friedlander,  Uni- 
versity of  Nebraska 

2:40  Diagnosis  of  Common  Problem  Headaches  — 
Dr.  J.  D.  Kabler,  University  of  Wisconsin 
3:20  Coffee 

3:40  Surgical  Aspects  of  Stroke  and  Headache  — 
Dr.  Louis  J.  Gogela,  Lincoln,  Nebraska 
4:20  Panel  Discussion — 

Management  of  Headache: 

Dr.  Vernon  G.  Ward,  Moderator 
Dr.  Friedlander 
Dr.  Kabler 
Dr.  Gogela 
6:00  Social  Hour 
7:00  Banquet 

Neurologic  Illness  of  Famous  People  — Dr. 
Friendlander 

Write  to  J.  H.  Bancroft,  M.D.,  9 West 
31st  St.,  Kearney,  Nebraska. 

EASTER  SEAL  SOCIETY  (National  Society 
for  Crippled  Children  and  Adults)  — An- 
nual Convention,  November  17  and  18, 
1967,  Century  Plaza  Hotel,  Los  Angeles. 
The  address  of  the  E.S.S.  is  2023  West 
Ogden  Avenue,  Chicago,  Illinois  60612. 
Medical  and  educational  aspects  of  learning 
disorders  in  children,  recently  identified  as 
a major  handicapping  problem,  will  be  the 
subject  of  a seminar. 

UTILIZATION  REVIEW  — Second  national 
conference,  sponsored  by  the  AMA, 
planned  by  the  AMA  Council  on  Medical 
Facilities,  9 a.m.  to  5 p.m.,  Saturday,  No- 
vember 25,  1967,  Shamrock  Hilton  Hotel, 
Houston,  Texas.  The  conference  will  pre- 
cede the  AMA  Clinical  Convention,  Novem- 
ber 26-29.  Write  to:  Department  of  Hos- 
pitals and  Medical  Facilities,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

MEDICAL  ASPECTS  OF  SPORTS,  Ninth 
National  Conference  — Houston,  Texas; 


November  26,  1967,  in  conjunction  with 
the  Annual  Clinical  Convention  of  the 
AMA,  November  26-29. 


THE  COMMUNITY  AND  EMERGENCY 
MEDICAL  SERVICES,  National  Confer- 
ence — Sponsored  by  the  AMA  Commit- 
tee on  Emergency  Medical  Services;  San 
Francisco  Hilton  Hotel,  San  Francisco, 
California,  January  18-20,  1968.  Write  to : 
AMA  Department  of  Hospital  and  Medical 
Facilities,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

ASPEN  CONFERENCE  ON  THE  NEW- 
BORN — Children’s  Hospital,  Denver,  will 
present  the  Aspen  Conference  on  the  New- 
born at  the  Aspen  Institute  for  Humanistic 
Studies  on  February  5,  6,  and  7,  1968. 
Morning  seminars  and  discussions  will  be 
led  by  Jerold  F.  Lucey,  M.D.,  Professor 
of  Pediatrics,  University  of  Vermont; 
Thomas  K.  Oliver,  Jr.,  M.D.,  Professor 
of  Pediatrics,  University  of  Washington; 
and  Edward  J.  Quilligan,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics, 
Yale  University.  Afternoons  will  be  open. 
Registration  fee  is  $40.00.  Registration 
will  be  limited  to  insure  an  informal 
meeting.  For  further  information  write: 
Aspen  Conference  on  the  Newborn,  Chil- 
dren’s Hospital,  19th  Avenue  at  Downing, 
Denver,  Colorado  80218. 

AMERICAN  COLLEGE  OF  SURGEONS  — 
First  of  three  1968  Section  Meetings,  Dal- 
las, February  19-21,  1968.  The  address  of 
the  A.C.S.  is  55  East  Erie  Street,  Chicago, 
Illinois  60611. 


Hiring  the  handicapped  does  not  cause  a 
company’s  insurance  rates  to  rise.  Rates  are 
based  upon  the  type  of  work  in  which  a com- 
pany is  engaged  and  its  individual  accident 
experience.  Generally  speaking,  handicapped 
workers  have  fewer  accidents  than  ordinary 
workers. 
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TO  DIE,  TO  SLEEP 

To  injure  oneself  deliberately  seems  un- 
natural, to  do  away  with  oneself  unthinkable. 
But  56  suicides  are  committed  each  day  in 
this  country.  This  amounts  to  more  than 
twenty  thousand  a year  and  represents  one 
percent  of  all  deaths.  If  suicide  is  a disease, 
as  some  have  come  to  believe,  it  has  the 
biggest  mortality  rate  in  the  world.  Some 
take  pills  and  call  for  help,  while  others 
shoot  themselves  or  jump  from  high  places; 
we  mean  the  ones  who  obviously  mean  to  suc- 
ceed. 

Who  ? Men  more  than  women,  three  times 
as  many,  but  more  unsuccessful  attempts 
are  made  by  women.  Older  more  than 
younger,  but  a peak  is  reached  at  about  70 
years.  Single  more  than  married,  but  un- 
married includes  the  never  married,  the 
widowed,  and  the  divorced;  and  white  more 
than  nonwhite.  One  in  six  or  seven  attempts 
succeeds. 

Where?  Not  often  in  the  south,  mostly 
in  the  west.  The  rate  is  about  10 '/o  per 
100,000,  and  probably  10.2  in  Nebraska.  The 
range  has  gone  from  6.7  to  17.3,  and  from 
approximately  7 on  the  east  coast  to  some- 
thing like  16 '/2  on  the  west. 

Children,  too?  Suicides  are  not  report- 
ed under  eight. 

How?  By  gunshot,  mostly,  then  comes 
hanging,  then  sleeping  pills,  and  automobile 
exhaust  gas.  However,  women  often  choose 
poison,  while  men  use  guns. 

Suicide  has  been  at  times  considered  an 
offense  against  church  (they  were  not 
buried  in  sacred  ground),  state  (it  has  been 
considered  a crime),  and  society;  while  in 
some  civilizations  it  has  been  deemed  hon- 
orable and  proper.  Ellis  thought  its  prev- 
alence to  be  a test  of  height  in  civilization : 
“it  means  that  the  population  is  winding  up 
its  nervous  and  intellectual  system  to  the 
utmost  point  of  tension  and  that  sometimes 
it  snaps.”  “The  thought  of  suicide  is  a 
great  consolation,”  said  Nietzsche;  “by 
means  of  it  one  gets  through  many  a bad 
night.” 


Why  suicide  should  be  called  a disease 
is  not  hard  to  see.  It  is  related  to  geography, 
and  to  sex  and  to  color.  It  is  even  cor- 
related with  seasons.  For  people  tend  to  kill 
themselves  in  the  spring:  April  has  the 
highest  average  and  December  the  lowest. 
And  the  rate  for  doctors  is  twice  the  usual 
rate. 


Suicide  ranks  among  the  dozen  leading 
causes  of  death.  Is  there  too  often  the  un- 
answered cry  for  help?  Some  hesitate  and 
cut  and  drink  up  to  a point;  some  leap  from 
tall  buildings,  these  mean  business.  But  in 
both  groups,  the  cry  was  made,  and  per- 
haps was  heard,  by  ears  that  were  indiffer- 
ent. Suicides  are  desperate  people;  one  in 
six  takes  somebody  with  him.  But  that 
does  not  relieve  us  of  responsibility. 


For  it  has  the  biggest  mortality  rate  in 
the  world. 


— F.C. 


IF  YOU  CAN’T  JOIN  THEM, 

LICK  THEM 

Infectious  mononucleosis  is  called,  and  per- 
haps with  reason,  the  “kissing  disease.”  It 
is  perhaps  not  the  only  pathology  transmit- 
ted in  this  not  unpleasant  way,  and  is  very 
likely  included  in  a what  mathematicians  call 
a set  or  group  of  a host  of  illnesses  acquired 
by  contact  with  tongue  or  lips,  which  brings 
us  to  the  point.  We  hate  to  lick  envelopes. 
From  whose  hands,  we  wonder,  did  they 
come,  and  how  harmless  is  the  substance  we 
so  blithely  put  to  our  lips?  All  we  want, 
to  be  sure,  is  moistness,  or,  if  you  will, 
moisture,  but  is  this  not  a strange  and  a 
time-worn  way  of  supplying  it?  There  are, 
of  course,  devices  that  will  do  the  job,  but 
most  of  us  do  not  have  them  at  hand,  and 
so  we  go  on  licking  envelopes.  There  are 
also  self-sealing  ones,  but  there  are  still 
the  ones  that  require  licking. 

Then  we  have  stamps.  If  you  do  not  like 
to  lick  stamps,  there  is  a rather  neat  es- 
cape: you  can  lick  the  envelope  instead, 
where  the  stamp  will  go.  It  is  better  than 
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licking  the  gluey  stamp,  but  the  unmodern- 
ness is  there.  You  can  always  use  trans- 
parent sticking  tape,  but  you  are  not  sup- 
posed to  do  this  to  a stamp. 

So  we  go  on  licking  stamps  and  envelopes 
and  catching  God  know  what.  It  may  be 
downright  dangerous,  who  knows?  It  is 
primitive,  it  is  distasteful,  and  it  is  messy. 
But  we  know  of  no  solution.  The  alterna- 
tive is  not  writing  letters  at  all.  But  in  this 
busy  modern  life,  there  are  forms  to  answer, 
things  to  return,  and  missives  that  probably 
must  be  written,  telegrams  and  telephones 
to  the  contrary.  We  mean,  somewhat  seri- 
ously, to  suggest  stamp  and  envelope  licking 
as  a cause  of  diseases  where  this  etiology  has 
not  been  considered,  perhaps  in  “mono”  it- 
self. Until  the  problem  is  solved,  we  are 
thinking  of  using  a stapler. 

— F.C. 


MORE  FOR  US  AND  LESS  FOR  YOU 

We  are  beset  by  problems  which,  while 
they  spring  from  different  sources,  come  to 
the  same  place,  and  by  questions  that,  ration- 
alize as  we  will,  are  “joined  together.”  The 
problems  are  simple,  and  are  as  simply 
stated : 

There  are  not  enough  doctors. 

There  are  not  enough  nurses. 

Problems  have  causes,  and  since  solutions 
commonly  depend  on  unearthing  the  causes, 
we  nominate  for  number  one  above  the  tire- 
some and  unjustified  attacks  made  by  pub- 
licity seeking  literary  hacks  with  more  am- 
bition than  talent,  with  fervor  without  sin- 
cerity, and  who  deem  sensationalism  more 
important  than  knowledge.  They  have  criti- 
cized us  unmercifully,  they  have  made 
things  hard  for  us,  they  have  rendered  our 
profession  less  attractive  to  university 
graduates ; they  have  sown  the  wind  and 
they  do  not  care  for  the  harvest. 

We  are  beset  by  commissions,  and  a re- 
cent conclusion  suggests  that  general  prac- 
titioners spend  four  additional  years  in  post- 
graduate study,  and  thus  specialize  with 
everybody  else.  Now  lengthening  the  course 
will  hardly  ovei'come  the  shortage  of  doc- 
tors; it  will  do  just  the  reverse.  Much  of 


this  thinking  is  done  by  nonphysicians,  but 
that  is  another  story. 

The  questions  are: 

Shall  doctors  go  to  school  longer? 

Shall  nurses  go  to  school  longer? 

We  are  not  Shavian  admirers;  we  once 
gulped  down  nine  of  his  plays  at  a day- 
after-day  sitting,  but  our  dilemma,  as  he 
called  it,  is  simply  this.  Ought  a physician 
to  learn  foreign  languages  and  study  the 
humanities?  Should  he  be  a cultured  mem- 
ber of  his  society  and  speak  with  ease  and 
knowledge  on  nonmedical  matters?  Or  is  it 
better  to  save  time  and  practice  medicine 
before  reaching  middle  age?  For  here  and 
there,  it  is  suggested  to  us  that  we  shorten 
our  courses,  and  that  we  can  dispense  with 
philosophy  and  French.  And  elsewhere,  it 
is  said  by  others  that  we  are  not  truly  edu- 
cated, that  a knowledge  of  German  and 
French  is  essential  in  jet-travel  days,  and 
that  we  need  to  know  a great  deal  more  about 
literature  and  economics  and  history  than 
we  do. 

Now  nurses  can  spend  three  years  or  five 
years  before  they  really  begin  to  be  nurses. 
They  are  told  on  high  to  become  college 
graduates,  and  elsewhere  to  attend  three 
year  schools.  There  is  a shortage  of  nurses, 
and  they  may  be  in  danger  of  being  over- 
educated while  the  public  waits  for  them  to 
graduate. 

We  could  not  agree  more  wholeheartedly. 
Doctors  should  be  well  informed  and  con- 
versant in  many  areas,  they  are  better  citi- 
zens and  much  better  physicians  as  a result. 
Nurses,  though,  want  education,  some  of 
them,  that  is,  where  we  want  them  to  be 
trained,  and  we  want  them  now.  But  could 
it  be  that  we  are  rationalizing?  Shall  we 
shorten  the  number  of  our  college  years  to 
three  or  to  two?  Or  shall  we  study  Latin 
and  literature  and  finally  spend  four  more 
years  in  postgraduate  study?  And  shall  we 
not  say  to  the  nurses:  we  need  you  now. 
We’re  using  aides  and  technicians  while  we 
wait;  if  you  are  a trained  nurse,  you  are 
ready.  But  there  is  the  lamp  (did  Miss 
Nightingale  light  it?)  of  learning. 

We  cannot  pretend,  in  this  brief  essay, 
to  have  solved  either  problem,  nor  do  we 


488 


Nebraska  S.  M.  J. 


incline  to  take  sides  in  what  may  or  may 
not  be  a controversy.  But  are  these  not 
parallel  lines,  and  do  they  not  meet? 

— F.C. 


YOU  MUST  DIE:  OF  SOMETHING 

Senility  is  what  they  said  he  died  of,  and 
we  think  that  when  you  have  reached  senil- 
ity, you  have  achieved  a ripe  old  age  and 
are  alive;  you  don’t  die  of  it.  The  diag- 
nosis of  senility  can  be  made  just  by  count- 
ing, and  there  is  neither  incidence  nor  ab- 
normal physiology  nor  treatment,  no  path- 
ology and  no  mortality  rate.  We  are  striv- 
ing desperately  to  become  known  as  the  dis- 
coverer of  two  nondiseases:  one  is  cardiac 
arrest  and  the  other  is  senility.  We  may 
achieve  some  sort  of  immortality  only  by 
knowing  our  parents  and  our  children,  but 
no  human  body  is  perfect;  it  is  made  up  of 
many  parts  and  it  ceases  to  exist  when  one 
of  the  parts  stops  functioning.  It  is  normal 
to  die  sometime,  but  you  have  got  to  die  of 
an  abnormality. 

Senility  means  old  age,  and  we  are  not 
built  like  the  “one-hoss  shay,”  every  part  of 
which  broke  down  when  it  was  time  for  the 
shay  to  go.  If  you  have  reached  senility, 
you  have  outlived  most  of  your  friends,  and 
you  were  obviously  healthier  than  they  when 
they  were  living.  We  know  better  when  we 
read  that  someone  in  a series  is  “alive  and 
well,  as  far  as  we  know.”  And  we  cannot 
bring  ourselves  to  believe  that  all  the  organs 
were  functioning  properly  in  someone  who 
died  of  senility.  Did  they  do  a post? 

—F.C. 


Incidence  of  Urinary  Infection  in  .)000  Preg- 
nant Women  — P.  J.  Little  (Charing  Cross 
Hosp  Medical  School,  London).  Lancet 
2:925-928  (Oct  29)  1966. 

Five  thousand  women  attending  the  ante- 
natal clinics  at  Charing  Cross  Hospital  and 
Fulham  Maternity  Hospital  had  their  urine 
examined;  5.3 had  bacteriuria.  If  the  in- 


fection was  not  treated,  25  of  the  women 
with  bacteriuria  developed  pyelonephritis 
during  pregnancy  or  the  puerperium.  No  re- 
lation between  bacteriuria  and  any  pre-exist- 
ing host  factor,  or  between  the  presence  of 
bacteriuria  and  the  occurrence  of  prematur- 
ity or  toxemia,  was  established.  The  need 
for  routine  screening  of  the  urine  of  ante- 
natal patients  for  bacteriuria  when  there  is 
preexisting  renal  disease  is  indisputable. 
When  there  is  no  such  history,  the  decision 
must  be  influenced  by  the  finding  that  acute 
pyelonephritis  of  pregnancy  is  sometimes 
followed  by  protracted  ill  health  and  that 
even  chronic  asymptomatic  bacteriuria  may 
cause  progressive  silent  renal  damage. 


Small-for-Dates  Neonates:  Maternal  Gesta- 
tional, and  Neonatal  Characteristics  — 

A.  F.  North,  Jr.  (260  Crittenden  Blvd, 

Rochester,  NY).  Pediatrics  38:1013-1019 

(Dec)  1966. 

The  gestational  and  perinatal  records  of 
762  infants  weighing  less  than  2,500  gm  at 
birth  and  born  after  37  to  44  weeks’  gesta- 
tion (small-for-dates  neonates)  were  com- 
pared with  records  of  infants  with  similar 
birth  weight  born  after  28  to  32  week’s  ges- 
tation (preterm  infants)  and  with  records  of 
average  infants  born  after  37  to  44  weeks’ 
gestation  weighing  3,000  to  3,500  gm.  Small- 
for-dates  neonates  differed  from  the  preterm 
infants  in  15  of  the  35  variables  examined 
and  from  the  average  infants  in  31  of  the 
35  variables.  As  compared  with  their 
weight-matched  preterm  controls,  small-for- 
dates  infants  were  more  likely  to  be  born 
to  primiparous  mothers,  to  mothers  with 
toxemia  or  hypertension,  to  mothers  with 
fewer  previous  low-birth-weight  pregnancies, 
and  to  mothers  with  less  gestational  bleed- 
ing. The  small-for-dates  infants  had  fewer 
neonatal  complications  and  deaths,  and  a 
lower  incidence  of  hemolytic  disease  and 
neonatal  pulmonary  disease  than  did  preterm 
infants.  Gestational  age  is  as  important 
as  birth  weight  in  predicting  the  clinical 
status  of  a newborn  infant.  It  must  be  rec- 
ognized as  such  in  all  future  studies  of  new- 
born infants. 
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ORIGINAL  ARTICLES 


The  Sources  of  Upper  Gastrointestinal 

Bleeding* 


The  last  decade  has  witnessed 
a remarkable  change  in  the 
clinician’s  understandings  about 
upper  gastrointestinal  hemorrhage.  The 
reason  has  geen  general  acceptance  of  an 
aggressive  attitude  toward  diagnosis  for  the 
acutely  bleeding  patient.  The  demand  for 
quick,  accurate  diagnosis  has  been  the  con- 
sequence of  evolution  of  effective  emer- 
gency surgical  means  for  putting  an  end 
to  hemorrhage,  whatever  its  source,  when 
aggressive  therapy  is  called  for.  Avail- 
ability of  good  surgical  technics  means 
nothing  in  this  situation  unless  an  accurate 
diagnosis  of  the  bleeding  lesion  has  been 
made. 

One  thousand  general  hospital  adult  pa- 
tients were  studied  aggressively  during  se- 
rious upper  gastrointestinal  hemorrhage  by 
immediate  esophagoscopy,  gastroscopy,  and 
upper  gastrointestinal  contrast  roentgen- 
ography, in  addition  to  history,  physical  ex- 
amination, and  various  emergency  labora- 
tory studies.  The  incidence  of  the  main 
bleeding  lesions  was  quite  different  from 
that  anticipated  from  textbook  discussions. 
In  particular,  it  was  observed  that  duodenal 
ulcer  was  by  no  means  the  overriding  cul- 
prit that  it  has  been  claimed  to  be,  and 
that  previously  diagnosed  potential  bleeding 
lesions  were  only  sometimes  responsible  for 
the  current  bleed. 

The  incidences  of  the  five  most  common 
bleeding  lesions  were  duodenal  ulcer,  28%  ; 
esophageal  varices,  18%  ; erosive  gastritis, 
13%;  gastric  ulcer,  12%;  and  esophagitis, 
8%.  IMore  than  one  third  of  the  patients 
previously  known  to  have  duodenal  ulcer 
were  found  now  to  be  bleeding  from  some 
other  lesion,  and  more  than  one  third  of 
the  cirrhotics  were  bleeding  from  lesions 
other  than  varices. 

About  one  third  of  all  patients  who  wei-e 
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found  to  be  bleeding  from  duodenal  ulcer, 
varices,  gastric  ulcer,  gastritis,  and  esopha- 
gitis had  had  no  gastrointestinal  symptoms 
at  all  until  bleeding  commenced. 

Among  the  1000  patients,  no  bleeding 
lesion  was  found  in  77.  Among  the  other 
923,  there  were  1361  actual  or  potential 
bleeding  lesions.  Although  399  patients 
had  a duodenal  ulcer,  the  ulcer  was  respon- 
sible for  the  hemorrhage  in  only  278. 

Emergency  surgery  was  required  for  31% 
of  patients  bleeding  from  gastric  ulcer, 
30%  of  those  bleeding  from  stomal  ulcer, 
22%,  from  duodenal  ulcer,  and  smaller  pro- 
portions of  the  others. 

The  overall  mortality  rate  was  6.8%. 
Forty-one  of  the  68  deaths  were  among 
cirrhotics  who  were  bleeding  from  varices. 
The  mortality  among  the  duodenal  ulcer  pa- 
tients was  2%. 

In  summary,  the  aggressive  panendoscopic 
and  roentgen  diagnostic  effort  during  active 
upper  gastrointestinal  hemorrhage  is  not 
only  a technically  practical  approach  but 
also  an  essential  one,  if  an  accurate  diag- 
nosis is  to  be  made.  No  injury  was  recog- 
nized during  the  diagnostic  efforts,  nor  was 
there  any  suggestion  that  the  bleeding  had 
been  aggravated  by  the  instrumentations. 
It  is  patently  a mistake  to  assume  that  most 
upper  gastrointestinal  hemorrhage  is  due  to 
duodenal  ulcer  or  to  assume  that  this  hem- 
orrhage is  due  to  the  same  lesion  that  was 
responsible  last  time. 

♦Presented  at  the  99th  Annual  Session  of  the  Nebraska 
State  Medical  Association.  Omaha.  May  2.  1967. 
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Apert's  Syndrome 


The  term  craniostenosis  was  ap- 
plied by  Virchow  in  describ- 
ing malformations  of  the  skull 
in  which  premature  synostosis  of  two  or 
more  cranial  bones  caused  increased  intra- 
cranial pressure  and  related  symptoms^  In 
normal  individuals,  the  definitive  sutures, 
such  as  the  coronal,  sagittal,  and  lambdoid, 
remain  open  into  adult  life  and  do  not  be- 
gin to  close  before  the  thirteenth  year.  In 
the  various  forms  of  craniostenosis,  one  or 
several  of  these  sutures  are  obliterated  be- 
fore or  soon  after  birth,  and  growth  of  the 
adjacent  bones  is  inhibited  in  a direction  per- 
pendicular to  the  obliterated  suture  line. 
Compensatory  growth  takes  place  in  other 
directions. 

There  are  undoubtedly  a variety  of  de- 
formities of  the  skull  which  may  arise  from 
these  circumstances,  depending  upon  which 
bones  are  involved,  and  on  the  degree  of  in- 
volvement. The  most  important  deformities 
to  be  encountered  in  clinical  practice  are 
oxycephaly  (turricephaly,  steeple  head, 
tower  head),  scaphocephaly  (boat  - shaped 
head),  and  acrobrachycephaly.  The  latter 
condition  results  from  premature  closure  of 
the  coronal  suture.  The  head  is  therefore 
flattened  in  the  anteroposterior  plane,  but 
is  abnormally  broad  and  high.  Syndactylism 
is  rarely  associated  with  scaphocephaly,  and 
most  frequently  accompanies  acrobrachy- 
cephaly. 

The  French  pediatrician,  Apert,^  recog- 
nized the  combination  of  acrocephaly  and 
syndactylism,  and  coined  the  term  “acro- 
cephalosyndactylism.”  In  1906  he  published 
a report  of  eight  cases  discovered  in  the  liter- 
ature, and  one  case  from  personal  experience. 
Gadelius®  wrote  of  the  specific  similarities 
of  individuals  afflicted  with  this  disease, 
and  considered  the  condition,  in  this  respect, 
to  resemble  mongolism. 

The  thorough  review  by  Park  and  Powers'* 
brought  the  number  of  known  cases  to  29. 
Some  of  their  cases  had  the  typical  deformity 
of  the  head  with  minimal  malformation  of 
the  extremities.  They  believed  the  condition 
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to  be  less  rare  than  commonly  thought,  and 
indicated  that  there  is  sometimes  a history 
of  several  cases  in  one  family. 

Publications  concerning  Apert’s  syndrome 
are  notably  absent  from  medical  literature, 
and  current  textbooks  deal  briefly  with  the 
subject.  The  important  paper  by  Blank® 
has  brought  current  concepts  of  the  disease 
into  focus.  He  ascertained  54  cases  in  Great 
Britain  of  which  only  39  were  of  the  “typi- 
cal” type.  He  estimated  the  condition  to 
occur  in  one  of  160,000  births,  and  the  inci- 
dence in  the  living  population  to  be  one  in 
2,000,000.  Of  his  cases,  the  modal  father’s 
age  was  37,  and  the  modal  mother’s  age,  32. 
All  findings  suggested  a dominant  heredi- 
tary factor,  implicating  a mutation  at  the 
“Apert’s  locus”  of  the  paternal  germ  cells. 
A chromosome  count  in  one  of  his  cases 
was  normal. 

Only  two  women  with  the  disease  are 
known  to  have  conceived,  and  have  borne 
children  with  the  same  characteristic  de- 
formities. Apert’s  syndrome  is  not  the  only 
disease  induced  by  a dominant  genetic  trait 
wherein  a marked  increase  of  the  father’s 
age  at  birth  of  the  propositus  is  observed. 
This  is  true  of  achondroplasia  and  Marfan’s 
syndrome  also. 

Case  Reports 

In  the  past  nine  years,  seven  patients  with 
typical  Apert’s  syndrome  have  been  observed 
at  the  Beatrice  State  Home  for  the  mentally 
retarded.  This  represents  a rather  high  in- 
cidence in  a state  whose  total  population  is 
approximately  1.4  million.  Of  even  greater 
interest,  five  of  these  patients  came  from 
a rather  small  area  in  the  south  central  part 
of  the  state;  the  other  two  were  from  the 
Omaha  area. 

Case  1 (Figure  1). 

The  patient  is  a 64  year  old  white  fe- 
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male  who  was  admitted  to  the  Beatrice 
State  Home  at  the  age  of  12  years.  Her 
mother  was  40  and  the  father  54  at  her 
birth.  She  was  frequently  ill  as  an 
infant.  She  walked  at  six  years  of  age, 
but  never  talked.  Her  IQ  was  below  25. 
Through  corrective  surgery,  her  thumbs 
had  been  freed  from  the  remainder  of 
the  hands. 

Case  2 (Figures  2 and  3). 

The  patient  is  a 51  year  old  white 
male  who  was  admitted  to  the  Beatrice 
State  Home  at  the  age  of  10  years.  The 
mother  was  32,  and  the  father  42  at  the 
time  of  his  birth.  He  walked  at  one  year 
and  talked  at  18  months.  His  IQ  is  67. 
He  always  has  been  able  to  care  for  his 
personal  needs,  and  has  been  in  charge 
of  a clothing  room  at  the  Home,  a job 
which  he  does  well.  The  thumb  of  his 
left  hand  has  been  separated  by  surgery. 


y 


Figure  1.  Acrobrachycephaly  with  syndactylia.  anterior 
view,  showing  the  high,  broad  head,  and  webbed  fingers 
and  toes. 


Case  3 (Figure  U). 

A 23  year  old  white  female  admitted 
to  the  Beatrice  State  Home  at  the  age 
of  one  month.  She  was  bora  by  cesarean 
section.  The  mother  was  30  and  the 
father  37  at  her  birth.  Plastic  repair 
of  both  hands  was  carried  out.  The  IQ 
was  below  25. 

Case  U (Figures  5 and  6). 

An  11  year  old  white  male  admitted 
to  the  Beatrice  State  Home  at  the  age 
of  eight  months.  At  his  birth,  the  moth- 
er was  25  and  the  father  30.  At  age 
six,  he  was  able  to  speak  many  words 
intelligibly  and  could  combine  two  words 
meaningfully.  His  IQ  was  56  at  age 
ten.  He  always  exhibited  good  social 
traits.  Corrective  surgery  was  carried 
out  on  both  hands. 

Case  5 (Figure  7). 

The  patient  is  a two  year  old  white  fe- 
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male  admitted  to  the  Beatrice  State 
Home  at  the  age  of  nine  months.  Fre- 
quent respiratory  infections  occurred  in 
infancy.  At  one  year  of  age,  a craniec- 
tomy was  performed,  with  removal  of 
the  coronal  suture  bilaterally.  Because 
of  her  age,  the  IQ  has  not  been  deter- 
mined. 

The  patient’s  mother  was  28,  and  the 
father  37  at  the  time  of  her  birth. 

Case  6. 

A white  female  born  in  1958,  and  ad- 
mitted to  the  Beatrice  State  Home  in 
1962.  The  father  was  32  and  the  moth- 
er 25  at  the  patient’s  birth.  Congenital 
webbing  of  all  fingers  and  toes,  and  de- 
formity of  the  skull  were  noted.  The 
IQ  was  never  determined,  but  was  esti- 
mated to  be  35.  The  child  never  talked, 
but  walking  developed  at  18  months. 


Figure  3.  Roentgenograms  of  the  hands  and  feet  show- 
ing the  marked  deformities  of  all  phalanges  and  the 
synostoses  between  phalanges  of  the  hands  and  the  first 
and  second  metatarsal  bones.  The  left  thumb  has  been 
freed,  but  the  right  remains  fixed  in  the  bony  mass. 


In  1959,  craniectomy  was  performed 
to  maintain  separation  of  the  coronal 
suture.  Orthopedic  operations  on  the 
hands  were  done  also.  In  1962,  the  pa- 
tient died  of  rubeola. 

Case  7. 

A five  year  old  white  male  who  was 
admitted  to  the  Beatrice  State  Home  at 
the  age  of  eight  months.  The  child’s 
father  was  32  and  the  mother  31  years 
of  age  at  the  time  of  his  birth.  Congeni- 
tal anomalies  consisting  of  total  syn- 
dactylism of  all  extremities,  and  a very 
high,  broad  skull  were  noted.  The  child 
does  not  talk,  and  walking  was  consid- 
erably delayed.  His  IQ  was  estimated 
to  be  40.  A skull  X ray  revealed  closure 
of  the  coronal  suture  bilaterally. 

Discussion 

Seven  patients  with  typical  Apert’s  syn- 


Figure  4 Acrobrachycephaly  with  syndactylia,  lateral 
view,  showing  the  marked  shortening  of  the  skull  in  its 
anteroposterior  diameter,  the  prognathism,  the  flexed 
elbows,  and  prominent  acromion. 
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drome  have  been  presented.  Five  of  the  pa- 
tients came  from  a relatively  small  area  in 
south  central  Nebraska,  but  the  genetic  sig- 
nificance of  this  is  not  clear.  The  family 
histories,  consanguineous  marriage,  and  ra- 
diation exposure  were  not  known  factors. 
Chromosome  counts  were  made  in  two  in- 
stances (Cases  2 and  4)  and  normal  karyo- 
grams  were  obtained.®  The  average  father’s 
age  was  38  years,  and  the  mother’s,  30  years. 

The  syndrome  is  characterized  by  an  im- 
pressive triad  consisting  of  a high,  broad 
skull  which  is  shortened  in  its  anteroposter- 
ior dimension  (acrobrachycephaly),  syndac- 
tylism, and  mental  retardation.  Additional 
clinical  features  include  deformities  of  the 
nails  and  limitation  of  motion  of  shoulders 
and  elbows.  The  mouth  is  held  open,  and 
often  is  triangular  in  shape.  The  palate  is 
very  high  or  cleft,  and  the  uvula  is  often 
bifid.  The  teeth  are  greatly  deformed. 
Prognathism,  hypertelorism,  exophthalmos, 
ptosis  of  eyelids,  and  retinal  defects  are 
characteristic. 


The  patients  display  a strong  tendency  to 
care  for  themselves.  They  are  usually  pleas- 
ant and  affable,  and  rate  high  among  insti- 
tutionalized mental  defectives. 

Orthopedic  management  of  the  syndac- 
tylism and  surgical  treatment  of  the  cranio- 
synostosis  preferably  are  carried  out  prior 
to  age  three.”-®  The  prognosis,  however, 
remains  doubtful  because  of  the  presence 
of  congenital  brain  defect. 

Summary 

1.  Apert’s  syndrome  is  unusually  preva- 
lent in  Nebraska,  and  the  majority  of 
cases  have  come  from  a rather  small 
geographic  locale. 

2.  In  seven  cases,  the  average  father’s 
age  was  38  years  and  appears  to  be  a 
significant  etiological  factor.  The  av- 
erage mother’s  age  was  30  years. 

3.  It  has  been  suggested  that  a dominant 
genetic  mutation  at  “Apert’s  locus’’ 


Fi^re  5.  •■\crobrachycephaly  with  syndactylia. 


Figure  6.  Roentgenogram  of  the  skull  showing  the  in- 
creased convolutional  markings.  The  skull  is  abnoi-mally 
high  and  shortened  in  its  anteroposterior  dimension,  due 
to  premature  closure  of  the  coronal  suture. 
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in  the  germ  cells  of  the  father  is  re- 
sponsible for  the  disease. 
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Figure  7.  Acrobrachycephaly  with  syndactylia  showing 
the  broad  head,  and  the  club-like  hands  and  feet. 


Postoperative  Hemorrhage  and  the  Tetra- 
cyclines — W.  D.  Schwindt  and  W.  Kisken 
(Univ  of  Wisconsin  Medical  School,  Madi- 
son). Amer  J Surg  113:837-839  (June) 
1967. 

Two  patients  who  received  large  doses 
of  chlortetracycline  postoperatively,  subse- 
quently had  bleeding  and  eventually  died. 
The  possibility  of  a direct  action  by  chlor- 
tetracycline on  blood  coagulation  in  addition 
to  hepatotoxicity  is  being  raised.  The  two 
patients  reported  here  did  have  preoperative 
injury  to  the  liver  since  they  were  both 
jaundiced.  The  bleeding  and  coagulation  de- 
fects might  have  been  the  result  of  liver  dis- 
ease, but  the  possibility  of  a direct  effect  on 
coagulation  by  chlortetracycline  seems  to 
warrant  further  study. 


A Simple  Test  for  Evaluating  Patency  of 
Distal  Arteries  — C.  D.  Chamberlain,  J. 
R.  Gandy,  and  F.  R.  Denman  (Surgical 
Clinic  of  Houston,  Houston).  Surgery 
60:976-977  (Nov)  1966. 

The  tip  of  a soft  rubber  Robinson  cath- 
eter is  trimmed  off  proximal  to  the  aperture 
on  the  side,  inserted  into  the  arteriotomy, 
and  passed  distally.  A 50  cc  syringe  filled 
with  saline  is  then  attached  to  the  catheter, 
and  intermittent  pressure  is  applied  to  the 
plunger.  A pulse  is  readily  palpable  in  the 
dorsalis  pedis,  posterior  tibial,  or  radial  ar- 
teries if  there  is  no  obstruction.  The  force 
on  the  syringe  need  not  be  excessive  and  the 
lumen  of  the  catheter  need  not  be  large. 
This  saves  the  time  and  trouble  of  pedal  or 
wrist  arteriotomy  and  retrograde  flush. 
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Urinary  Tract  Problems  of  Children 


WHEN  I accepted  your  invitation 
to  talk  to  your  annual  meeting, 
I was  confident  that  radiolo- 
gists had  the  key  to  the  problem  of  urinary 
tract  infection  in  children,  because  we  knew 
the  radiologic  pathologj-  as  well  as  the  radio- 
logic  anatomj'  and  physiology  of  the  lower 
urinary  tract.  It  was  our  thesis  that  every 
documented  case  of  urinary  tract  infection 
in  infants  and  children  should  start  the  pa- 
tient on  a course  of  a complete  investigation 
to  find  out  the  cause,  since  in  my  opinion 
it  cannot  be  benign  or  innocuous,  or  “nor- 
mal.” It  takes  the  combined  talents  of 
several  physicians  who  are  interested  in  such 
children  because  there  are  so  many  of  them 
with  this  problem. 

What  radiographic  and  urologic  proce- 
dures should  be  used  in  this  type  of  investi- 
gation? In  spite  of  what  you  have  heard  be- 
fore, the  least  informative  is  the  IVP.  A nor- 
mal IVP  is  of  no  significance  in  this  evalua- 
tion. We  first  introduce  a small  catheter  or 
polyethylene  tube  into  the  bladder,  measure 
the  residual  urine;  examine  it  and  culture  it. 
Twenty  percent  Skiodon  is  put  into  the 
bladder  by  gravity  or  by  syringe,  until  there 
is  obvious  discomfort.  A film  is  taken  im- 
mediately. If  the  child  is  cooperative,  a 
10  to  15  minute  film  is  repeated.  The  child 
is  then  placed  in  a steep  oblique  or  lateral 
position  on  a GU  X-ray  table,  and  using  a 
special  cassette  holder,  four  sequential  spot 
films  are  taken  during  voiding.  This  is  fol- 
lowed by  a 15  minute  postvoiding  KUB.  If 
no  reflux  has  occurred,  then  a routine  5 to 
15  minute  IVP  is  done. 

The  Roentgen  features  of  meatal  stenosis 
and  distal  urethral  stenosis  (both  of  which 
are  said  to  account  for  most  of  the  urinary 
tract  infections,  especially  in  little  girls) 
consist  of  urethral  dilatation,  meatal  nar- 
rowing, and  splaying  of  the  contrast  ma- 
terial after  leaving  the  meatus;  narrowing 
of  the  distal  urethral  segment  to  0.5  to  1 cm 
with  or  without  dilatation  above  it. 

Concurrently  with  others,  notably  Shopf- 
ner  and  Hutch,  we  began  to  doubt  the  val- 
idity of  these  Roentgen  features,  and  felt 
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that  we  had  to  go  back  to  the  “drawing 
board,”  so  to  speak,  in  order  to  define  the 
normal  urethra  and  normal  voiding  se- 
quence. 

Mark  Immergut  of  our  GU  Department 
measured  the  normal  urethra  using  bougie 
a boule  sounds  and,  so  did  Shopfner.  He 
measured  the  urethral  diameters  from  ure- 
thrograms and  compared  them  with  the 
catheter  and  bougie  sizes,  and  in  addition 
correlated  them  with  bladder  trabeculation, 
vesicoureteral  reflux,  and  documented  infec- 
tions of  the  urinary  tract.  Three  areas  of 
interest  w ere  measured : meatus,  mid- 

urethra, and  the  distal  urethral  segment. 
From  these  studies  came  the  following  con- 
clusions : 

(1)  Variations  of  considerable  magnitude 
in  the  size  of  the  meatus  occur  during  void- 
ing, and  depend  on  the  velocity  and  volume 
of  the  stream. 

(2)  Small  meatuses  are  not  associated 
with  wide  urethras. 

(3)  Meatal  measurements  were  no  dif- 
ferent in  those  with  or  without  urinary 
tract  infection. 

(4)  The  DUS  measurements  (the  DUS 
corresponds  to  the  membranous  urethra  in 
the  male,  and  is  composed  of  collagenous 
tissue  surrounded  by  the  contrictor  urethral 
muscle),  were  the  same  in  the  normal  and 
in  the  diseased  group.  Because  of  variations 
in  diameter,  sequential  films  are  required 
during  voiding.  Low  volume  and  low  velo- 
city result  in  the  smallest  diameters. 

(5)  No  pathological  coiTelation  could  be 
made  with  vesicourethral  reflux,  bladder 
trabeculation,  documented  urosepsis,  and 
forced  intermittent  voiding. 

(6)  Voiding  is  an  act  that  varies  not  only 
from  individual  to  individual,  but  varies  in 
the  same  patient  at  different  times,  and  un- 
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der  different  circumstances.  Out  of  these 
studies  by  Shopfner  and  Hutch  come  their 
concept  of  the  trigonal  canal. 

Our  studies  done  by  Mark  Immergut, 
urologist,  started  in  June  1965  - March  1966, 
and  consisted  of  urethral  calibration  and 
bougie  a,  boule  on  136  unselected  female  pa- 
tients undergoing  tonsillectomy  at  Univer- 
sity Hospitals.  These  were  all  normal 
urologically,  and  were  followed  four  weeks 
after  this  procedure.  No  infections  were 
produced  by  the  procedure.  The  following 
conclusions  were  made: 

(1)  Age  correlates  as  well  with  normal 
distal  urethral  or  meatal  size  as  age,  height, 
and  weight  combined. 

(2)  The  normal  and  distal  urethra  and 
urethral  meatus  are  essentially  of  the  same 
caliber. 

(3)  The  lumen  of  both  areas  increases  in 
a stepwise  progression,  proportional  to  age, 
until  the  pubertal  years  when  the  urethra 
and  meatus  enlarge  significantly,  perhaps  in 
response  to  hormonal  changes. 

A second  study  by  Immergut  and  Wahman 
was  done  on  females  who  had  a documented 
history  of  at  least  two  urinary  tract  infec- 
tions (unpublished  data).  Seventy-one  fe- 
male children  in  all  were  studied  (96%  be- 
tween ages  of  one  and  eleven  years). 

The  mean  urethral  caliber  of  this  group 
was  greater  in  each  age  group  than  in  the 
previous  group.  The  statistics  suggest  that 
something  other  than  urethral  size  alone, 
perhaps  of  a functional  nature,  may  be  im- 
portant in  the  etiology  of  urinary  tract  in- 
fections that  occur  in  female  children.  Our 
statistics  show  that  SU  uninfected  normal 
females  between  ages  of  0 to  4 years  had 
a mean  urethral  caliber  of  15.6  French  units. 
In  the  same  age  group,  female  children  with 
recurrent  U.T.I.  had  a mean  urethral  cali- 
ber of  2017  French.  Following  a urethral 
meatatomy  increasing  the  size  of  the  meatus 
to  30  French,  84%  of  the  group  became 


symptomfree  and  infectionfree  within 
two  months.  Spontaneous  urethral  widening 
at  the  menarche  may  explain  why  some  fe- 
male children  with  a long  history  of  U.T.I. 
develop  sterile  urine  and  experience  dra- 
matic relief  from  symptoms  following  pub- 
erty. 

I don’t  have  time  to  go  into  the  trigonal 
canal  concept,  but  let  me  quote  from  their 
paper,  which  I believe  is  a definite  advance 
in  the  elucidation  of  nonnal  anatomy  and 
physiology  of  urination. 

“The  trigonal  canal  is  described  as  a new 
Roentgen  anatomical  unit  of  the  urinary 
bladder.  It  is  created  near  the  end  of  void- 
ing by  the  shortening  of  contracting  muscle 
fibers  of  the  bladder  base  plate  which  pro- 
gressively tug  and  elevate  the  opposing 
walls  of  the  base  plate  to  a vertical  position. 
The  base  plate  anatomically  is  made  up  of 
the  trigone  and  fundus  ring.  It  is  flat  in 
the  mature,  filled  and  resting  bladder.  For 
voiding  to  commence,  the  base  plate  must 
be  forced  out  of  its  normal  flat  position  into 
the  cone  formation.  Once  this  has  happened, 
continued  contraction  of  the  fundus  ring 
carries  the  process  of  funnel  formation  to 
completion,  and  voiding  takes  place.  The  ac- 
tivity observed  in  the  roentgenograms  con- 
sists of  a structure  that  starts  out  in  a silver 
dollar  shape,  is  converted  into  a funnel  and 
finally  into  a tube  which  is  the  trigonal 
canal.” 

There  is  no  trigonal  canal  in  bladders 
with  immature  bases ; i.e.,  infants  under  two 
years.  It  is  seen  in  83%  of  patients  with 
mature  bladders.” 

We  are  now  attempting  to  correlate  the 
function  of  base  plate  with  pathology. 

Further  and  continuing  studies  by  urolo- 
gists and  radiologists  are  mandatory,  and 
will  be  productive  of  an  ever  - extending 
knowledge  of  normal  and  pathological 
anatomy  and  physiology,  without  which  we 
are  just  empiricists. 
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Hydroxyzine  For  Controlling 
Postpartum  Anxiety: 

A Double-Blind  Study 


For  many  reasons,  postpartum 
anxiety  is  not  an  uncommon 
occurrence  in  obstetric  prac- 
tice. This  is  true  in  both  ward  and  private 
patients.  A convenient,  well  tolerated,  and 
effective  drug  to  control  anxiety  is  in  consid- 
erable demand.  Many  drugs  are  on  the  mar- 
ket that  are  used  in  treating  anxiety,  some 
of  which  are  ineffective,  while  others  have 
serious  side  effects. 

The  purpose  of  this  study  was  to  deter- 
mine the  effectiveness  and  toleration  of 
oral  hydroxyzinef  in  controlling  anxiety  in 
hospitalized  postpartum  patients.  The  dose 
used  was  100  mg  three  times  a day  using 
a double-blind  technique.  The  study  was 
conducted  exclusively  on  ward  patients. 

Methods  and  Materials 
This  study  was  performed  on  51  post- 
partum patients  at  the  University  of  Ne- 
braska Hospital  over  a period  of  six  months. 
Twenty-five  patients  received  hydroxyzine, 
and  26  received  a placebo. 

The  medication  was  dispensed  by  the  nurs- 
ing service  starting  on  the  first  postpartum 
day.  Identical  dose  vials  using  either  the 
test  drug  or  the  placebo  were  used.  The 
vials  were  coded  and  this  code  was  not 
known  until  completion  of  the  study. 

The  subjects  were  interviewed  and  evalu- 
ated by  the  same  physician  before  delivery, 
and  daily  for  three  days  thereafter.  Im- 
provement in  a series  of  behavioral  responses 
were  rated  from  0 to  5 in  each  response,  us- 
ing subjective  and  objective  criteria  (includ- 
ing observations  by  the  nursing  service). 
Consideration  was  given  to  side  effects  and 
concurrent  medication.  The  responses 
studied  included  hyperactivity,  hypoactivity, 
hostility,  combativeness,  appropriateness  of 
conversation,  amicability,  accessibility,  ap- 
petites, sleep,  tension,  and  affect. 

t — Vistari)0 : Pfizer  Laboratories.  New  York,  New  York. 
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The  average  of  all  the  ratings  for  both 
groups  was  calculated  and  the  code  was 
broken  at  the  end  of  the  study. 

Results 

In  both  groups,  there  were  some  patients 
in  whom  no  response  could  be  elicited  either 
subjectively  or  objectively. 

The  percentage  of  favorable  response  was 
much  greater  in  the  hydroxyzine  group. 
The  total  response  rating  for  all  25  patients 
who  received  hydroxyzine  was  181  points 
or  7.24  points  per  patient.  Twenty-six  pa- 
tients receiving  the  placebo  scored  84  points, 
or  3.25  points  per  patient  (table  1).  This 
would  indicate  that  the  emotional  status  of 
the  patients  receiving  the  drug  was  consid- 
erably better  than  those  receiving  the  pla- 
cebo. 

It  would  appear  from  this  study  that  hy- 
droxyzine is  an  effective  and  safe  drug  for 
controlling  postpartum  anxiety. 

The  incidence  of  side  effects  was  similar 
Table  1 

EFFECTIVENESS 


Total 

Patients 

Total 

Response 

Average 

Response 

Hydroxyzine 

_ 25 

181 

7.25 

Placebo 

26 

84 

3.23 

Table  2 

SIDE  EFFECTS 

Hydroxyzine 

No. 

Placebo 

% No.  ^ 

Drowsiness 

4 

16% 

1 4% 

Dry  Mouth 

2 

8% 

1 4% 

Anorexia  

_ 0 



1 4% 

Nausea  __ 

1 

4% 

0 

♦ — Present  address : 

Lincoln,  Nebraska. 
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in  the  two  groups  (table  2) ; side  effects  at 
300  mg  per  day  were  mild. 

Summary 

A double-blind  study  was  carried  out  on 
51  patients  to  evaluate  the  effectiveness  of 


300  mg  of  hydroxyzine  in  controlling  post- 
partum anxiety  as  measured  by  improvement 
in  a series  of  behavioral  responses.  The 
drug  was  found  to  be  effective  in  this  regard, 
and  only  a few  minor  side  effects  were  en- 
countered. 


Results  of  Testing  a Child-Resistant  Medi- 
cine Container  — C.  E.  Stracener,  R.  G. 
Scherz,  and  R.  I.  Crone  (Madigan  General 
Hosp,  Tacoma,  Wash).  Pediatrics  40:286- 
287  (Aug)  1967. 

Despite  extensive  educational  and  legisla- 
tive programs,  the  overall  mortality  of  child- 
hood poisoning  has  scarcely  decreased  since 
1954.  Ingestion  of  medicines  is  a frequent 
cause.  A practical,  inexpensive  child-resist- 
ant  medicine  container  was  developed  to  meet 
this  challenge.  This  report  describes  the  re- 
sults of  testing  the  ability  of  children  to 
open  a container  which  requires  two  distinct, 
coordinated  maneuvers:  (1)  depression  of 

the  cap  against  a resistant  force  and  (2)  a 
counter-clockwise  turn  of  45°.  Of  300  chil- 
dren, 292,  1 to  12  years  of  age,  were  un- 
able to  open  the  child-resistant  container 
without  a demonstration.  No  child  aged  3 
years  11  months  or  younger  was  able  to 
open  the  container  with  two  demonstrations. 
Published  figures  indicate  that  the  greatest 
percentage  of  accidental  childhood  poisonings 
occur  in  the  child  under  age  5 years.  The 
container  tested  was  found  to  be  an  effective 
barrier. 


Maternal  Glucose  Loading  in  the  Manage- 
ment of  Fetal  Distress  — S.  L.  Rom- 
ney and  P.  V.  Gabel  (Dept  Gynecology  and 
Obstetrics,  Albert  Einstein  College  of 
Medicine,  New  York).  Amer  J Obstet 
Gynec  96:698-709  (Nov  1)  1966. 

In  order  to  permit  a shorter  period  of  ob- 
servation time,  one  group  of  only  multipar- 
ous patients  was  studied.  The  progress  of 
labor  and  delivery  was  normal  in  this  group. 
A second  group  of  25  patients  was  sched- 
uled for  elective  repeat  cesarean  sections. 
Ten  women  in  whom  a diagnosis  of  fetal 
distress  involving  detection  of  persistent 
fetal  bradycardia  complicating  their  delivery, 
comprised  the  third  group  studied.  Ma- 
ternal administration  of  25  gm  of  glucose 
intravenously  at  the  time  of  detecting  fetal 
bradycardia,  followed  by  continuous  20% 
glucose  infusion,  was  evaluated.  Plasma 
glucose  levels  were  significantly  elevated  and 
resulted  in  the  induction  of  both  maternal 
and  fetal  hyperglycemia.  There  was  prompt 
correction  of  fetal  bradycardia.  An  increased 
placental  oxygen  transfer  for  a duration  of 
30  minutes  was  effected  by  maternal  inhala- 
tion of  100%  oxygen. 
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From  Your  President  — 


AMPAC  - MEDPAC 

In  past  articles,  I have  talked  about  politi- 
cal activity,  civic  participation,  and  the 
use  of  Ampac  and  Medpac  to  help  reach  our 
goals  through  medical  political  activity.  It 
now  becomes  apparent  that  in  the  state  of 
Nebraska,  the  average  physician  is  quite 
apathetic  about  these  approaches.  Most  of 
us  feel  that  somewhow,  someone  else  will 
fight  our  battles  and  protect  us  from  the 
loss  of  our  freedoms.  Colleagues,  wake  up! 
In  these  times  of  radical  and  drastic  social 
changes,  you  can  bet  your  last  shrinking 
dollar  that  new’  and  even  more  radical  bills 
will  pass  through  Congress  year  after  year. 
We  had  better  do  everything  at  our  com- 
mand to  see  that  the  men  in  congressional 
seats  who  look  at  these  bills,  and  finally 
make  judgment  on  them,  are  as  friendly  to 
medicine  and  the  taxpayer  as  we  can  con- 
trive to  make  them. 

AMPAC,  the  American  Medical  Political 
Activity  Committee,  was  organized  in  1961, 
when  the  American  Medical  Association  rec- 
ognized that  the  medical  profession  must  be 
protected  in  national  legislative  matters  or 
succumb  to  the  will  of  an  increasingly  social- 
istic federal  government.  Organization  of 
state  Pacs,  known  as  Medpacs,  followed 
shortly.  In  Nebraska,  we  had  a rather 
shaky  start,  but  three  years  ago  Nebraska 
Medpac  w^as  reorganized  and  taken  under 
the  wing  of  the  N.S.M.A.  Board  members 
are  now  appointed  by  the  Policy  Committee 
of  the  State  Association,  and  Nebraska  Med- 
pac is  now  on  a sound  footing  and  ready  to 
operate  efficiently.  We  lack  one  ingredient, 
sufficient  members,  and,  of  course,  the  dol- 
lars they  contribute.  At  the  last  count,  only 
about  15  percent  of  our  members  belonged. 
We  need  all  of  you,  as  well  as  your  wives, 
for  members.  The  cost?  A trifling  $25  for 
each  member  is  the  cost,  unless  you  are 
willing  to  dig  a little  deeper  and  come  up 
with  $99  for  a sustaining  membership.  This 
is  a very  small  investment  in  the  future  of 
medicine.  Compare  it  with  the  large  dues 
collected  by  unions.  As  you  know,  their  dues 
are  mandatory,  not  voluntary  contributions. 


The  money  collected  is  divided  evenly  be- 
tween the  Ampac  and  Medpac.  ALL  of  it 
is  used  for  — (1)  education  of  the  public 
and  the  medical  profession  on  legislation, 
and  (2)  contributions  to  the  campaign  funds 
of  candidates  for  the  federal  Congress  who 
are  friendly  to  our  cause.  The  funds  may 
be  used  in  our  own  state,  or  in  any  state, 
where  a friendly  candidate  needs  help.  None 
of  it  is  used  for  organizational  meetings  or 
salaries.  Money  for  this  comes  from  other 
sources. 

In  1964,  we  Americans  elected  a House 
of  Representatives  which  voted  Medicare  in 
by  a margin  of  22  votes.  They  did  it  with 
an  alacrity  which  defies  all  description,  and 
the  Senate  went  along.  In  1966,  47  mem- 
bers of  that  House  were  replaced  by  new 
members.  Many  of  these  new  members 
were  backed  by  Ampac,  both  with  dollars  and 
with  manpower.  Here  in  Nebraska,  our 
money,  together  with  the  activity  of  doc- 
tors, and  especially  their  wives,  was  cru- 
cially important,  perhaps  decisive,  in  the 
seating  of  one  friendly  candidate  for  the 
House.  The  other  candidates  who  needed 
help  were  also  given  what  funds  were  avail- 
able. As  a result,  Nebraska  has  a Wash- 
ington delegation  which  is  solidly  conserva- 
tive and  friendly  to  medicine. 
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You  might  now  argue  that  we  have  ac- 
complished our  goal  — so  why  all  the  fuss. 
Let  me  dispel  any  such  misapprehension, 
now  and  for  all  time.  Members  of  the  House 
are  elected  every  two  years,  and  so  really 
must  be  campaigning  almost  continuously. 
Thus,  it  becomes  necessary  to  give  continu- 
ous support  to  keep  desirable  members  in 
their  seats.  Activity  in  the  “off”  year 
should  be  just  as  vigorous  as  in  the  election 
year.  Any  backlog  of  funds  which  is  built 
up  is  desperately  needed  when  active  elec- 
tion year  campaigns  start.  Here  in  Ne- 
braska, we  need  to  be  especially  wary  of  a 
year  in  which  there  is  no  strong  Repub- 
lican panel  up  for  election  such  as  we  had 
in  1966.  I would  urge  county  societies  to 
organize  strong  political  action  committees, 
avail  yourselves  of  the  training  films  and 
other  materials  available  from  National 
Ampac  which  teach  about  campaigning  and 
planning  for  political  support  for  candidates. 
Other  material  describes  the  use  of  adver- 
tising and  news  releases,  and  tells  about  how 
to  recruit  volunteers  and  use  them  effec- 
tively both  during  and  between  campaigns. 
Get  ready  for  1968.  We  need  to  keep  a 
friendly  Congress. 

Members  of  Nebraska  State  Medical  As- 
sociation, get  behind  your  county  societies. 
Send  strong  delegates  to  the  State  Asso- 
ciation meetings,  and  let  us  put  forth  a 
united  effort  to  defeat  the  forces  that  would 
destroy  us.  Make  Ampac  and  Medpac  mem- 
bership a part  of  that  effort  as  a necessary, 
a desperately  needed,  ingredient  for  our 
success. 

R.  J.  MORGAN,  M.D. 


Is  Radical  Surgery  Valid  for  Hopeless  or 
Near-Hopeless  Regional  Ileitis?  — R.  F. 
Bowers  (Surgical  Service,  VA  Hosp,  Mem- 
phis). Amer  Surg  32 : 829-833  (Dec)  1966. 

Eight  patients  in  hopeless  or  near-hopeless 
regional  enteritis  condition,  treated  surgical- 
ly, were  studied  in  follow-up  states.  There 


was  one  death  in  an  uncontrollable  acute  en- 
teritis when  futile  resection  was  attempted. 
Three  excellent,  three  satisfactory  results, 
one  questionably  satisfactory,  and  one  fail- 
ure denote  the  long-term  end  results.  These 
studies  strongly  suggest  partial  recovery 
from  extensive  bowel  involvement  with  this 
disease  in  some  patients  with  the  passage  of 
time.  In  selected  cases,  re-exploration  is  in- 
dicated despite  pronouncement  by  the  or- 
iginal operators  that  the  condition  is  beyond 
surgical  aid  in  such  patients. 


Bacteriology  of  Large  Human  Burns  Treat- 
ed With  Silver  Nitrate  — L.  Brentano  et 
al  (W.  W.  Monafo,  Jr.,  4960  Audubon,  St. 
Louis).  Arch  Surg  93:456-466  (Sept) 
1966. 

In  an  early  treatment  group  of  26  patients, 
six  of  whom  died,  with  major  thermal  burns, 
the  wounds  were  uniformly  treated  with 
thick  gauze  dressings  continuously  wet  with 
0.5%  aqueous  silver  nitrate  solution.  Thir- 
teen patients  were  first  treated  within  16 
hours  after  the  i n j u r y.  Colonization  of 
burns  by  pathogenic  bacteria  was  signifi- 
cantly delayed.  Streptococcus  pyogenes, 
Staphylococcus  aureus,  and  Proteus  organ- 
isms were  almost  completely  absent  through- 
out convalescence.  Bacteria  of  the  Kleb- 
siella, Aerobacter,  and  Providenda  groups 
were  the  predominent  inhabitants  of  these 
wounds  and  frequently  — but  not  invariably 
— were  the  sole  organisms  isolated.  Pseu- 
domonas were  grown  early  only  from  pa- 
tients with  very  deep  and  extensive  bums. 
They  never  predominated,  except  when  death 
from  sepsis  approached.  In  a late  treat- 
ment group  of  13  patients,  silver  nitrate  was 
not  used  until  more  than  48  hours  had 
elapsed.  When  these  patients  were  admit- 
ted, the  burns  were  invariably  heavily  col- 
onized with  a mixed  flora  of  pathogenic  bac- 
teria. Pseudomonas  aeruginosa  and  S 
aureus  were  practically  always  found  in  the 
wounds  before  the  silver  nitrate  was  start- 
ed. S aureus  disappeared  promptly.  The 
initial  mixed  flora  were  progressively  sub- 
stituted for  by  Pseudomonas  and  Klebsiella 
and  Aerobacter ; these  persisted  throughout 
hospitalization. 
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SPECIAL  ARTICLES 


1.  Public  health  services — 

The  American  Medical  Association  urged 
that  Congress  precisely  define  “public 
health  services”  to  prevent  the  so-called 
“Partnership  in  Health”  legislation  being 
used  as  authority  for  unlimited  expansion 
of  government  medicine. 

In  a letter  to  Chairman  Lister  Hill  (D., 
Ala.)  of  the  Senate  Committee  on  Labor  and 
Public  Welfare,  Dr.  F.  J.  L.  Blasingame, 
executive  vice  president  of  the  AMA,  said: 


Accordingly,  the  Association  finds  itself  un- 
able to  support  this  portion  of  the  legisla- 
tion providing  for  an  undefined  program  of 
comprehensive  public  health  services.” 

The  AMA  also  opposed  a provision  for 
federal  licensure  of  clinical  laboratories  on 
the  ground  that  licensing  of  such  facilities 
traditionally  has  been  a state  matter. 

“We  believe  that  federal  licensure  of  these 
facilities  would  establish  an  undesirable  pre- 
cedent,” Dr.  Blasingame  said. 


2.  Drug  names — 

The  controversy  over  generic  vs.  brand 
name  drugs  was  aired  at  hearings  of  the 
Senate  Finance  Committee  and  the  Senate 
Small  Business  Monopoly  Subcommittee. 


“We  are  especially  concerned  with  a lack 
of  definition  with  respect  to  comprehensive 
public  health  services.  Neither  ‘comprehen- 
sive’ nor  ‘public  health  services’  is  defined  in 
the  law  or  the  bill.  While  we  recognize  there 
is  supportable  advantage  in  removing  strict 
categorization  of  grant  funds,  we  are  con- 
cerned that  the  categorical  identification 
having  been  removed,  there  will  no  longer  be 
any  limitation  on  the  health  care  which  may 
be  provided.  Indeed,  from  testimony  on  this 
legislation  by  government  officials,  it  would 
appear  that  our  concern  is  justified.  It  is 
the  intent  that  the  Congress  is  authorizing 
a program  of  incLividwal  treatment  for  im- 
identified  patients  for  unspecified  conditions 
for  unlimited  services?  It  is  clear  that  the 
lack  of  definition  of  ‘public  health  serv- 
ices’ is,  in  effect,  an  invitation  from  Con- 
gress to  unlimited  expansion  of  ‘public 
health’  beyond  its  traditional  role  in  the 
community. 

“The  AMA  has  supported,  and  continues 
to  support  the  furnishing  of  public  health 
services.  We  have  also  supported  flexibility 
of  operation  within  the  state  and  local  health 
departments  as  an  effective  tool  for  com- 
munity health.  We  feel,  however,  that  the 
distinction  between  the  public  and  private 
health  sectors  should  be  delineated  ...  in 
more  positive  terms  than  the  mere  prohibi- 
tion against  interference  with  the  existing 
patterns  of  private  professional  practice  . . . 


Chairman  Russell  B.  Long  (D.,  La.)  of  the 
Finance  Committee  planned  to  offer  an 
amendment  to  the  Social  Security  bill,  which 
includes  medicare  and  medicaid  changes,  to 
put  the  emphasis  on  generic  drugs  in  govern- 
ment medical  programs.  The  monopoly  sub- 
committee, headed  by  Sen.  Gaylord  Nelson 
(D.,  Wis.),  was  investigating  drug  pricing 
policies  with  the  same  objective  as  Long’s 
proposal. 

Long’s  proposal  included  the  creation  of  a 
federal  panel  to  select  the  highest  quality  but 
lowest  cost  prescription  drugs  for  which  pa- 
tients would  be  reimbursed  under  govern- 
ment medical  programs 

Both  the  Food  and  Drug  Administration 
and  the  drug  industry  opposed  establish- 
ment of  such  a committee  and  national  for- 
mulary of  drugs. 

FDA  Commissioner  James  Goddard, 
M.D.,  said  it  would  result  in  “an  encroach- 
ment on  the  practice  of  medicine  in  such 
a way  that  I believe  the  physicians  of  this 
country  would  rise  up  in  wrath.”  He  also 
said : 

“In  essence  the  bill  would  impose  upon  the 
formulary  committee  the  duty  of  evaluat- 
ing every  prescription  drug  used  in  medical 
practice  today  — more  than  5,000  — and  of 
providing  a formulary  of  the  drugs  of 
choice.  I would  have  to  exclude  drugs 
deemed  unnecessary,  therapeutically  dupli- 


502 


Nebraska  S.  M.  J. 


cative,  or  of  unacceptable  quality.  The 
enormity  of  such  a task  should  be  borne  in 
mind.” 

C.  Joseph  Stetler,  president  of  the  Phar- 
maceutical Manufacturers  Association, 
joined  Goddard  and  John  W.  Gardner,  Secre- 
tary of  Health,  Education  and  Welfare,  in 
urging  that  action  on  the  matter  be  post- 
poned until  a report  is  made  on  a special 
study  being  conducted  by  HEW.  The  re- 
port is  due  Dec.  1. 

Stetler  said  the  drug  industry  recognizes 
the  government’s  responsibility  to  control 
federal  expenditure  in  its  drug  purchase 
programs.  But,  he  said.  Long’s  proposal 
would  put  such  a low  ceiling  on  drug  prices 
that  it  would  “jeopardize  the  ability  of  qual- 
ity, research-oriented  pharmaceutical  com- 
panies to  perform  effectively.” 

“The  health  of  all  of  us  and  of  future  gen- 
erations is  dependent  on  the  continued 
growth  and  vitality  of  a progressive  and  suc- 
cessful phannaceutical  industry,”  he  said. 


3.  Alcoholism — 

No  other  national  health  problem  has  been 
so  seriously  neglected  as  alcoholism,  accord- 
ing to  John  W.  Gardner,  Secretary  of  Health, 
Education  and  Welfare. 

“The  atmosphere  of  moral  disapproval 
surrounding  the  entire  subject,  and  the 
deplorable  custom  of  treating  alcoholics  as 
sinners  or  criminals  have  obscured  the  na- 
ture of  the  problem,”  Gardner  said  in  con- 
nection with  a report  issued  by  the  National 
Institute  of  Mental  Health. 

The  NIMH  report,  titled  “Alcohol  and 
Alcoholism,”  reviews  present  knowledge  of 
alcohol,  the  nature  and  extent  of  drinking 
problems;  the  identification,  treatment  and 
prevention  of  alcoholism,  and  the  status  of 
current  research. 

Although  alcoholism  obviously  does  not 
occur  without  alcohol,  the  report  states  that 
“alcohol  can  no  more  be  considered  the  sole 
cause  of  alcoholism  than  marriage  can  be 
considered  the  sole  cause  of  divorce,  or  the 
tubercle  bacillus  the  sole  cause  of  tubercu- 
losis.” 


On  the  treatment  of  alcoholism,  the  report 
says : 

“In  the  past,  alcoholics  have  been  admon- 
ished, scolded,  denounced,  jailed,  beaten, 
lashed,  and  threatened  with  eternal  damna- 
tion. There  is  no  evidence  that  any  of  these 
measures  has  had  significant  therapeutic 
value  for  more  than  an  occasional  alcoholic. 
Available  evidence  seems  to  demonstrate  that 
long-lasting  results  can  be  achieved  primar- 
ily by  a technique  known  generally  as  psy- 
chotherapy.” 


4.  Medicare  (Part  B)  up — 

The  federal  government  is  planning  on  in- 
creasing the  monthly  medicare  insurance 
rate  for  physicians’  services  for  next  year 
and  1969. 

The  present  rate  is  $3  a month.  The  med- 
icare law  designated  Oct.  1 as  the  deadline 
for  setting  the  rate  for  1968  and  1969  but 
Congress  approved  legislation  postponing  the 
announcement  until  Dec.  31. 

John  W.  Gardner,  Secretary  of  Health, 
Education  and  Welfare,  disclosed  a possible 
increase  from  $3  to  $4  in  a letter  to  Sen. 
John  J.  Williams,  Del.,  ranking  GOP  mem- 
ber of  the  Senate  Finance  Committee. 

The  monthly  premium  is  paid  by  persons 
65  and  older  who  elected  to  get  benefits 
under  Part  B of  the  medicare  program  pro- 
viding physician  services. 

“I  would  promulgate  a rate  of  $3.80  for 
the  two  year  period  of  1968  and  1969,  25 
cents  of  the  increase  being  based  upon  our 
evaluation  of  the  extent  to  which  we  believe 
the  premium  rate  was  below  the  actual 
cost  for  1966-1967  and  55  cents  being  the 
estimated  additional  cost  to  be  expected  from 
an  estimated  increase  in  utilization  and  in 
physicians’  fees,”  Gardner  said. 


Respiratory  Diseases 

LONG-TERM  OXYGEN  FOR  HYPOXEMIA 
Six  patients  with  chronic  aiiway  obstnac- 
tion  with  hypoxemia  were  administered 
continuous  oxygen  for  long  periods.  Clin- 
ical status  improved  and  exercise  tolerance 
increased,  indicating  that  this  type  of 
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therapy  may  be  useful  in  the  rehabilitation 
of  such  patients. 

In  planning  a rehabilitation  program  for  the 
hypoxemic  patient  with  chronic  lung  disease,  the 
use  of  continuous  oxygen  seems  a reasonable 
therapeutic  approach. 

The  development  of  a liquid  oxygen  system  makes 
possible  ambulatory  therapy.  Thus,  a study  was 
designed  to  evaluate  the  effect  of  continuous  oxy- 
gen therapy  as  a part  of  a program  of  rehabilita- 
tion for  the  pulmonaiy  cripple. 

Six  patients  receiving  an  active  therapeutic  pro- 
gram for  chronic  aii-way  obstruction  with  and 
without  oxygen  formed  the  group  in  the  study, 
which  was  initiated  in  the  hospital.  On  leaving 
the  hospital,  the  patients  were  followed  on  an  out- 
patient basis  for  up  to  18  months. 

All  of  the  patients  had  long-standing  chronic 
ainvay  obstruction  with  hypoxemia,  cor  pulmonale, 
and  secondary  erythrocythemia.  All  were  disabled 
by  their  disease  and  had  been  living  an  essentially 
bed-and-chair  existence.  The  patients  had  the 
hypoxemic-bronchitic  clinical  type  of  chronic  air- 
way obstraction. 

Each  patient  was  hospitalized  for  two  months. 
Treatment  included  oral  and  inhaled  bronchodilators, 
expectorants,  diuretics,  cardiac  glycosides,  anti- 
biotics, and  other  medications  as  needed.  Physical 
therapy  included  postural  drainage  after  inhaled 
bronchodilator  and  steam,  breathing  training,  and 
a daily  graded  exercise  program.  Management  of 
each  patient  was  continued  unchanged  during  both 
the  control  and  oxygen  therapy  months. 


OXYGEN  BY  NASAL  PRONGS 

During  the  first  month,  oxygen  was  used  only  for 
short  periods  for  severe  respiratory  distress,  its 
use  being  carefully  monitored.  This  was  the  control 
month.  During  the  second  month  oxygen  was  given 
24  hours  a day,  supplied  by  nasal  prongs  at  con- 
trolled flows. 

Constant  clinical  observation  was  maintained. 
Exercise  tolerance  was  measured  daily  during 
training,  which  consisted  of  corridor  walks  and 
climbing  stairs  for  two  patients,  treadmill  exer- 
cise for  the  others.  Arterial  blood  gases  were 
tested  at  least  weekly;  ventilatory  tests  were  given 
weekly;  resting  and  exercise  steady-state  diffu- 
sion capacities  were  performred  every  two  weeks; 
red  cell  production  was  evaluated  regularly;  and 
right  hear-t  catheterizations  were  perfor-med  at  the 
end  of  both  months  in  the  hospital. 

Management  of  these  patients  without  oxygen 
was  difficult,  and  in  the  first  month  little  in  the 
way  of  rehabilitation  could  be  done. 

During  the  month  of  oxygen  therapy  the  patients 
were  more  comfortable,  management  of  respira- 
tory and  cardiac  problems  was  simpler,  and  active 
participation  in  the  rehabilitation  program  was  pos- 
sible in  five  of  the  patients.  The  sixth  patient  was 
never  well  enough  to  exercise. 

Of  four  patients  at  home  on  oxygen  by  nasal 
prongs,  two  have  had  sustained  clinical  benefit. 
Although  unable  to  work,  they  are  both  fully  am- 


bulatory and  able  to  perform  moderate,  useful 
activity.  A third  did  well  for  a time  but  later  died 
from  respiratory  failure.  The  four-th  patient  died 
in  respiratory  failure  14  months  after  the  study. 


INCREASED  EXERCISE  ABILITY 

Among  the  patients  as  a whole,  oxygen  ther- 
apy markedly  increased  their  ability  to  exercise; 
lung  function  was  essentially  unchanged;  there  was 
no  significant  carbon  dioxide  retention  and  no  nar- 
cosis; and  serumbilirubin  measurements  did  not 
suggest  any  change  in  the  rate  of  red  cell  de- 
struction due  to  oxygen  therapy. 

In  all  patients  a potentially  reversible  vasocon- 
strictive element  in  the  pulmonary  vascular  bed  was 
noted  at  the  first  catheterization  by  a fall  in  pres- 
sure during  acute  administration  of  oxygen  or 
tolazoline  or  both.  Giving  oxygen  during  the  sec- 
ond catheterization  resulted  in  further  lowering  of 
observed  pulmonary  arterial  pressures. 

Long-term  continuous  oxygen  therapy  caused 
significant  clinical  improvement  in  every  patient. 
Those  with  initial  improvement  gained  at  an  ac- 
celerated rate,  and  those  with  no  improvement 
during  the  control  month  achieved  a measurable 
increase  in  exercise  tolerance  once  oxygen  was  be- 
gun. Viewing  each  patient  as  his  own  control,  con- 
tinuous oxygen  appeared  to  bring  demonstrable 
improvement  in  every  case. 

The  value  of  continuous  oxygen  is  fur*ther  sug- 
gested by  the  fact  that  on  termination  of  the  hos- 
pital study  all  six  patients  experienced  clinical  and 
exercise  tolerance  deterioration  at  home  on  only 
intermittent  oxygen. 

In  general  the  potential  for  physical  rehabilita- 
tion of  these  patients  was  related  to  the  degree 
of  ventilatory  impairment  measured  by  spirometry. 
Patient  motivation  and  intercurrent  illness  were 
other  factors.  Mechanical  lung  function  did  not 
change  with  oxygen  therapy.  The  effect  of  oxygen 
apparently  was  simply  to  relieve  the  toxic  effects 
of  hypoxemia  and  to  support  patients  in  reaching 
their  highest  possible  level  of  activity.  This  type 
of  suppor-tive  therapy  can  make  the  difference  be- 
tween a bed-bound  existence  and  full  activity  at 
and  away  from  home. 


EFFECT  OF  THERAPY 

Lowering  of  pulmonary  arteriolar  resistance 
after  a month  of  constant  therapy  is  a significant 
benefit  demonstrated  by  this  study.  Whatever  the 
mechanism  of  decreased  resistance,  the  importance 
of  a diminished  work  load  on  the  right  ventricle  to 
the  patient  with  cor  pulmonale  is  apparent. 

Hematologic  studies  showed  clear-cut  evidence 
of  diminished  red  blood  cell  production  during  oxy- 
gen therapy.  The  hematologic  data  support  the 
concept  that  oxygen  is  an  effective  therapeutic  agent 
for  patients  with  erythrocytosis  secondary  to  hy- 
poxemia. 

Oxygen  was  found  to  be  safe  and  well  tolerated 
as  well  as  effective.  Oxygen  therapy  caused  no  sig- 
nificant alteration  in  arterial  Pco=  acutely  or 
chronically.  Carbon  dioxide  retention  due  to  oxy- 
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gen  therapy  is  rarely  seen  if  dosage  is  controlled 
to  maintain  normal  arterial  Po=. 

Constant  use  of  nasal  prongs  was  well  tolerated 
by  the  patients.  The  fact  that  patients  can  eat, 
sleep,  and  talk  while  receiving  oxygen  would  ap- 
pear to  make  this  a reasonable  method  of  deliv- 
ering continuous  therapy. 

The  data  show  that  relief  of  hypoxemia  is  an 
important  step  in  the  rehabilitation  of  patients 
with  chronic  airway  obstruction. 

— Bernard  E.  Levine.  M.D. ; D.  Boyd  Bigelow,  M.D. ; Roger  D. 
Hamstra,  M.D.  : Henry  J.  Beckwitt,  M.D.  ; Roger  S.  Mitchell, 
M.D. : Louise  M.  Nett,  R.N. ; Theresa  A.  Stephen,  B.S.,  and 
Thomas  L.  Petty,  M.D.  Annals  of  Internal  Medicine, 
April,  1967. 


THINGS  YOU  NEVER  KNEW  ABOUT 
YOUR  TEETH 


Sex  appeal  has  now  come  to  toothpaste; 
the  basic  premise  being  that  a dazzling 
combination  of  bright  teeth  and  fresh  breath 
gives  your  mouth  that  wonderful  intangible 
— sex  appeal.  But  this  is  not  such  a new 
theory.  The  ancient  Romans,  in  an  effort 
to  freshen  their  breath,  as  they  cleaned 
their  teeth,  added  a few  drops  of  perfume 
to  their  original  recipe  of  barely-flour-honey- 
vinegar  and  salt. 

The  Romans  also  liked  toothpicks  made 
of  the  pleasant-tasting  wood  of  the  mastix 
tree;  they  chewed  them  up  at  such  a rate 
that  the  trees  were  imported  from  their 
native  island  of  Chios,  and  mastix  groves 
flourished  on  the  Italian  coast  north  of 
Naples. 

Later  on,  toothbrushing  took  a place  in 
religious  rituals.  Mohammed  enjoined  his 
followers  to  use  the  miswak,  a fiber  pencil 


made  from  the  arak  twig  as  part  of  the  Sab- 
bath cleansing  rites.  And  Susrata,  an  Indian 
physician  of  the  6th  century  B.C.  wrote  that 
cleansing  the  teeth  every  morning  not  only 
removed  bad  breath  and  gave  men  relish  for 
their  food,  but  also  induced  cheerfulness  of 
mind  and  inclined  them  towards  religion. 

Gold  toothpicks  3,500  years  old  have  been 
found  in  China,  and  bronze  and  silver  ones 
dating  from  pre-Roman  times  in  Germany 
and  France. 

In  the  Middle  Ages,  according  to  Colgate 
researchers,  every  well-dressed  gentleman 
always  carried  a toothpick  — sometimes  on 
a chain  around  his  neck,  but  more  often  as 
part  of  an  elaborate  set  that  also  included 
tweezers,  an  ear-scoop,  knife,  fork  and  spoon 
and  a hunting  whistle. 

A different  kind  of  hunting  whistle  — the 
“wolf”  variety  — follows  the  modern  Amer- 
ican woman  who  makes  sure  her  mouth  has 
sex  appeal.  The  toothpaste  people  appar- 
ently had  this  in  mind  when  they  developed 
a cosmetic  dentrifice  — to  make  breath 
fresher  and  teeth  brighter.  Their  research- 
ers, in  talking  with  many  toothsome  young 
women,  found  a preference  for  an  extra 
strength  toothpaste  without  harsh  abrasives. 
So  what  they  did  was  to  come  up  with  some- 
thing that  provided  “in”  folks  with  a tooth- 
paste that  gives  sex  appeal  to  the  mouth  as 
well  as  a kicky  taste. 

But  while  an  ultra  bright  smile  is  highly 
valued  in  our  society,  men  in  the  Middle 
Ages  considered  the  shape  of  their  teeth  to 
be  a surefire  indication  of  character. 

The  Germans  believed  that  long,  sharp 
teeth  bespoke  a jealous,  treacherous  nature. 
The  English  applauded  broad  front  teeth  as 
signs  of  generosity.  The  French  admired 
straight  teeth,  for  they  invariably  belonged 
to  orderly  people.  And  all  medieval  citizens 
looked  askance  at  teeth  with  spaces  between 
them  as  proof  of  a lecherous  nature. 

Today,  knowledge  and  technology  in  every 
branch  of  dentistiy  have  reached  a highly- 
advanced  stage,  but  nearly  22  million  Ameri- 
cans have  lost  all  their  teeth!  Over  50% 
of  us  have  at  least  one  cavity  at  the  ripe 
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age  of  two,  and  the  average  21-year-old  has 
five  teeth  missing. 

These  facts  become  less  amazing  when  we 
learn  that  two  Americans  out  of  three  have- 
n’t sat  down  in  a dentist’s  chair  for  three 
years. 

Even  if  you’re  the  one  American  in  four 
Avho  brushes  regularlj',  chances  are  that  you 
should  brush  up  on  these  ultra  bright  dental 
do’s  and  don’ts  if  you  want  your  teeth  to 
give  lifetime  service. 

1.  Do  brush  after  every  meal,  or  if  you 
can’t  at  least  rinse  your  mouth  out 
with  water  to  get  rid  of  food  par- 
ticles. 

2.  Do  brush  for  a full  three  minutes  each 
time. 

3.  Do  make  sure  you’re  using  the  proper 
brushing  technique.  It’s  most  im- 
portant to  cover  all  tooth  surfaces, 
and  most  dentists  recommend  a rolling 
downward  motion. 

4.  Do  make  a point  of  having  your  den- 
tist examine  your  teeth  every  6 
months. 

5.  Don’t  favor  one  side  of  your  mouth 
when  you  brush.  Many  people  do,  and 
are  completely  unaware  of  it. 

6.  Don’t  blame  Grandma  if  you  have 
poor  teeth.  Heredity  does  play  a role 
in  tooth  development,  but  proper  diet 
and  dental  care  are  just  as  important. 
Usually,  when  bad  teeth  “run  in  a 
family,’’  so  do  bad  habits  of  dental 
hygiene. 


DRUGS  — JUDGMENT  OR 
REGULATION? 

As  with  many  important  issues  today  the 
subject  of  so-called  “generic  dispensing’’  is 
clouded  with  a great  number  of  confusing 
and  conflicting  statements. 

Generic  prescribing  is  not  new  and  has 
been  an  integral  part  of  prescribing  for 
many,  many  years.  A drug  usually  has 
three  names : a chemical  name,  which  has 
significance  primarily  to  the  chemist  and 


other  scientists;  a generic  or  public  name, 
which  is  somewhat  simpler  and  has  greater 
understanding  in  pharmacologjq  medicine, 
and  phai-macy;  and  a trade  or  brand  name 
which  conveys  information  as  to  the  manu- 
facturer of  a particular  product.  Thus  for 
particular  generic  drug  entities  there  may 
exist  different  brand  names,  connoting  a 
difference  in  the  method  of  manufacture, 
controls  at  different  levels  of  production, 
and  a history  of  clinical  performance  char- 
acteristic of  that  'particular  bra'nd. 

A pharmaceutical  product  is  more  than 
a drug,  and  the  care,  skill  and  integrity  em- 
ployed in  its  manufacture  may  make  all  the 
difference  in  the  perfonnance  of  that  prod- 
uct in  a patient.  There  are  those  who  would 
have  us  believe  that  all  products  containing 
the  same  generic  drug  are  therapeutically 
identical  but  this  is  not  true.  The  Commis- 
sioner of  the  Food  and  Drug  Administration 
in  recent  testimony  and  speeches  has  clearly 
indicated  that  although  he  might  like  to  give 
the  assurance  that  all  drug  products  are 
clinically  equivalent,  at  this  point  in  time 
he  cannot  honestly  do  so. 

A great  deal  has  been  made  of  the  fact 
that  the  government  buys  drugs  under  gen- 
eric names  only.  However,  if  one  examines 
the  bid  awards,  one  finds  that  an  over- 
whelming majority  of  products  are  supplied 
by  brand  name  manufacturers.  In  a recent 
speech,  a representative  of  the  Defense  Per- 
sonnel Support  Center  indicated,  “Basically, 
our  problem  is  this:  chemically  equivalent 
items  are  not  necessarily  stable,  therapeuti- 
cally equivalent  products  ...  45%  of  the 
pre-award  samples  submitted  by  the  low 
bidder  last  year  failed  to  pass  our  tests.” 

The  truth  of  the  matter  is  that  the  tech- 
nology of  understanding  drug  action,  avail- 
ability, absorption,  excretion,  binding,  par- 
tition coefficient,  solubility,  enzymatic  inter- 
action and  a host  of  other  factors  is  still  in 
its  infancy.  These  are  more  than  mere  tech- 
nical characteristics;  they  are  determinants 
of  therapeutic  performance.  Thus  the  his- 
tory of  expene'nce  by  the  physician  and  phar- 
macist and  the  integrity  of  the  producer 
to  produce  drugs  which  result  in  consistent- 
ly reproducible  action  is  the  most  reliable 
guide  available  at  this  time.  Any  effort  to 
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remove  the  prescription  decision  from  the 
physician  and  substitute  some  government 
constituted  authority,  is  a dangerous  pro- 
posal which  could  be  detrimental  to  the 
health  of  the  patient  and  a serious  blow  to 
high  quality  medical  care  in  this  country. 

The  number  of  products  for  which  generic 
prescribing  might  result  in  savings  for  the 
patients  represent  less  than  20%  of  the 
total  number  of  prescriptions  dispensed  an- 
nually. In  some  of  these  instances  the  real 
savings  are  relatively  insignificant.  The 
proposed  savings  that  are  supposedly  avail- 
able have  been  wholly  exaggerated.  In  the 
majority  of  instances  of  generic  prescrip- 
tions, it  has  been  the  policy  of  most  pharma- 
cists to  dispense  only  those  products  which 
experience  has  shown  to  be  therapeutically 
reliable  — generally  a branded  product. 

The  physician,  who  has  the  ultimate  re- 
sponsibility for  the  treatment  of  the  patient, 
should  be  constantly  aware  of  the  drug  prod- 
ucts presented  and  dispensed  for  his  pa- 
tients He  can  on  occasion,  by  consulting 
with  his  pharmacist,  select  products  in  which 
a degree  of  confidence  can  be  assured  with 
some  cost  savings  resulting.  However,  an 
understanding  of  all  parameters  involved  is 
essential.  There  have  been  too  many  in- 
stances where  patients  on  maintenance  thera- 
py with  such  drugs  as  anticoagulants  are 
hospitalized  and  products  of  different  manu- 
facturers are  supplied  with  disturbing  and 
even  life-threatening  results. 

Regardless  of  the  advancement  of  our 
scientific  information,  a great  deal  of  the 
practice  of  medicine  and  of  pharmacy  in- 
volves the  use  of  professional  judgment. 
Any  artificial  barriers  which  interfere  with 
the  exercise  of  this  judgment  are  unwise  and 
dangerous.  The  physician  should  be  free  to 
prescribe  the  products  which  he  deems  best 
for  his  patients.  Any  changes  in  the  medi- 
cation should  only  come  about  after  proper 
consultation  between  physician  and  phar- 
macist and  only  effectuated  with  the  consent 
of  the  physician.  Those  who  seek  other  ap- 
proaches should  make  certain  that  they  are 
fully  aware  of  the  consequences  that  may 
result  and  determine  whether  the  risks  in- 
volved are  truly  worth  the  savings.  In  the 


best  interests  of  public  health,  we  do  not  be- 
lieve that  they  are ! 


Life  Table  for  Cystic  Fibrosis  — D.  J.  Mantle 
and  A.  P.  Norman  (Hosp  for  Sick  Children, 
Great  Ormond  St,  London).  Brit  Med  J 
2:1238-1241  (Nov  19)  1966. 

In  a survey,  499  children  were  diagnosed 
as  suffering  from  cystic  fibrosis ; 399  of 
these  cases  were  without  neonatal  intestinal 
obstruction;  the  remainder  were  diagnosed 
as  having  meconium  ileus.  Life  tables  for 
meconium  ileus  show  that  by  the  beginning 
of  the  first  week  of  life  one  fourth  of  the 
children  have  died.  At  the  second  week  over 
a third  die.  By  the  first  month  over  half, 
and  by  the  third  month,  three  fourths  are 
dead.  These  life  table  for  cystic  fibrosis, 
not  presenting  as  meconium  ileus,  entering 
patients  at  diagnosis  show  that  by  the  begin- 
ning of  the  first  year  of  life  over  two  thirds 
of  the  children  have  died.  At  the  fifth  year 
over  four  fifths,  and  at  the  tenth  year  nearly 
nine  tenths  are  dead.  The  life  table  enter- 
ing patients  from  birth  shows  that  by  the 
start  of  the  first  year  approximately  one 
seventh  of  the  children  have  died.  By  the 
fifth  year  about  one  third  are  dead.  At  the 
15th  year,  nearly  three  fourths  are  dead. 


Hydrotubation,  a Method  of  Treatment  for 
Infertility  Due  to  Tubal  Damage:  Review 

of  327  Cases  — A.  Grant  and  S.  Robert- 
son (The  Women’s  Hosp,  Crown  St,  Syd- 
ney, Australia).  Med  J Aust  2:847-850 
(Oct  29)  1966. 

Hydrotubation  was  carried  out  according 
to  the  technique  described  on  308  patients 
with  blocked  tubes  or  with  adhesions  in  the 
tubo-ovarian  space.  In  60  cases,  hydrotu- 
bation for  tubes  blocked  at  the  fimbrial  end 
resulted  in  23  patent  tubes  and  12  pregnan- 
cies (20%).  Of  49  cases  in  which  the  block 
in  the  tubes  was  present  at  the  cornual  end, 
in  eight  the  tubes  became  patent,  and  four 
patients  achieved  a pregnancy  (8%).  Of 
149  patients  with  adhesions  in  the  tubo- 
ovarian  space,  46  became  pregnant  (30%). 
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While  Making  Rounds  — 


1.  Quote  Unquote 

I never  but  once  spoke  an  angiy  word 
to  a sick  person. 

— Dr.  Benjamin  Rush 

When  a talk  is  made  and  put  dovTi,  it 
is  good  to  look  at  it  afterward. 

— Sequoyah 

Money  has  a tendency  to  buy  happiness. 

— Damon  Runyan 

Unquestionably,  there  is  progress.  The 
average  American  now  pays  out  twice 
as  much  in  taxes  as  he  formerly  got  in 
wages. 

— IMencken 

The  mass  of  men  lead  lives  of  quiet 
desperation. 

— Thoreau 

2.  Words  We  Can  Do  Without 
Simplistic 
Obscurantionism 
Ambivalence 

Reprise 
Pluralistic 
Shaking  chill 

3.  Our  Own  Monthly  Statistical  Report 

(a)  In  1964,  the  records  for  Nobel 
Prize  awards  for  medicine  (18), 
physics  (17),  and  peace  (13)  were 
held  by  the  U.S.  We’re  proud  of 
that  eighteen  for  medicine.  The 
thirteen  for  peace,  too. 

(b)  Round-the-clock  private  nursing 
in  California:  $111  a day. 

(c)  In  1966,  8,596  licensed  physicians 
entered  the  medical  profession. 

(d)  The  average  expenditure  on  medi- 
cine is  about  $21  per  person  per 
year. 

(e)  In  1966,  7,700  teenagers  were 
killed  in  automobile  accidents. 


4.  Things  Going  Up  Department 

(a)  Consumer  price  index. 

1956:  94.7 
1958:  100.0 
1966:  113.1 

That’s  a rise  of  nearly  20%  in  the  past 

10  years. 

(b)  Welfare  cost,  NYC,  in  millions  of 
dollars. 

1935:  10.6 
1960:  318.9 
1965:  630.0 

5.  They  Really  Said  It 

“Does  not  respond  to  verbal  stimuli.” 
Won’t  talk. 

“He  wrote  before  his  death  that  . . .” 
Best  time  to  write. 

“He  looks  pale  and  dark.” 

“From  the  current  time  until  the  next 

day.” 

From  now  till  tomorrow. 

“Urine  dark  in  color.” 

“Reddish  black  blood.” 

6.  Department  of  Definitions 

Chi  square:  Jerk  from  Chicago. 

Bleeding  gas:  Whatever  the  anesthe- 

tist is  using  when  the  surgeon  cuts 
an  artery. 

Malaise:  The  national  disease  of  Ma- 

laysia ? 

7.  Anniversary  Time 

November  15,  1847 — 

Account  of  a new  anaesthetic  agent: 
chloroform. 

8.  Why 

Why  do  we  say  testicle,  which  is  both 
a synonym  and  a diminutive  for  the 
perfectly  good  word  testis.  How  this 
got  started,  we  don’t  know,  but  we’ll 
bet  the  shorter  word  came  first,  and 
somebody  miniaturized  the  organ  by 
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lengthening  the  name.  We’ve  per- 
suaded our  urologists  to  write  testis. 
But  why  orchidectomy  ? 

9.  Curiosity  Shop 

(a)  Breast  tumors. 

Regarding  frozen  sections  and 
shall  we  go  ahead  or  not,  we 
have  revised,  ever  so  slightly, 
our  new  system  of  pathological 
nomenclature  from  benignoma 
and  malignoma,  to  goodoma  and 
badoma.  Simpler. 

Our  own  rule  (we’ll  let  anyone 
use  it)  for  predicting  the 
chance  of  a breast  tumor  being 
malignant;  it’s  the  patient’s 
age,  in  percent.  If  she’s  20 
years  old,  it’s  20%,  and  so  on. 

(b)  Appendicitis. 

Is  it  or  isn’t  it?  Just  ask  him 
if  he  ever  had  it  before  or  not; 
nobody  ever  has  a first  attack. 
And  does  it  hurt  to  sit  up. 
Beats  blood  counts. 

10.  Sesquipedalian  Diseases 
Isovalericacidemia 
Flavimaculatus 
Onchogryposis 

11.  Doctor-Writers 

Chekhov 

Gogarty 

Cronin 

Maugham 

William  Carlos  Williams 
Arthur  Conan  Doyle 

12.  Get  It  Right 

An  English  court  has  decided  that  the 
correct  pronunciation  of  vitamine  is 
with  the  long  “i.”  They  mean  the 
first  “i,”  we  think,  since  they  com- 
monly spell  the  word  without  an  “e.” 
In  England,  the  vitamin  (e)  is  vital, 
not  victual,  but  while  we  live  by  the 
dictionary,  we  cannot  find  this  of 
great  importance,  and  we  think  it 
funny  that  orthography  should  any- 
where be  a juridical  function. 

— F.C. 


Medicinews 

Specialty  board  ruling  issued — 

The  Judicial  Council  of  the  American  Medi- 
cal Association  has  found  that  the  resolution 
on  approved  specialty  boards  adopted  by  the 
House  of  Delegates  at  the  1967  Annual  Con- 
vention was  not  based  upon  evidence  of  un- 
ethical conduct. 

The  Council  considered  the  matter  at  the 
request  of  the  American  Board  of  Abdominal 
Surgery  and  the  American  Society  of  Ab- 
dominal Surgeons,  charging  that  Resolution 
123  as  amended  and  adopted  “constitutes  an 
unwarranted  and  improper  censure”  of  the 
AMA  members  who  are  also  members  of  the 
two  organizations. 

Not  a violation:  The  findings  of  the 

Council  also  stated  that  the  Council  has 
jurisdiction  to  determine  the  issues  in- 
volved, and  that  Resolution  123  “should  not 
be  construed  or  interpreted  as  a determina- 
tion of  any  violation  of  the  Constitutions  and 
Bylaws  or  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association  on  the 
part  of  the  petitioners  or  those  members  of 
the  AMA  who  are  similarly  involved.” 

Resolution  123,  introduced  by  John  W. 
Cline,  M.D.,  past  president  of  the  AMA 
from  San  Francisco,  stated  that  the  AMA 
took  “cognizance  of  the  recent  action  of  the 
American  Board  of  Abdominal  Surgery, 
which  Board  is  not  approved  by  the  AMA, 
and  has  acted  in  defiance  of  the  House  of 
Delegates.” 

Dr.  Cline  was  invited  to  appear  before 
the  Council,  and  spoke  concerning  the  intro- 
duction and  adoption  of  the  resolution. 

Council  Statement:  “Within  the  frame 

of  reference  of  Resolution  123  as  adopted 
by  the  House  of  Delegates,”  the  Council 
statement  said,  “the  testimony  given  at  the 
hearing  disclosed  no  evidence  which  would 
establish  that  the  Petitioners  or  members  of 
the  American  Board  of  Abdominal  Surgery 
and  the  American  Society  of  Abdominal  Sur- 
geons have  acted  in  violation  of  the  Consti- 
tution and  Bylaws  or  the  Principles  of  Medi- 
cal Ethics  of  the  American  Medical  Asso- 
ciation.” 
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Blaise  Alfano,  M.D.,  Melrose,  Mass.,  sec- 
retary of  the  American  Board  of  Abdominal 
Surgery,  and  one  of  the  physicians  who  re- 
quested the  opinion,  commented  that  he  was 
pleased  with  the  decision,  and  said  this 
clears  up  the  controversy. 


ject  germane  to  occupational  medicine 
which  is  judged  to  be  the  most  outstanding 
of  those  submitted.  Reprints  entered  in  the 
competition  must  be  published  before  De- 
cember 31,  1967,  and  submitted  no  later 
than  January  15,  1968. 


Edward  J.  Krol,  M.D.,  Chicago,  chairman 
of  the  board  of  the  same  group,  commented : 

“I  think  the  American  Board  of  Abdom- 
inal Surgery  and  the  Society  have  been  vin- 
dicated by  this  action  of  the  Judicial  Council. 

“I  am  encouraged  by  this  demonstration 
that  we  have  a real  democracy  in  the  AMA,” 
Dr.  Krol  added. 


Cancer  chemotherapy — 

“Drugs  VS.  Cancer,”  a 17  page  report  on 
the  current  status  of  cancer  chemotherapy 
research,  was  issued  this  week  by  the  Public 
Health  Service.  Single  copies  (PHS  Pub- 
lication No.  1652)  are  available  without 
charge  from  the  Public  Health  Service, 
Washington,  D.C.  20201.  The  pamphlet  may 
be  bought  in  quantity  from  the  Superin- 
tendent of  Documents,  U.S.  Government 
Printing  Office,  Washington,  D.C.  20402 
at  15  cents  a copy. 

It’s  new — 

Cough  Calmers,  new  solid  form  of  Robitus- 
sin®-DM  for  6-8  hour,  non-narcotic  cough 
suppression,  was  introduced  in  October 
by  A.  H.  Robins  Company. 


Manuscript  awards — 

A competition  for  a $300  award  for  the 
best  manuscript  submitted  by  a medical  stu- 
dent, intern  or  resident  on  any  subject  per- 
tinent to  and  concerning  occupational  health 
has  been  announced  by  the  Central  States 
Society  of  Industrial  Medicine  and  Surgery. 
The  contest  closes  at  midnight  on  December 
31,  1967. 

A second  competition,  open  only  to  resi- 
dents in  occupational  medicine,  is  announced 
by  the  Industrial  Medical  Association.  The 
award,  consisting  of  an  embossed  scroll,  will 
be  presented  at  the  Association’s  annual 
meeting  to  the  author  or  authors  of  a paper 
published  in  the  open  literature  on  a sub- 


Complete contest  rules  may  be  obtained 
from  the  Industrial  Medical  Association,  55 
East  Washington  St.,  Chicago,  Illinois  60602. 


$22,942.00  to  Nebraska  University 
Research  on  MS — 

An  annual  research  grant  for  $11,471.00 
was  presented  to  Michael  J.  Carver,  PhD., 
Professor  of  Biochemistry  and  Psychiatry  at 
the  University  of  Nebraska  College  of  Medi- 
cine. 

Robert  A.  Watterson,  General  Chairman 
for  the  Douglas  County  Drive,  told  Dr.  Car- 
ver that  the  National  Multiple  Sclerosis  So- 
ciety had  also  made  an  oral  commitment  for 
an  additional  year’s  support  in  the  same 
amount  for  Dr.  Carver’s  research  project. 

Dr.  Carver,  who  is  the  head  of  biochemi- 
cal research  at  the  Nebraska  Psychiatric 
Institute,  will  attempt  to  unravel  the  mys- 
tery of  MS,  a disease  that  can  be  induced  in 
laboratory  animals.  He  will  employ  vari- 


Robert  A.  Watterson  (right)  1967  Cam- 
paign Chairman  for  the  Douglas  County 
Multiple  Sclerosis  Society  presents  a re- 
search check  to  Michael  J.  Carver,  Ph.D. 
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ous  non-toxic  chemical  agents  that  he  be- 
lieves may  suppress  or  prevent  the  labora- 
tory condition.  Success  with  lab  animals 
may  provide  valuable  new  clues  to  the  hu- 
man disease,  Dr.  Carver  said. 

The  induced  disease  Dr.  Carver  will  study 
is,  like  multiple  sclerosis,  characterized  by  a 
loss  of  myelin,  a sheathing  around  nerve  cells 
that  speeds  vital  messages  from  the  brain 
to  the  rest  of  the  body.  In  MS,  this  cell 
coating  unaccountably  disappears.  Such 
functions  as  sight,  speech  and  movement  are 
thus  often  seriously  impaired,  sometimes 
even  blocked  completely.  Because  the  reason 
for  the  disease  remains  obscure,  no  really  ef- 
fective treatment  has  yet  been  devised. 

Mr.  Watterson,  who  is  Public  Relations 
Director  for  Blue  Cross-Blue  Shield  in  Ne- 
braska, said  some  6,000  MS  victims  are  lo- 
cated in  the  Douglas  County  area  and  are 
served  by  the  local  chapter.  “The  Douglas 
County  Chapter,  said  Mr.  Watterson,  also 
contributes  to  the  National  Multiple  Sclerosis 
Society  for  research.” 

W.M.A,  elects — 

Sir  Leonard  Mallen  of  Adelaide,  Australia, 
was  named  President-Elect  of  The  World 
Medical  Association,  Inc.,  Gerald  D.  Dor- 
man, M.D.,  of  New  York  City,  was  re-elected 
Chairman  of  Council  and  Dr.  J.  J.  Jon- 
cheres  of  Saintes,  France,  Vice-Chairman, 
at  the  Council  Session  following  the  21st 
General  Assembly  held  in  Madrid,  Spain, 
during  the  week  of  September  10th  to  16th. 

Our  wives  were  in  Chicago — 

More  than  200  physicians’  wives,  health 
education  leaders  for  the  nation’s  state 
medical  society  auxiliaries,  gathered  at 
the  Drake  Hotel  in  Chicago  October  8-11, 
1967,  and  discussed  mental  health,  sex 
education,  home-centered  health  care,  health 
manpower  shortage,  and  MED-AID,  an  in- 
ternational communication  system  for  ex- 
pediting medical  information  through  ham 
radio. 

The  four  day  meeting  was  sponsored  by  the 
Woman’s  Auxiliary  to  the  AMA,  a nearly 
90,000  member  women’s  service  organiza- 


tion of  physician’s  wives  that  is  active  in 
almost  1,200  counties. 

Hotelevision — 

Keeping  abreast  of  scientific  and  other 
activities  and  reaching  those  sometimes  dif- 
ficult decisions  as  to  which  exhibits  or  other 
Convention  programs  to  concentrate  upon 
will  be  greatly  simplified  for  the  some  2800 
physicians  who  will  attend  the  21st  Clinical 
AMA  Convention  in  Houston,  November  26- 
29,  1967. 

The  great  simplifier  is  “Hotelevision,” 
a closed-circuit  television  system  that  will 
afford  about  40  hours  of  diverse  program- 
ming on  Convention  activities. 

From  their  rooms  in  major  hotels  and  mo- 
tels, physicians,  their  families,  and  others 
attending  the  Convention  can  watch  the 
daily  telecasts  on  a specially  designated 
channel  during  “off”  Convention  hours,  7 
to  9 a.m.,  and  5 p.m.  to  12:30  a.m. 

Medical  writers  elect — 

Dr.  Edward  J.  Huth  of  Bryn  Mawr,  Penn- 
sylvania was  installed  as  President  of  the 
American  Medical  Writers  Association  at  the 
close  of  its  annual  meeting  here  recently. 
Dr.  Huth  succeeded  Dr.  W.  A.  D.  Anderson, 
of  Coral  Gables,  Florida,  a pathologist  and 
author  of  medical  texts  in  his  field. 

Dr.  Harold  Laufman  of  New  York  City, 
Director,  Institute  for  Surgical  Studies  and 
Attending  Surgeon,  Montefiore  Hospital, 
Bronx,  New  York  was  elected  President-Elect 
to  succeed  Dr.  Huth. 

The  A.M.W.A.  comprises  2,000  physicians, 
journalists,  editors,  freelance  writers,  and 
others  engaged  in  medical  communication. 
Its  headquarters  office  is  in  Arlington,  Vir- 
ginia. 

New  devices  for  paraplegics — 

Revolutionary  new  prosthetic  devices  that 
can  be  used  successfully  by  thousands  of 
paraplegics  and  other  persons  with  few  use- 
ful muscles  are  predicted  as  one  long  range 
outcome  of  a research  project  into  nerve- 
muscle  relationships,  it  is  announced  by  the 
Easter  Seal  Research  Foundation. 
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The  project,  headed  by  Lloyd  D.  Part- 
ridge, PhD.,  associate  professor.  University 
of  Tennessee  Medical  Units,  Memphis,  is 
financed  by  a three-year  $30,000  grant  from 
the  Easter  Seal  Research  Foundation. 

The  research,  which  employed  control  en- 
gineering and  computer  techniques,  dis- 
proved the  commonly  held  theory  that 
muscles,  in  order  to  move  loads,  require  all 
of  their  direction  from  the  nervous  system, 
specifically  the  tiny  sensory  nerve  ends  in 
muscle  tissue  known  as  spindles. 

Dr.  Partridge  and  his  associates,  applying 
modern  technological  processes  found  that 
instead  of  relying  only  on  signals  from  the 
nervous  system,  the  muscles  have  within 
themselves  much  basic  control  of  their  posi- 
tioning. To  substitute  for  these  muscles, 
prosthetic  devices  will  have  to  be  developed 
that  have  some  of  this  control  built  in  instead 
of  relying  entirely  on  the  nervous  system 
signals. 

After  testing  along  traditional  lines  to 
find  the  relationships  between  nerve  and 
muscle  signals.  Dr.  Partridge  then  set  out  to 
try  new  methods,  feeding  signals  from  com- 
puters directly  into  muscles  of  research  ani- 
mals. The  muscle  response  was  accurate 
even  when  loads  on  the  muscle  were  changed 
so  drastically  that  accepted  theory  would 
have  predicted  errors  in  response  10,000 
times  as  great  as  found.  The  muscle  itself 
had  made  the  necessary  corrections. 

“It  has  long  been  assumed  that  the  nerve 
spindle  — the  nerve  endings  in  the  muscle 
that  carry  signals  to  the  central  nervous 
system  — was  essential  in  determining  the 
position  taken  by  the  muscle  in  moving  dif- 
ferent loads  and  in  making  the  various  ad- 
justments involved  in  any  action,”  Dr.  Part- 
ridge explained.  “Our  research  has  shown 
that  the  muscle  within  itself  has  much  of  the 
basic  control  and  can  adjust  its  response 
for  different  loads  without  added  direction 
of  signals  fed  by  the  nervous  system.  This 
knowledge  can  mean  great  improvements  and 
innovations  in  the  design  and  the  mech- 
anisms of  prosthetic  devices  in  which  the 
muscle  is  called  upon  to  determine  the  action 
of  the  device.  We  hope  it  will  lead  to  ex- 
tensive changes  and  improvements  and  more 


active  and  useful  lives  for  persons  with  cer- 
tain kinds  of  handicaps.” 

The  Easter  Seal  Research  Foundation 
helps  finance  projects  in  major  universities, 
hospitals  and  other  institutions,  all  directed 
toward  finding  causes  and  means  of  allevi- 
ating or  preventing  crippling  conditions.  It 
is  supported  by  the  annual  Easter  Seal  Cam- 
paign. 


Observations  on  the  Treatment  of  Ganglia: 
With  a Report  on  Hydrocortisone  — R.  C. 
Derbyshire  (Santa  Fe,  NM) . Amer  J Surg 
112:635-636  (Nov)  1966. 

Twenty-two  patients  with  ganglia  were 
treated  by  aspiration  and  injection  of  hydro- 
cortisone. The  amount  of  cortisone  injected 
varied  from  0.2  cc  to  1 cc.  In  19  patients 
the  ganglia  were  located  over  the  wrist  joint, 
in  one  over  the  ankle,  and  in  two  over  ex- 
tensor tendons  of  the  foot.  Results  were 
completely  satisfactory;  the  ganglia  disap- 
peared in  19  patients  with  no  recurrences 
from  two  months  to  five  years  after  treat- 
ment. In  three  cases  classified  as  failures, 
the  recurrent  tumors  were  subsequently  ex- 
cised surgically. 


Exfoliative  Cytology  of  the  Intubated  Lar- 
ynx in  Children  — 0.  Farmati  and  R.  H. 
Fennell,  Jr.  (Univ  of  Pittsburgh  School  of 
Medicine,  Pittsburgh).  Canad  Anaesth 
Soc  J 14:321-325  (July)  1967. 

The  study  uses  exfoliative  cytology  to 
document  injury  to  the  respiratory  epithe- 
lium following  endotracheal  intubation  in  a 
series  of  70  children.  Ciliated  columnar  epi- 
thelial cells  occurring  in  clumps  or  sheets 
were  conspicuous  following  extubation  as 
compared  with  smears  obtained  in  a similar 
way  preceding  intubation.  This  was  inter- 
preted as  evidence  of  unintentional  trauma 
and  indicates  the  vulnerability  of  respiratory 
epithelium. 
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FEATURES 


Our  Medical  Schools 

Dr.  Egan  named — 

Dr.  Richard  L.  Egan,  Dean  of  the  Creigh- 
ton University  School  of  Medicine,  has  been 
named  to  head  a committee  of  the  American 
Heart  Association  for  a year  beginning  No- 
vember 1,  1967.  The  Creighton  dean  will 
serve  as  chairman  of  the  Personnel  Policy 
Committee  which  determines  policy  for  pro- 
fessional and  nonprofessional  personnel  of 
the  American  Heart  Association  and  its  af- 
filiates. 

Dr.  Egan  also  is  a director  of  the  Ameri- 
can Heart  Association,  which  during  the  cur- 
rent year  will  spend  more  than  33  million  dol- 
lars for  research,  education  and  community 
service  toward  the  conquest  of  heart  and 
blood  vessel  diseases. 


Medical  secretaries  and  physical  therapists — 

Two  one-day  institutes  are  on  the  calendar 
of  the  continuing  education  department  of 
the  University  of  Nebraska  College  of  Medi- 
cine for  November,  1967. 

On  November  2 (Thursday)  there  will  be 
an  institute  for  medical  secretaries.  Keynote 
speaker  will  be  Mrs.  David  Dow,  lawyer  and 
wife  of  the  former  dean  of  the  University 
of  Nebraska  School  of  Law.  Other  speakers 
will  include  Leo  Bolin,  director  of  profes- 
sional relations  for  Blue  Cross-Blue  Shield, 
who  will  discuss  Medicare ; Gordon  Ryan, 
lawyer,  who  will  discuss  legal  responsibilities 
of  the  medical  secretary;  and  Dr.  Edward 
Beitenman,  psychiatrist,  who  will  review  the 
problems  encountered  by  a receptionist  in  a 
medical  office. 

A representative  from  International  Busi- 
ness Machines  will  demonstrate  his  firm’s 
equipment.  Sessions  will  be  in  the  Eppley 
Cancer  Institute,  42nd  and  Dewey,  Omaha. 
Dr.  Robert  Stratbucker,  assistant  professor 
of  physiology,  will  be  moderator  of  the 
course. 

Registration  fee  of  $7.50  includes  a 
luncheon  on  the  day  of  the  institute.  A din- 
ner the  evening  before  at  the  Venice  Inn  in 
Omaha  will  be  optional  at  an  additional  fee. 


Upper  extremities  will  be  the  subject  of 
institute  for  physical  therapists. 

Guest  speakers  will  include  Dr.  Gerald 
Ries,  who  will  discuss  orthopedic  problems 
and  Dr.  Daniel  McKinney,  who  will  discuss 
neurological  problems.  Dr.  Stanley  Bach, 
assistant  professor  of  orthopedic  surgery  and 
associate  in  physical  medicine  and  rehabili- 
tation at  the  University  of  Nebraska  College 
of  Medicine,  will  talk  on  anatomy. 

Coordinator  of  the  course  will  be  Mr.  Harry 
Dinnel,  chief  therapists  at  Doctors  Hos- 
pital in  Omaha. 

Registration  fee  for  the  course  is  $10 
and  includes  one  luncheon.  Sessions  will  be 
in  the  Eppley  Institute  for  Cancer  Research, 
42nd  and  Dewey,  Omaha. 

Creighton  anniversary — 

The  Creighton  University  School  of  Medi- 
cine is  this  fall  observing  the  75th  anniver- 
sary of  its  founding.  The  school,  founded 
in  Omaha  by  Nebraska  pioneer  John  A. 
Creighton,  opened  its  doors  September  27, 
1892.  Thirty-six  students  representing  six 
states  registered  at  the  School  the  first  year. 
By  1900,  143  were  attending  the  Creighton 
University  School  of  Medicine.  Current  en- 
rollment is  approximately  300.  The  fresh- 
man class,  which  this  year  was  expanded  to 
82,  is  selected  from  approximately  1,400 
applicants  each  year. 

According  to  the  school’s  first  catalogue, 
the  matriculation  fee  was  $5.  Tuition  for 
the  general  classes  was  $45  and  it  cost  an 
additional  $10  to  take  part  in  the  hospital 
classes.  Bisecting  fee  was  $5  and  labora- 
tory fees  totaled  $10.  Students  were  ad- 
vised that  good  board  and  lodging  could  be 
obtained  at  from  $3  to  $6  per  week.  Now 
it  is  estimated  that  a Creighton  medical 
freshman  spends  approximately  $2,500  for 
tuition  and  books  in  just  his  first  year. 

Dr.  P.  S.  Keogh  was  the  school’s  first 
dean,  and  he  served  in  that  post  until  1898. 
In  all,  the  school  has  been  guided  by  a dozen 
men,  including  the  present  dean.  Dr.  Richard 
L.  Egan,  Currently  Dr.  Joseph  M.  Holt- 
haus  is  associate  dean,  and  Dr.  J.  Raymond 
Johnson  is  assistant  dean. 
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First  medical  classes  were  held  in  the 
old  St.  Joseph’s  Hospital  at  12th  and  Mason 
Streets,  in  the  general  vicinity  of  the  present 
Creighton  Memorial  St.  Joseph’s  Hospital. 
The  building  was  remodeled  and  administra- 
tors were  confident  that  “nothing  has  been 
left  undone  that  could  add  to  the  advantage 
of  a well-equipped  medical  college  building.” 

It  was  not  long,  however,  before  this  build- 
ing was  no  longer  adequate  to  meet  the 
growing  enrollment  and  John  Ci*eighton  felt 
it  was  imperative  that  a permanent  home  be 
built  for  the  school  of  medicine  which  he 
had  founded. 

The  northwest  corner  of  14th  and  Daven- 
port Streets  was  chosen  as  the  site  for  this 
structure.  The  building,  furniture  and 
equipment  cost  about  $80,000,  historians 
note,  “without  counting  the  value  of  the 
ground.” 

It  was  felt  that  the  site  was  especially 
suitable  since  it  was  close  to  the  Omaha 
business  district  and  was  easily  accessible 
to  students  and  visitors.  It  was  a matter 
of  importance  that  the  location  was  within 
two  blocks  of  five  streetcar  lines,  two  of 
which  passed  in  front  of  the  new  building. 

Now  the  Creighton  University  School  of 
Medicine  has  been  relocated  as  the  result  of 
a building  program  begun  in  1962.  It  has  be- 
come a part  of  the  University’s  Hilltop 
Campus  located  between  24th  and  27th 
Streets  with  California  Street  as  the  general 
core. 

The  Medical  Research  Building,  which  is 
Unit  I of  Creighton’s  new  Dr.  C.  C.  and 
jMabel  L.  Criss  Medical  Center,  was  com- 
pleted in  1963.  Sixty  research  scientists  cur- 
rently are  conducting  their  studies  in  this 
Unit.  Unit  II,  the  Basic  Sciences  Building, 
was  completed  in  the  summer  of  1966.  Con- 
struction of  the  new  center  is  being  made 
possible  through  a gift  from  Mrs.  Mabel  L. 
Criss,  widow  of  Dr.  C.  C.  Criss,  a Creighton 
medical  graduate. 

In  addition  to  providing  class  and  labora- 
tory space  for  first  and  second  year 
medical  students,  the  Basic  Sciences  Build- 
ing houses  faculty  offices  and  laboratories. 


administrative  offices,  and  the  medical  li- 
brary. 

Use  of  this  building  has  enabled  the 
Creighton  University  School  of  Medicine  to 
employ  a new  concept  in  medical  education. 
The  structure  is  designed  with  multidisci- 
pline laboratories,  that  is,  an  individual  lab- 
oratory for  each  freshman  and  sophomore 
student.  The  student  takes  all  of  his  labora- 
tory classes  in  his  assigned  unit. 

Through  this  type  facility,  emphasis  is 
placed  on  special  project  work  rather  than 
routine  experiments.  Students  are  encour- 
aged to  develop  research  projects  of  their 
own  requiring  extensive  use  of  the  labora- 
tory and  library. 

A cardiac  laboratory  maintained  by  the 
Creighton  University  School  of  Medicine  has 
gained  national  attention  for  its  development 
and  use  of  the  dataphone,  a telephone-like 
device  through  which  electrocardiograms  can 
be  accurately  transmitted  over  telephone 
lines.  The  device  was  developed  by  a 
Creighton  cardiologist  working  with  tele- 
phone company  engineers. 

A metabolic  laboratory  operated  by  the 
Creighton  University  School  of  Medicine  is 
one  of  a few  of  its  kind.  Problems  studied 
here  include  many  aspects  of  calcium  metab- 
olism. 

The  Creighton  University  School  of  Medi- 
cine makes  further  contribution  to  health  in 
Nebraska  and  the  surrounding  area  by  pro- 
viding consultation  services  to  the  Indian 
population  in  the  area  which  includes  Ne- 
braska, South  Dakota  and  North  Dakota. 
This  affiliation  is  implemented  through  the 
Indian  Health  Service,  United  States  Public 
Health  Service. 

New  pediatric  pavilion — 

The  University  of  Nebraska  Medical  Cen- 
ter will  dedicate  its  new  Herman  Jahr  Pedi- 
atric Pavilion  on  November  6,  1967. 

The  widow  of  Dr.  Herman  Jahr,  former 
chairman  of  the  department  of  pediatrics, 
will  unveil  a memorial  plaque  in  the  pavilion 
at  a 1:30  p.m.  ceremony. 

A scientific  program  will  follow  in  the 
Eppley  Cancer  Institute  seminar  room. 
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Dr.  Richard  Smith,  chairman  of  the  de- 
partment of  pediatrics  at  the  University  of 
Florida,  will  give  the  Dedication  Academic 
Lecture,  “Advances  in  Pediatric  Immun- 
ology.” 

Dr.  James  G.  Hughes,  chairman  of  the 
Department  of  Pediatrics  at  the  University 
of  Tennessee  and  past  president  of  the 
American  Pediatric  Society,  will  speak  by 
video  tape.  The  scientific  program  starts 
at  2 p.m. 

Dr.  Jahr  died  in  1960  after  suffering  a 
heart  attack  while  lecturing  to  a class  of 
medical  students.  He  was  chairman  of  the 
pediatrics  department  from  1949  to  1956, 
after  which  he  served  as  a research  pedia- 
trician in  the  department  of  neurology  and 
psychiatry  until  his  death. 

He  was  a 1923  graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine. 

New  chairman  at  Creighton — 

The  author  of  a new  theory  of  bronchial 
asthma  has  joined  the  Creighton  University 
School  of  Medicine  faculty  as  chairman  of 
the  Department  of  Microbiology. 

He  is  Andon  Szentivanyi,  M.D.  The  new 
chairman  is  author  of  the  beta-adrenergic 
theory  of  bronchial  asthma,  which  he  con- 
siders an  exciting  frontier  of  asthma  re- 
search. He  theorizes  that  regardless  of  the 
triggering  mechanism,  which  may  include 
infection,  antigen  - antibody  responses,  or 
emotional  stimuli;  the  abnormal  responsive- 
ness of  the  cells  of  the  bronchial  tree  is 
caused  by  either  an  inherited  or  acquired  de- 
ficiency of  the  enzyme,  adenyl  cyclase. 

The  classical  concept  is  that  it  is  the  ab- 
normal immunological  reaction  which  is  a 
cause  of  the  disease,  but  the  new  theory 
relegates  the  immunological  factors  to  the 
role  of  many  of  the  possible  triggering 
agents.  In  this  approach  the  underlying 
cause  of  the  disease  is  a defective  enzymatic 
mechanism  and  not  the  intercurrent  im- 
munological or  other  stimuli. 

Dr.  Szentivanyi  formulated  the  theory  in 
1963  after  11  years  of  study  on  the  subject. 
His  research  now  is  concerned  with  prov- 
ing the  theory  as  a fact. 


The  new  Creighton  department  chairman 
received  his  medical  degree  from  the  Uni- 
versity of  Debrecen  in  Hungary.  He  has 
been  on  the  faculty  of  the  University  of 
Budapest,  Hungary,  and  the  University  of 
Chicago  in  addition  to  his  appointment  at 
the  University  of  Colorado. 

Dr.  Szentivanyi  was  a Rockefeller  Fellow 
at  the  University  of  Chicago  and  a Public 
Health  Service  Fellow  at  the  University  of 
Colorado. 

Medical  library  fund — 

As  a memorial  to  the  late  Dr.  Chester  Q. 
Thompson  of  Omaha,  a medical  library 
fund  has  been  established  in  the  University 
of  Nebraska  Foundation  by  his  son.  Dr. 
Chester  Q.  Thompson,  Jr.,  also  of  Omaha. 

Income  from  the  endowed  fund  will  be 
used  to  purchase  text  and  reference  books 
in  the  field  of  internal  medicine  for  the  NU 
Medical  Library  in  Omaha.  The  endowed 
fund  will  total  $2,000.00. 

The  late  Dr.  Thompson  practiced  medi- 
cine in  Omaha  for  nearly  40  years  and  at 
the  time  of  his  death  in  1963  held  the  aca- 
demic rank  of  associate  professor  at  the 
NU  College  of  Medicine,  where  he  taught  for 
26  years.  He  was  a native  of  West  Point, 
and  a 1925  graduate  of  the  NU  Medical  Col- 
lege. 

The  Thompson  family  also  made  a gift  to 
the  College  of  Medicine  Alumni  Fund  Drive 
to  build  a new  Library  of  Medicine  at  the 
Medical  Center. 

Master’s  program  in  pathology — 

Three  students  began  work  on  a new 
master’s  degree  program  at  the  University 
of  Nebraska  College  of  Medicine  this  week. 
The  program  in  pathology  is  designed  to  pre- 
pare medical  technologists  for  positions  in 
supervision  and  teaching. 

This  is  the  first  time  the  master’s  pro- 
gram in  pathology  has  been  offered  in  the 
state  of  Nebraska.  There  are  only  16  such 
programs  in  the  United  States,  according  to 
Dr.  C.  R.  McWhorter,  director  of  the  pro- 
gram. 
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The  core  curriculum  includes  seminars  and 
courses  in  educational  administration,  lab- 
oratory supervision,  quality  control  and  in- 
strumentation. At  least  half  of  the  course 
work  and  thesis  must  be  completed  in  the 
department  of  pathology  but  the  students 
may  take  concentrated  course  work  in  spe- 
cialized areas  such  as  biochemistry  or  mi- 
crobiology. 

Two  of  the  students  are  enrolled  in  the 
program  on  a part-time  basis.  The  fulltime 
student  is  Gene  d’Allemand,  a 1965  gradu- 
ate of  Peru  State  College  and  Bryan  Me- 
morial Hospital  School  of  Medical  Tech- 
nology. He  has  worked  at  Bryan,  St.  Fran- 
cis Hospital  in  Colorado  Springs,  Colorado, 
and  St.  Fi’ancis  Hospital  in  Carlsbad,  New 
Mexico.  He  is  on  an  Allied  Health  Profes- 
sions Traineeship. 

The  part-time  students  are  both  employed 
at  the  University  of  Nebraska  Hospital. 

j\Iiss  IMargaret  Lassek,  bacteriology  su- 
pervisor, is  a 1959  graduate  of  Duchesne 
College  and  the  University  of  Nebraska 
School  of  Medical  Technology.  Mrs.  Joan 
Zetterman  is  a 1967  graduate  of  Nebraska 
Wesleyan  University  and  the  University  of 
Nebraska  School  of  Medical  Technology. 


Emphysema  center  at  U.  of  N. — 

The  Vocational  Rehabilitation  Administra- 
tion has  announced  a grant  to  establish  a 
pilot  regional  emphysema  rehabilitation  cen- 
ter at  the  University  of  Nebraska  Medical 
Center  in  Omaha. 

The  center  will  be  the  first  in  the  nation 
to  offer  a comprehensive,  multidisciplinary 
approach  to  the  rehabilitation  of  the  emphy- 
sema victim. 

It  will  serve  patients  in  Nebraska,  Iowa, 
Missouri,  Kansas,  North  Dakota,  South  Da- 
kota, and  Minnesota. 

The  grant  of  $15,511  for  the  first  year 
of  a proposed  three-year  program  was  made 
to  Dr.  Irving  Kass,  associate  professor  of 
medicine  and  chief  of  the  Pulmonary  Disease 
Section  at  the  Nebraska  Medical  Center. 

Vocational  rehabilitation  officers  in  the 


six  states  will  refer  patients  into  the  center, 
as  will  private  physicians. 

To  be  eligible  for  the  rehabilitation  pro- 
gram, patients  must  be  under  the  age  of  70, 
and  be  employed  or  have  the  potential  for 
employment. 

Dr.  Kass  explained  that  one  puipose  of 
the  center  is  to  determine  whether  an  ex- 
pensive, comprehensive  approach  to  re- 
habilitation is  feasible. 

The  center  will  draw  on  the  disciplines 
of  internal  medicine,  physical  medicine, 
hematology,  radiology,  radioisotope  technol- 
ogy, psychology,  psychiatry  and  vocational 
rehabilitation. 

Education  and  research  will  also  be  car- 
ried out  in  the  center. 

Emphysema  has  been  called  the  fastest 
growing  crippler  disease  in  the  nation.  Dr. 
Kass,  who  noted  that  the  death  rate  has 
doubled  every  five  years  for  the  past  15 
years,  believes  the  disease  is  in  the  epidemic 
stage  in  the  United  States. 

The  grant  went  into  effect  September  1, 
1967. 


Welcome,  New  Members 


Faithe,  Margaret,  M.D _Ponca 

Hachiya,  Geoge,  M.D Lincoln 

Rogers,  Joseph,  M.D.  Lincoln 


1.  Volunteer  friendly  visitor — 

Society  is  confronted  with  many  chal- 
lenges. It  has  been  ever  thus,  but  they  are 
increasing  rather  than  subsiding.  Up  to 
the  present  time  the  “medical  family”  — 
the  physicians,  their  wives,  and  the  ancil- 
lary groups  — has  done  a fine  piece  of  work. 
Their  job,  that  of  being  great  healers  and 
prolonging  life  expectancy,  has  been  time 
consuming  but  very  successful. 

In  50  short  years  the  life  span  in  the  Unit- 
ed States  has  increased  20  years.  This  great 
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accomplishment  has  been  achieved  by- 
physicians,  the  invaluable  ancillary  groups, 
phannaceutical  research,  and  so  forth.  Of 
this  they  may  be  very  proud  and  in  part, 
at  least,  can  look  on  the  years  of  hard  work 
with  much  satisfaction. 

This  has  been  very  consuming  work  and 
practically  all  of  the  physician’s  time  has 
been  spent  in  achieving  these  worthy  re- 
sults. Unfortunately,  however,  the  physi- 
cians have  been  so  busy  being  health  prac- 
titioners that  the  social  implications  of  their 
success  were  not  realized.  Nor  have  we,  as 
a part  of  the  “medical  family,”  realized 
the  role  we  should  play  in  helping  to  solve 
the  problems  brought  about  by  the  increased 
life  expectancy. 

The  older  generation,  those  past  the  age 
of  retirement,  have  become  a great  seg- 
ment of  our  population.  This  segment  for 
which  society  has  not  made  adequate  pro- 
visions for  the  mores  and  opportunities. 

During  the  time  the  life  expectancy  ex- 
plosion started  the  government,  for  reasons 
of  its  own,  chose  to  take  us  off  any  kind  of 
stabilizing  influence  so  far  as  the  value  of 
money  is  concerned.  A run-away  inflation 
was  the  result  and  the  savings  of  our  older 
generation  diminished  at  the  rate  of  about 
three  per  cent  per  year. 

This  has  produced  a group  of  destitute 
peoples,  in  numbers  which  have  never  before 
existed.  It  has  divested  them  of  the  finan- 
cial means  of  paying  for  their  own  sub- 
sistence. All  of  this  was  compounded  by 
the  mandatory  retirement  laws  which  have 
prevented  many  from  contributing  to  their 
own  support  after  reaching  the  age  of  65. 
A great  many  of  these  people  are  still  capa- 
ble and  should  be  continuing  to  earn  their 
own  livelihood. 

For  a multitude  of  years  the  “medical 
family”  discussed  and  complained  about  this 
situation,  but  too  late  were  the  construc- 
tive suggestions  forthcoming,  and  as  we 
all  know  the  government  secured  its  first 
real  foothold  with  the  advent  of  Medicare. 
Medicare  is  not  all  bad.  It  does  help  with 
part  of  the  problem,  but  the  “medical  fam- 
ily” recognizes  the  need  for  medical  assist- 


ance in  ridding  the  Bill  of  its  flaws.  Let 
us  not  be  deceived,  however,  we  sat  on 
our  hands  while  politicians,  much  less  adept 
than  we,  made  plans  which  we  should  have 
had  a part  in  the  making. 

This  is  only  one  facet  of  the  problems 
caused  by  the  growing  number  of  our  senior 
population.  In  a great  many  cases,  these 
elder  people  are  repositories  of  knowledge 
and  experience  from  society  at  large  should 
not  be  deprived.  The  means  of  tapping  this 
reservoir  of  knowledge  is  not  now  available. 
Who  more  than  physicians  and  their  wives 
should  be  aware  of  this  need  ? Who  is  better 
qualified  to  help  find  a solution  to  this 
enigma  ? 

Many  of  these  older  people  have  done  their 
jobs  well.  Even  though  they  may  not  con- 
tinue to  serve,  their  past  contributions  have 
certainly  entitled  them  to  far  more  than 
a solitary  humdrum  existence  in  a conval- 
escent home.  A home  surrounded  by  activ- 
ity and  life,  but  isolated  from  that  life  by 
the  ineptness  or  indifference  of  society. 

The  ways  of  making  the  lives  of  our  senior 
citizens  more  full,  permitting  them  to  receive 
the  fruits  of  their  past  accomplishments, 
can  be  better  understood  by  the  “medical 
family”  than  by  anyone  else.  Are  we  to  sit 
on  our  hands  again?  Are  we,  by  default,  to 
endow  the  socialists  with  another  great  op- 
portunity ? 

It  is  obvious  that  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  is  not 
large  enough  to  do  this  alone.  It  is  equally 
obvious  that  the  greatest  handicap  of  all  in 
attempting  to  correct  these  problems,  either 
as  a group  or  as  individuals,  would  be  the 
close  relationship  with  our  doctor  husbands 
who  care  for  the  ills  of  these  people. 

The  Auxiliary,  however,  is  an  intelligent 
group  that,  more  than  any  other,  is  close 
to  the  problem.  In  their  everyday  contact 
with  their  physician  husbands  they  become 
aware  of  the  opportunity  and  of  the  need 
to  do  something  about  the  problem. 

The  Auxiliary  is  in  a position  to  sit  with 
that  great  number  of  “Friendly  Visitors” 
and  help  them  to  understand  and  know  how 
to  be  of  help  and  not  be  a hindrance. 
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Through  close  contact  with  their  husbands 
who  will  be  the  teachers  for  these  “Friendly 
Visitors”  the  Auxiliary  member  will  be  able 
to  organize  and  to  procure  that  instruction 
more  easily  than  any  “lay  group.” 

Women  organize  groups  better  than  men 
do,  and  physicians’  wives  are  better  quali- 
fied to  organize  medically  oriented  groups 
than  anyone  else.  Organization  is  needed  to 
help  the  “Friendly  Visitor!”  If  you  don’t 
do  it,  someone  else  much  less  qualified  will! 

Let  us  not  forget  that  the  time  will  come 
when  we  will  be  the  “Senior  Citizens.”  Who 
can  foresee  just  what  the  future  has  in  store 
for  us?  Let  us  not  look  back  with  sorrow 
and  disillusionment  because  we  failed  in 
doing  our  jobs! 

2.  Pioneer  physician’s  wife — 

When  Dr.  and  Mrs.  Cass  G.  Barns  moved 
to  Nebraska  in  April,  1881,  their  first  home 
was  a sod  house  on  a farm  in  Boone  County. 
Mrs.  Barns  immediately  set  to  work  to  re- 
move the  bedbugs  with  a good  thick  white 
wash  applied  to  the  walls  of  the  soddy.  It 
rained  and  the  roof  leaked  muddy  water,  so 
they  protected  their  bedding  with  their 
waterproof  buggy  curtains.  They  kept  the 
doctor’s  valuable  books  in  the  driest  spot 
in  the  room. 

Two  months  later  the  Barns  family  moved 
into  a new  frame  home  on  their  farm  four 
miles  southeast  of  Albion.  Dr.  Barns  prac- 
ticed medicine,  operated  his  farm,  engaged 
in  drug  and  mercantile  business  and  served 
as  county  commissioner  and  postmaster  at 
Albion. 

Isabelle  Smith  Barns  was  a tiny,  vivacious 
person  who  loved  beautiful  clothing  and  al- 
ways dressed  fashionably.  She  was  very 
civic  minded  and  a dedicated  worker  in  clubs 
and  church  organizations.  She  taught  Sun- 
day School  classes  for  many  years.  A for- 
mer member  of  one  of  her  classes  recalls  how 
delighted  the  children  were  with  the  maple 
sugar  cakes  that  Mrs.  Barns  brought  for 
them  from  her  eastern  trips.  On  one  very 
special  Easter  morning  she  presented  each 
child  with  eggs  that  she  had  blown  and 
poured  syrup  into  the  shells  to  harden. 


Mrs.  Barns’  individuality  and  flair  for 
originality  remain  vivid  in  the  memories  of 
those  who  knew  her  in  their  childhood  days. 

All  About  Us 

Doctor  Frank  Cole,  Editor  of  the  Nebras- 
ka State  Medical  Journal,  was  awarded  a 
fellowship  in  the  American  Medical  Writers 
Association  at  the  group’s  recent  meeting- 
in  Chicago. 

Doctor  Jerry  Haskin  is  leaving  Lexington 
to  specialize  in  anesthesiology. 

Doctor  Frank  J.  Menolascino,  Omaha,  pre- 
sented a paper  at  the  International  Congi'ess 
on  Mental  Deficiencies  in  Montpellier,  France. 

Doctor  W.  Ray  Hill,  Seward,  will  close 
his  office  some  time  this  fall  or  early  win- 
ter to  join  Doctor  P.  E.  Getscher  in  Lincoln. 

Doctor  Dan  J.  Anderson  recently  spoke 
at  a special  meeting  of  the  Hall  County  Medi- 
cal Society. 

Doctor  A.  E.  Mailliard,  Osmond,  recently 
announced  that  he  will  construct  a new  pro- 
fessional building. 

Doctor  William  B.  Elfeldt  is  joining  the 
practice  of  Doctors  Bryant  Olsson  and  Wayne 
Weston  in  Lexington. 

Doctor  George  L.  Osborne,  Hastings,  is 
now  associated  with  Doctor  C.  R.  Weber  in 
the  practice  of  general  and  vascular  surgery. 

Doctor  John  C.  Shaffer  is  now  associated 
with  Doctor  Robert  A.  Hoagland  in  the  prac- 
tice of  general  medicine  and  surgery  in 
Mitchell. 

Doctor  John  Carmichael,  Lansdale,  Penn- 
sylvania, was  the  guest  speaker  at  a recent 
meeting  of  the  Madison  Six-County  Medical 
Society. 

Doctor  Charles  Burklund,  Omaha,  dis- 
cussed the  follow-up  to  hemispherectomy  at 
the  Lincoln  County  Medical  Society  meet- 
ing held  in  September. 

Correspondence 

Dear  Dr.  Cole : 

It  appears  that  the  intent  of  the  medical 
association  to  print  short  resumes  of  the 
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state  Board  of  Medical  Examiner’s  reports 
of  examinations  of  each  school  of  osteopathy 
has  bogged  down.  Even  though  the  Osteo- 
pathic Bill  is  dead  for  this  session,  this  in- 
formation is  still  of  vital  importance  to  each 
physician  in  better  preparing  himself  for 
the  next  battle!  It  has  also  come  to  my 
attention  that  medical  students,  interns,  and 
residents  are  totally  uninformed  on  this 
subject  and  these  resumes  in  the  form  of  re- 
prints might  fill  a very  important  gap  in 
the  education  of  our  fledgling  colleagues. 

Sincerely, 

C.  J.  Cornelius,  Jr.,  M.D., 

Sidney,  Nebraska. 


Dear  Doctor  Cole: 

Dr.  Edgar  S.  Gordon,  Professor,  Depart- 
ment of  Medicine  at  the  University  of  Wis- 
consin Medical  Center,  will  give  an  A.M.A. 
Lecture  in  Clinical  Nutrition  at  Kearney 
State  College  in  Kearney  on  Wednesday,  No- 
vember 15,  1967  at  7 :30  p.m.  The  title  of 
Dr.  Gordon’s  talk  is  “Obesity  is  a Metabolic 
Disease.’’ 

Sincerely, 

Therese  Mondeika 
Assistant  Director 
Section  on  Nutrition 
Information,  A.M.A. 

Dr.  Edgar  Gordon  projects  an  active  in- 
terest in  the  study  of  human  nutrition.  He 


DR.  EDGAR  GORDON 


is  a graduate  of  Harvard  Medical  School  and 
is  presently  Professor  of  Medicine  and  Chief 
of  the  Metabolism  and  Endocrinology  Clin- 
ic at  the  University  of  Wisconsin.  Some  of 
Dr.  Gordon’s  professional  appointments  in- 
clude Consultant  to  Oak  Ridge  Institute  of 
Nuclear  Studies;  Consultant  to  National 
Aeronautics  and  Space  Agency  (NASA) 
and  Consultant  to  the  National  Institute  of 
Health,  Institute  of  Arthritis  and  Metabolic 
Diseases. 

Dr.  Gordon  is  a member  of  many  so- 
cieties including  the  American  Society  of 
Clinical  Investigation ; Central  Society  for 
Clinical  Research  (President,  1959)  ; Diplo- 
mate,  American  Board  of  Internal  Medicine 
and  the  American  Society  of  Clinical  Nutri- 
tion. 

Dr.  Gordon’s  special  fields  of  interest  are 
isotopes,  nutrition,  endocrinology,  adrenal 
physiology,  neuroendocrine  system,  and 
metabolism. 


Down  Memory  Lane 

1.  It  is  obvious  that  the  best  type  of 
medical  school  inspector  would  be  the  eye 
and  ear  specialist. 

2.  Our  methods  of  dealing  with  mental 
deficiencies  in  children  must  of  necessity 
be  along  the  lines  of  special  care  for  exist- 
ing cases,  and  education  to  lessen  the  in- 
crease of  preventable  cases. 

3.  Glassner  and  Kreuzfuchs  state  that  in 
gastric  ulcer  there  is  a prolonged  tetanic 
closure  of  the  pylorus  when  the  acid  gastric 
juice  first  enters  the  duodenum. 

4.  Marking  a new  epoch  in  the  develop- 
ment of  medical  institutions  in  Nebraska 
the  new  $250,000  state  hospital  for  indigent 
poor,  located  on  the  campus  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  Oma- 
ha, was  formally  dedicated  October  17th. 

5.  Irritability,  it  has  been  said,  is  the 
universal  sign  of  life  by  means  of  which 
living  matter  adjusts  itself  to  its  environ- 
ment. 

6.  Several  weeks  ago  a group  of  rep- 
resentative women  physicians  of  Lincoln  and 
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vicinity  organized  what  is  known  as  the 
Medical  Women’s  Club  of  Lincoln.  Dr. 
Daisy  Hansen  is  the  president  of  the  organ- 
ization and  Dr.  Laura  Brown  the  secretary. 

7.  Sugar  intolerance  is  usually  expressed 
in  colic  and  flatulence,  in  foamy  diarrheal 
stools  and  excoriations. 

8.  One-third  of  the  fees  collected  will 
then  be  turned  over  to  the  family  of  the 
doctor  who  has  enlisted. 

9.  A “physicians’  unit  of  Cedar  county’’ 
was  organized  by  a number  of  physicians 
from  all  parts  of  Cedar  county  at  a meeting 
in  Hartington. 

10.  Major  J.  P.  Lord,  professor  of  ortho- 
pedic surgery  in  the  University  of  Nebras- 
ka College  of  Medicine,  Omaha,  has  been 
called  to  Fort  Riley  to  assume  charge  of  the 
orthopedic  division  in  the  base  hospital  at 
that  point. 

11.  The  clinical  congress  of  surgeons, 
meeting  in  Chicago,  has  united  with  the 
American  college  of  surgeons,  and  the  en- 
larged organization  henceforth  is  to  be 
known  as  the  clinical  congress  of  the  Ameri- 
can college  of  surgeons. 

Nebraska  State  Medical  Journal 
November,  1917 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
November  4 — Alliance,  Central  High 
School  Building 

November  8 — Norfolk,  Elks  Lodge 
December  2 — North  Platte,  Elks  Club 
December  16  — Falls  City,  Elks  Club 

CORNHUSKER  SURGICAL  CONFERENCE 
— Sponsored  by  University  of  Nebraska 
College  of  Medicine  Department  of  Sur- 
gery, at  Lincoln  General  Hospital,  Lincoln, 
Nebraska,  November  11,  1967,  8:30  a.m. 
All  physicians  are  welcome.  Topic:  acute 
appendicitis  and  its  complications. 

LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY : Postgraduate  Course  — No- 
vember 6 to  17,  1967,  conducted  by  the 


Department  of  Otolaryngology  of  the  Illi- 
noise  Eye  and  Ear  Infirmary  and  the  Col- 
lege of  Medicine  of  the  University  of  Illi- 
nois at  the  Medical  Center,  Chicago. 
Write  to:  The  Department  of  Otolaryn- 
gology, College  of  Medicine  of  the  Univer- 
sity of  Illinois  at  the  Medical  Center,  Post- 
office  Box  6998,  Chicago,  Illinois  60680. 

MANAGEMENT  OF  'TRAUMA  AND  DIS- 
ASTER MEDICAL  PROBLEMS:  First  Bi- 
ennial Symposium  — Carillon  Hotel,  Mi- 
ami Beach,  November  10-11,  1967;  spon- 
sored by  the  AMA’s  Committee  on  Dis- 
aster Medical  Care  of  the  Council  on  Na- 
tional Security.  Write  to:  Committee  on 
Disaster  Medical  Care,  AMA,  535  North 
Dearborn,  Chicago,  Illinois  60610. 


AMERICAN  ASSOCIATION  FOR  INHALA- 
TION THERAPY:  13th  Annual  Meeting 
and  Lecture  Series  — November  12-17, 
1967,  Statler  Hilton,  Los  Angeles,  Cali- 
fornia. Write  to  Executive  Secretary, 
A.A.I.T.,  332  South  Michigan  Avenue, 
Room  904,  Chicago,  Illinois  60604. 


THIRTEEN'TH  ANNUAL  MID  ST  ATE 
MEDICAL  CONFERENCE— Holiday  Inn, 
Kearney,  Nebraska,  November  15,  1967. 

NEUROLOGY  FOR  THE  GENERALIST 
Morning  Session 
8 :45  Registration 

9:15  Opening  Remarks  — Dr.  James  W.  Peck, 
Chairman,  Midstate  Committee 
9:20  Welcome  — Dr.  B.  M.  Stevenson,  President, 
Buffalo  County  Medical  Society 
9:30  Peripheral  Neuropathies  — Dr.  Clifford  M. 
Danneel,  Creighton  University 
10:10  Meningitis  and  Encephalitis  — Dr.  Harry  N. 

Beaty,  University  of  Washington 
10:50  Coffee 

11:10  Epilepsy  — Dr.  Harold  A.  Ladwig,  Omaha, 
Nebraska 

11:50  Panel  Discussion: 

Multiple  Sclerosis — 

Dr.  David  McKnight,  Moderator 
Dr.  Danneel 
Dr.  Beaty 
Dr.  Ladwig 
12:30  Lunch 

Report  on  Regional  Planning,  Heart,  Cancer, 
Stroke  — Dr.  Harold  S.  Morgan,  Lincoln, 
Nebraska 
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Afternoon  Session 

2:00  Strokes  — Dr.  Walter  J.  Friedlander,  Uni- 
versity of  Nebraska 

2:40  Diagnosis  of  Common  Problem  Headaches  — 
Dr.  J.  D.  Kabler,  University  of  Wisconsin 
3:20  Coffee 

3:40  Surgical  Aspects  of  Stroke  and  Headache  — 
Dr.  Louis  J.  Gogela,  Lincoln,  Nebraska 
4:20  Panel  Discussion — 

Management  of  Headache: 

Dr.  Vernon  G.  Ward,  Moderator 
Dr.  Friedlander 
Dr.  Kabler 
Dr.  Gogela 
6:00  Social  Hour 
7:00  Banquet 

Neurologic  Illness  of  Famous  People  — Dr. 
Friendlander 

Write  to  J.  H.  Bancroft,  M.D.,  9 West 
31st  St.,  Kearney,  Nebraska. 

EASTER  SEAL  SOCIETY  (National  Society 
for  Crippled  Children  and  Adults)  — An- 
nual Convention,  November  17  and  18, 
1967,  Century  Plaza  Hotel,  Los  Angeles. 
The  address  of  the  E.S.S.  is  2023  West 
Ogden  Avenue,  Chicago,  Illinois  60612. 
Medical  and  educational  aspects  of  learning 
disorders  in  children,  recently  identified  as 
a major  handicapping  problem,  will  be  the 
subject  of  a seminar. 

UTILIZATION  REVIEW  — Second  national 
conference,  sponsored  by  the  AMA, 
planned  by  the  AMA  Council  on  Medical 
Facilities,  9 a.m.  to  5 p.m.,  Saturday,  No- 
vember 25,  1967,  Shamrock  Hilton  Hotel, 
Houston,  Texas.  The  conference  will  pre- 
cede the  AMA  Clinical  Convention,  Novem- 
ber 26-29.  Write  to:  Department  of  Hos- 
pitals and  Medical  Facilities,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

MEDICAL  ASPECTS  OF  SPORTS,  Ninth 
National  Conference  — Houston,  Texas; 
November  26,  1967,  in  conjunction  with 
the  Annual  Clinical  Convention  of  the 
AMA,  November  26-29. 

AMERICAN  COLLEGE  OF  SURGEONS, 
Nebraska  Chapter,  Annual  Clinical  Meet- 
ing — Park  Motel,  209  West  27th  Street, 
Scottsbluff,  Nebraska,  December  2 and  3, 
1967. 


FIRST  INTERNATIONAL  CONFERENCE 
ON  PREMATURITY  — Sponsored  by  the 
AMA  Committee  on  Maternal  and  Child 
Care,  January  11-13,  1968,  at  Pier  66, 
Ft.  Lauderdale,  Florida.  Write  to:  Wes- 
ley J.  Duiker,  Secretary,  Committee  on 
Maternal  and  Child  Care,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

SOCIETY  FOR  CRYO-OPHTHALMOLOGY 
— Statler  Hilton  Plaza  Hotel,  Miami 
Beach  Florida,  January  14  to  18,  1968. 
Write  to:  Dr.  John  Bellows,  Secretary,  30 
North  Michigan  Avenue,  Chicago,  Illinois 
60602. 

THE  COMMUNITY  AND  EMERGENCY 
MEDICAL  SERVICES,  National  Confer- 
ence — Sponsored  by  the  AMA  Commit- 
tee on  Emergency  Medical  Services;  San 
Francisco  Hilton  Hotel,  San  Francisco, 
California,  January  18-20,  1968.  Write  to : 
AMA  Department  of  Hospital  and  Medical 
Facilities,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

ASPEN  CONFERENCE  ON  THE  NEW- 
BORN — Children’s  Hospital,  Denver,  will 
present  the  Aspen  Conference  on  the  New- 
born at  the  Aspen  Institute  for  Humanistic 
Studies  on  February  5,  6,  and  7,  1968. 
Morning  seminars  and  discussions  will  be 
led  by  Jerold  F.  Lucey,  M.D.,  Professor 
of  Pediatrics,  University  of  Vermont; 
Thomas  K.  Oliver,  Jr.,  M.D.,  Professor 
of  Pediatrics,  University  of  Washington; 
and  Edward  J.  Quilligan,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics, 
Yale  University.  Afternoons  will  be  open. 
Registration  fee  is  $40.00.  Registration 
will  be  limited  to  insure  an  informal 
meeting.  For  further  information  write: 
Aspen  Conference  on  the  Newborn,  Chil- 
dren’s Hospital,  19th  Avenue  at  Downing, 
Denver,  Colorado  80218. 

AMERICAN  COLLEGE  OF  SURGEONS  — 
First  of  three  1968  Section  Meetings,  Dal- 
las, February  19-21,  1968.  The  address  of 
the  A.C.S.  is  55  East  Erie  Street,  Chicago, 
Illinois  60611. 
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ORGANIZATIONS.  STATE  — 

Alcoholics  Anonymous 
1345  X Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creijihton  I'niversity  School  of  Medicine 
Richard  Egan,  MD,  Dean 
302  North  14th,  Omaha,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Multiple  Sclerosis  Society 

Jlrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
■Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Nebraska  Chapter 

Miss  Jane  Wirry,  Exec.  Sec.,  510  So.  42nd  St., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha,  Nebr. 

Nebraska  Association  of  Medical  Assistants 
Doris  G.  Reynolds,  President 
Suite  120,  Swanson  Professional  Center,  Omaha 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Secy-Treas. 

3612  Cuming,  Omaha,  Nebr.  68131 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln,  Nebr. 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha,  Nebraska  69131 

Nebraska  Chapter 
American  College  of  Surgeons 
Dr.  Barney  Rees,  Secretary 
419  The  Doctors  Building,  Omaha,  Nebraska 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln,  Nebraska 

Nebraska  Diabetes  Association 
Mrs.  E.  H.  Reitan,  Executive  Secretary 
530  N.  86th  St.,  Omaha,  Nebr. 

7611  Lawndale  Drive,  Omaha,  Nebraska 

Nebraska  Dietetic  Association 
Hazel  M.  Fox,  Ph.D.,  President 
Foods  & Nutrition  Bldg.,  East  Campus,  Lincoln 

Nebraska  Division  .American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha,  Nebraska 

Nebraska  Heart  Association 
Mr.  Joseph  J.  Tholt,  Executive  Director 
430  South  40th  St.,  Omaha,  Nebr. 

Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 


Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  MD,  Secretary 
710  Doctors  Building,  Omaha,  Nebraska  68131 
Nebraska  Pediatric  Society- 
Otto  G.  Rath,  M.D.,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
Geoige  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Jack  Zastera,  M.D.,  Secy.-Treas. 

816  Medical  Arts  Bldg.,  Omaha,  Nebraska 
Nebraska  Rheumatism  As.sociation 
M illiam  E.  Graham,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebr. 

Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Aledicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President, 

8601  W.  Dodge  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Medical  Technologists 

Gladys  Jeurink,  MT,  ASCP,  4600  Spruce,  Lincoln 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,?!. D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building,  Lincoln  8,  Nebraska 
.Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretai-j'-Txeasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Sti'eet,  Lincoln,  Nebraska 
Nebraska  State  Pediatric  Society- 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney',  Omaha,  Nebraska 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Sei-afy',  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD.  Secretary-Treasurer 
903  Sharp  Building.  Lincoln  8,  Nebi-aska 
Nebraska  Veterinary-  Medical  .Association 
Bob  Gai-ey',  Executive  Secretary- 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  .Society 
1040  Medical  Arts  Building  (68102) 

Rita  M.  Crowell,  Executive  Secretary 

POISON  CONTROl.  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebx-aska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  MD,  Dean 
42nd  and  Dewey,  Omaha,  Nebraska 
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CANCER  OF  THE  BREAST 

Breast  cancer  is  one  of  the  leading  causes 
of  death  among  American  women.  Its  man- 
agement is  far  from  static,  it  is  today  in  a 
remarkable  state  of  flux.  Treatment  has 
depended  on  such  things  as  localization  of 
the  tumor,  size  of  tumor,  age  of  the  patient, 
lymph  node  involvement,  grade  of  malig- 
nancy, delay  in  treatment,  recurrence,  and 
metastases.  Diagnostic  and  both  medical 
and  surgical  techniques  may  be  separated, 
with  some  artificiality,  into  four  groups. 

Older  methods  have  been  inspection,  pal- 
pation, aspiration,  simple  excision,  and  simple 
mastectomy. 

Modern  management  comprises  biopsy, 
frozen  section,  and  radical  mastectomy. 

Recent  developments  consist  of  mammo- 
graphy,22. 23  biopsy  (or  local  excision)  and 
irradiation,^^-  20  preoperative  irradiation,^^ 
and  postoperative  irradiation.'^- 1®-  22, 26, 27 

Newer  devices  include  hormone  ther- 
apy,^®-  20-  22  corticosteroid  t h e r a p y,i®-  22 

chemotherapy  and  antimetabolites,'*-  *®-  22. 24 
26-  28  oopharectomy,*'*-  22-  26  adrenalectomy,*®-  *■*- 
22  super-radical  mastectomy,®-  22. 29  hypophy- 
sectomy,  *®-  22  contralateral  mastectomy,2*- 

22  ovarian  irradiation, *■*  radioisotopes  and 
supervoltage,  *-  ®-  2®  thermomastography,  2® 
lymphangiography,®®  and  triple  biopsy.®-  ® 

Difference  of  opinion  continues  to  exist 
among  research  workers,  demographers,  sur- 
geons, and  biometricians,  while  innovations 
are  introduced,  and  consist  largely  of  at- 
tempts to  answer  these  questions. 

Is  it  unwise  to  remove  uninvolved  nodes?* 
Is  a two-stage  procedure  psychologically  bet- 
ter than  one?®  Is  preoperative  irradiation 
of  value  ?2-  ® Shall  we  irradiate  postopera- 
tively  ?®-  '*-  *®-  22-  26,  27 

Is  radical  mastectomy  the  best  opera- 
tion ?*- 2- 2'?.  30  What  is  the  effect  of  delay?*®- 22 
Should  the  other  breast  be  removed  ?®*-  22 
Is  super-radical  mastectomy  an  accepted  pro- 
cedure ?®-  22. 23  What  is  the  place  of  hormone 
therapy*®-  20-  22  and  chemotherapy?*-  *®-  22-  26, 28 


Is  simple  mastectomy  and  irradiation  as  good 
as  radical  surgery  ?®-  ®-  ®-  25 

Does  irradiation  produce  complications  ?*® 
Is  ovarian  irradiation  as  good  as  oopharec- 
tomy  ?**  What  are  the  indications  for  mas- 
tectomy ?**-  *2  Exactly  what  is  the  place  of 
radiation  therapy  ?®- ■*-**- 22, 31  ^nd  what  is 
the  place  of  simple  mastectomy  ?®®-  25 

As  some  authorities  recommend  bolder  sur- 
gery, the  advisability  of  local  excision  or 
simple  mastectomy  plus  irradiation  has  been 
revived.®-  ®-  2®-  30, 31  Where  biopsy,  quick  sec- 
tion, and  radical  mastectomy  are  recom- 
mended as  a single  stage  operation,  it  has 
been  suggested  that  an  advantage  exists  in 
postponing  mastectomy  until  the  patient  has 
been  able  to  discuss  the  problem  with  her 
physician  and  take  part  in  the  decision.®  The 
advent  of  supervoltage  must  necessarily  in- 
fluence our  thinking  now.®-  ®-  *®-  2®  Delay  has 
been  deemed  synonymous  with  danger,**  but 
a wait  for  permanent  section  has  been 
thought  to  be  safe,®®  treatment  has  been  felt 
to  have  little  effect  on  survival,  and  delay 
may  actually  be  correlated  with  improved 
prognosis.*®  Five  year  survival  rates  may  be 
replaced  by  seven  or  ten,  or  even  fif- 
teen.®- ®-  ®-  ®-  2®  Radiosensitivity  may  not  de- 
pend, as  was  formerly  believed,  on  histology.® 
It  is  with  a great  deal  of  satisfaction  that 
we  recognize  at  this  time  the  statistical  labor, 
the  inventive  genius,  and  the  fresh  and  in- 
tensive thinking  directed  toward  the  solution 
of  this  problem.  For  the  female  breast  has 
been  called  a precancerous  organ,  and  not 
without  reason,  since  it  has  been  estimated 
that  one  woman  in  twenty  may  be  stricken, 
and  that  this  is  the  commonest  of  malignant 
tumors  in  middle-aged  women. 

— F.  C. 
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DISEASES  WE  CAN  DO  WITHOUT 

Definitions  are  sometimes  irritating,  but 
they  are  necessary.  If  disease  is  a depar- 
ture from  a state  of  health  and  health  is 
freedom  from  disease,  we  have  gone  the 
long  way  round  and  have  come  up  with 
nothing.  Some  diseases  seem  real  to  us, 
we  are  quite  sure  that  appendicitis  and 
cancer  exist,  we  have  perceived  them  with 
our  very  own  senses.  Others,  however,  v/ant 
defining  before  we  can  believe  in  them,  and 
some,  like  the  emperor’s  clothes,  do  not  ex- 
ist at  all. 

We  cannot  believe  that  anyone  has  ever 
died  of  senility.  The  name  means  only 
that  one  has  grown  old,  and  that  implies 
longevity.  Nobody  lives  forever,  but  some 
abnormal  process,  one  with  a real  name, 
must  finally  invade  the  senile  patient’s  body 
and  stop  the  life  process.  If  we  are  to  pro- 
nounce a person  dead  of  senility  at  100,  then 
we  are  in  effect  saying  that  a hundred  is 
as  long  as  we  live,  but  someone  alive  at  101 
completely  refutes  our  theory. 

Nor  do  we  die  of  natural  causes,  what- 
ever they  are.  It  is  natural  to  die,  but  only 
of  something  considered  unnatural,  and 
when  we  have  written  down  the  lists  of  dis- 
eases, they  do  not  include  “natural  causes.’’ 
We  die  of  cancer  and  of  heart  disease,  and 
of  blood  loss  and  peritonitis,  we  die  of  infec- 
tion, but  there  are  no  natural  causes  of 
death. 

Asphyxia  may  be  a good  word  or  a bad 
one;  it  is  not  used  well,  and  we  would  sug- 
gest that  its  use  be  dropped  or  changed.  Its 
derivation  implies  pulselessness,  while  the 
word  connotes  oxygen  lack,  probably  with 
an  excess  of  carbon  dioxide.  We  have  other 
and  better  words,  as  anoxia,  hypoxia,  hyper- 
capnia, and  hypercarbia.  Asphyxia  can  be 
used  loosely,  however,  to  include  poisoning. 
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respiratory  obstruction,  and  drowning;  its 
use  could  probably  be  extended  to  include 
most  or  all  diseases,  all  of  which  have  proper 
names.  If  someone  has  died  of  cyanide  poi- 
soning or  has  drowned,  it  is  better  to  say  so. 

Shock  is  a disease  that  may  have  once 
enjoyed  a real  existence,  but  the  name  it- 
self has  been  done  to  death.  It  once  meant  a 
quite  real  condition,  although  those  who  used 
the  word  may  have  had  an  imprecise  knowl- 
edge of  its  pathology.  It  was  the  picture 
of  a man  who  had  been  trampeled  by  a horse, 
whose  pulse  was  rapid  and  “thready,”  whose 
blood  pressure  (if  it  was  taken)  was  low, 
and  who  was  clammy  and  incoherrent.  But 
it  is  used  today  to  embrace  a congery  of 
conditions  whose  only  common  finding  is 
hypotension  and  perhaps  hypovolemia.  The 
patient  whose  systolic  arterial  blood  pres- 
sure has  fallen  after  induction  of  anesthesia 
is  not  in  a state  of  shock,  nor  ought  we  to 
call  someone  “shocky”  who  comes  to  the 
operating  room  apprehensive  and  perspiring. 
If  shock  implies  injury,  splanchnic  dilatation, 
hypotension,  tachycardia,  and  perspiration, 
the  word  should  be  used  only  for  such  condi- 
tions, and  not  loosely  extended  to  include  all 
hypotensive  states.  Or  we  should  not  use 
the  word  at  all. 

And  finally  we  come  to  the  greatest  of  non- 
diseases: cay'diac  arrest.  It  means  that  the 
heart  has  stopped,  and  whose  heart  does  not 
stop  when  he  dies?  It  suggests  that  the 
heart  stopped  without  a cause,  and  this  is 
pure  nonsense.  The  idea  that  people  die 
during  anesthesia  from  mysterious  causes 
is  as  old  as  anesthesia.  It  is  a defense  mech- 
anism intended  to  exonerate  the  anesthesi- 
ologist and  perhaps  the  surgeon.  But  while 
the  false  idea  will  not  die,  the  name  is 
changed  every  20  years,  so  that  the  theory 
appears  fresh  and  new  and  therefore  mod- 
ern, and  valid.  And  we  have  called  this  non- 
existent disease  by  such  names  as  status 
lymphaticus,  status  thymicolymphaticus, 
status  periculosus,  primary  syncope,  cardiac 
standstill,  asystole,  and  now  cardiac  arrest. 
These  are  lovely  names,  they  are  sesquipe- 
dalian, their  elegance  and  very  length  almost 
convince  us.  But  people  die  on  the  operat- 
ing table  because  they  are  not  watched,  or 
because  they  bleed.  Mysterious  agents  do  not 


enter  the  operating  room  and  kill  patients 
“between  two  heart  beats.”  Death  in  sur- 
gery is  due  to  respiratory  obstruction,  car- 
diovascular accident,  hypotension,  and  to 
other  members  of  a list,  all  of  which  are 
known  and  have  proper  names.  A commis- 
sion studied  this  theory  two  thirds  of  a 
century  ago  and  abandoned  the  idea  of  mys- 
terious cause,  after  finding  that  there  were 
many  cases  of  sudden  death  during  anes- 
thesia, but  that  nobody  had  two  cases.  After 
one  death,  the  doctor  watched  the  patient. 

Charts  get  fatter,  dictionaries  are  thick- 
er, and  our  lists  become  longer.  It  would 
seem  well,  while  new  names  are  being  added 
at  one  end,  to  take  others,  that  have  long 
since  been  devoid  of  meaning,  off  at  the 
other. 

— F.C. 


Effect  of  Various  Dressings  on  Skin  and 
Subcutaneous  Temperatures  — N.  G.  Wa- 
terman, J.  Stoeckinger,  and  D.  Goldblatt 
(511  S Floyd  St,  Louisville,  Ky).  Arch 
Surg  95:464-471  (Sept)  1967. 

Surgeons  have  employed  heat  for  the 
treatment  of  tissue  infections  for  many 
centuries.  Because  of  the  paucity  of  data 
pertaining  to  the  occurring  tissue  tempera- 
tures, the  resultant  skin  and  subcutaneous 
temperatures  beneath  ordinary  gauze  dress- 
ings, heated  wet  dressings,  and  insulating 
dressings  were  measured.  The  study 
showed  that  traditional  warm  wet  dressings 
actually  lowered  the  temperature  of  the 
treated  areas  in  20  to  30  minutes  to  below 
the  normal  tissue  temperatures.  The  com- 
monly accepted  rationale  for  use  of  this  va- 
riety of  dressing  appears  not  to  be  valid. 
Any  type  of  dressing  designed  to  reduce 
heat  loss  from  the  covered  soft  tissue  was 
superior  and  resulted  in  increasing  and  main- 
taining the  temperature  to  above  that  of  the 
normal  tissue,  approaching  central  body  tem- 
perature. The  present  studies  indicate  that 
this  can  be  accomplished  with  the  addition 
of  a layer  of  insulating  material  over  the 
applied  wet  or  dry  dressing. 
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ORIGINAL  ARTICLES 


Radiotherapy  Terms  and  Tools 


Introduction 

During  the  past  few  years,  new 
terms  have  become  common 
in  describing  irradiation  thera- 
py. These  terms  may  be  confusing  because 
of  their  rather  fine  differentiations  of  mean- 
ing. New  machines  to  produce  irradiation 
have  been  introduced,  and  it  seems  desir- 
able to  describe  their  mechanism  of  action 
and  the  possible  advantages  of  each. 

Terms 

No  practical  method  of  direct  measure- 
ment of  ionizing  irradiation  has  been  de- 
veloped. Irradiation  of  material  with  elec- 
tromagnetic or  particulate  radiation  in  the 
therapeutic  range  of  energy  produces  a very 
small  amount  of  heat.  The  amount  of  heat 
produced  is  proportional  to  the  flux  of  ra- 
diation. Measuring  the  heat  production 
would  be  an  acceptable  method  of  calculat- 
ing the  radiation  intensity.  Recent  methods 
have  been  developed  that  may  allow  this 
t>T)e  of  measurement  in  clinical  practice. 

Certain  chemicals  change  color  after  be- 
ing irradiated.  The  color  change  is  direct- 
ly proportional  to  the  amount  of  irradiation. 
Continued  research  has  made  this  method 
more  practical,  and  it  will  probably  come 
into  widespread  use. 

The  method  which  is  most  popular  is  the 
measurement  of  the  electrical  charge  pro- 
duced in  air  by  a beam  of  radiation.  Small 
chambers  are  available  which  are  calibrated 
against  instruments  in  the  National  Bu- 
reau of  Standards.  These  chambers  have 
walls  of  a particular  density  and  thickness 
dependirg  on  the  type  of  radiation  they 
are  meant  to  measure. 

The  volume  of  the  chamber  is  very  criti- 
cal in  accurately  determining  the  production 
and  collection  of  the  ions.  An  electrical 
charge  is  placed  on  the  chamber,  and  the 
chamber  is  then  put  in  a beam  of  radiation. 
The  radiation  produces  ions  in  the  air  of 
the  chamber;  the  ions  collect  on  the  charged 
surface  and  partially  neutralize  the  charge. 
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The  decrease  in  charge  is  then  measured. 
The  change  in  charge  is  proportional  to  the 
amount  of  radiation.  The  quantity  of  ra- 
diation is  expressed  in  units  called  roent- 
gens (abbreviated  as  small  r).  Exposure 
dose  or  the  dose  in  air  is  expressed  in  roent- 
gens. 

Another  method  to  measure  exposure  dose 
is  by  the  use  of  certain  crystals  which  ab- 
sorb the  energy  of  the  radiation  by  convert- 
ing it  to  visible  light.  The  amount  of  light 
produced  can  then  be  measured  and  related 
to  the  radiation  flux. 

Previously,  roentgens  were  used  to  de- 
scribe the  quantity  of  radiation  that  pene- 
trated into  the  patient.  The  dose  to  the 
cancer  was  expressed  in  roentgens.  How- 
ever, it  was  found  that  the  roentgen  was 
not  sufficient  to  describe  the  absorption  of 
radiation  by  tissue.  Several  terms  have  been 
introduced  to  describe  the  energy  absorbed. 
The  energy  absorbed  is  all  that  is  important 
in  therapy.  The  radiation  that  passes 
through  the  body  of  the  patient  without  mod- 
ification is  of  no  importance.  The  unit  pres- 
ently recommended  is  the  rad.  The  rad 
is  the  unit  of  absorbed  dose.  The  rad  cor- 
responds to  an  energy  absorption  of  100 
ergs  per  gram. 

The  reason  that  the  roentgen  is  not  ade- 
quate to  describe  absorbed  dose  is  that  a 
certain  number  of  r delivered  to  a patient 
at  any  specified  depth  does  not  necessarily 
result  in  the  same  amount  of  absorbed  dose. 
The  absorbed  dose  is  largely  dependent  on 
the  energy  of  the  radiation  and  the  material 
irradiated.  The  absorption  of  a certain 
depth  dose  expressed  in  r of  very  low  en- 
ergy radiation  will  be  quite  different  from 
that  of  the  same  dose  of  very  high  energy 
radiation.  Bone  absorbs  much  greater  quan- 
tities of  a beam  at  low  energy  than  at  high 
energy. 
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Tools 

Radium 

No  radioactive  isotope  has  been  produced 
that  is  as  satisfactory  to  use  in  radiotherapy 
as  radium,  even  though  radium  has  several 
major  drawbacks.  Radium  gives  off  very 
high  energj^  radiations  that  are  ideal  for 
therapy. 

Other  isotopes  may  be  substituted,  and 
some  have  certain  advantages  over  radium 
but  are  nonetheless  less  satisfactory.  Ra- 
dium is  very  dangerous,  because  it  produces 
the  radioactive  gas  radon  as  it  decays.  If 
the  seal  of  a radium  capsule  or  needle  is 
ruptured,  the  radon  gas  may  escape.  The 
gas  builds  up  pressure  in  the  sealed  cap- 
sule, and  the  container  may  rupture  with 
heating.  If  the  radium  salt  is  spilled,  a ma- 
jor decontamination  problem  may  result. 
Such  a decontamination  may  cost  several 
hundred  thousand  dollars.  Radium  has  a 
half  life  of  about  1,600  years,  which  is  a 
convenient  advantage  in  therapy  because  no 
corrections  of  output  with  regard  to  time 
are  necessary.  On  the  other  hand,  the 
long  half  life  makes  it  very  dangerous  if 
accidentally  ingested  or  spilled.  The  radio- 
active isotopes  that  may  be  substituted  for 
radium  require  periodic  correction  of  their 
output  of  radiation,  because  of  more  rapid 
decay,  but  are  much  safer.  They  are  usual- 
ly in  the  form  of  wire.  Some  are  in  the 
form  of  sealed  pellets  that  do  not  build  up 
pressure. 

Treatment  using  radium  or  radioactive 
isotopes  in  needles  or  capsules  on  the  sur- 
face, inserted  in  body  cavities  or  directly 
into  tissue  is  called  hrachy therapy . 

Large  amounts  of  radium  may  also  be 
encased  in  a machine,  so  that  a patient 
may  be  treated  at  a distance  by  the  beam 
of  radiation.  This  is  known  as  radium 
teletherapy.  This  method  of  therapy  has 
been  made  obsolete  by  the  radioactive  iso- 
topes of  caesium  and  cobalt. 

Caesium  Teletherapy 

Caesiumi®^  can  be  used  in  the  same  way 
as  cobalt®”  as  a substitute  for  ordinary  X-ray 
therapy.  The  depth  doses  of  caesium  are 
about  25  percent  less  than  cobalt  doses,  be- 


cause the  beam  is  of  less  energy  and  the 
treatment  must  be  done  at  a shorter  distance 
from  the  patient.  In  many  ways,  caesium 
therapy  is  similar  to  that  of  X-ray  therapy 
at  250  K.V.  but  is  better  because  the  bones 
absorb  significantly  less  of  the  caesium 
beam.  Caesium  therapy  is  primarily  for 
treatment  of  head  and  neck  cancer. 

Cohalt  Teletherapy 

Cobalt  teletherapy  is  technically  similar 
to  therapy  with  a 2 to  4 MEV  X-ray  machine. 

Cobalt  is  a metal  that  is  made  radio- 
active in  an  atomic  reactor.  It  decays  by 
giving  off  two  gamma  rays  that  are  of  an 
energy  useful  in  radiotherapy.  A cobalt 
machine  is  very  simple  in  construction  and 
easy  to  use.  The  machines  are  precise,  and 
the  dose  is  usually  predictable.  However,  it 
it  is  advisable  to  calibrate  the  machine  each 
month.  Some  cobalt  sources  contain  short 
life  isotopes,  so  that  arithmetical  corrections 
based  on  theoretical  decay  may  not  be  ac- 
curate. 

Radioactive  decay  results  in  a lower  out- 
put of  radiation  but  not  a less  energetic 
beam.  The  quality  of  the  radiation  after 
extensive  decay  is  identical  to  the  original 
quality. 

X-ray  Therapy 

X rays  are  produced  by  accelerating  ions 
(usually  electrons)  and  allowing  them  to  hit  a 
target  suddenly  at  high  energy.  Under  the 
right  circumstances,  electromagnetic  radia- 
tion will  result.  The  energy  of  the  radiation 
is  dependent  on  the  original  speed  of  the 
ions. 

The  ordinary  X-ray  machine  accelerates 
electrons  in  a simple  diode  between  oppos- 
ing charged  electrodes.  The  charge  is  pro- 
duced by  a transformer,  electrons  are  intro- 
duced at  the  negative  end  of  the  diode  by 
heating  a filament,  and  they  are  accelerat- 
ed to  the  positive  end  through  an  evacuated 
tube.  When  they  strike  the  target,  heat  and 
X ray  are  produced. 

Other  methods  of  accelerating  electrons 
have  been  discovered. 

Linear  Accelerator 

The  accelerator  propels  electrons  toward 
the  target  by  the  use  of  radiowaves.  Elec- 
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irons  are  introduced  into  one  end  of  a tube. 
Radiowaves  are  also  introduced  into  the 
tube.  The  electrons  are  carried  along  the 
tube  by  the  radiowaves.  The  waves  are 
controlled  by  a guide  so  that  the  electrons 
are  accelerated  almost  to  the  speed  of  light 
and  then  allowed  to  strike  a target.  The 
production  of  X rays  is  very  efficient  with 
little  energ>'  lost  as  heat.  The  electron  beam 
itself  may  also  be  used  in  therapy. 

Most  accelerators  used  in  medicine  are 
from  4 to  8 million  electron  volts.  However, 
with  longer  tubes  the  energy  can  be  much 
greater.  Several  machines  of  30  or  40  mil- 
lion electron  volts  are  in  use. 

These  machines  produce  a distribution  of 
radiation  in  the  patient  that  is  superior  to 
that  of  the  ordinary  X ray  or  from  cobalt. 
However,  accelerators  are  very  expensive 
and  require  more  maintenance  than  a cobalt 
unit. 

Betatron 

Another  method  of  accelerating  electrons 
is  to  subject  electrons  to  the  magnetic  field 
of  huge  magnets.  The  field  produces  a cir- 
cular high  speed  travel  of  the  electrons  in 
a “doughnut.”  At  a critical  point,  the  elec- 
trons are  allowed  to  strike  a target  to  pro- 
duce X rays  or  to  escape  the  doughnut  as  a 
beam  of  electrons. 

A betatron  is  a huge  machine  and  very 
heavy  because  of  the  magnets.  It  can  be 
used  to  treat  patients  but  is  primarily  for 
research  and  industrial  use. 

Van  de  Graaff  Generator 

Still  another  method  of  accelerating  elec- 
trons is  to  pump  negative  charges  onto  a 
sphere  by  a pulley  system.  The  sphere  then 
acts  as  a negative  charge  on  a long  X-ray 
tube  into  which  electrons  are  introduced. 
The  electrons  are  accelerated  to  a target 
where  X rays  are  produced.  The  usual 
treatment  machine  is  of  about  2 MEV,  but 
the  research  machines  may  be  10  MEV. 
Older  machines  were  veiy  bulky,  but  mod- 
em ones  are  quite  compact. 

Other  less  common  machines  can  also  pro- 
duce X rays,  but  they  are  not  practical  for 
use  in  ordinary  radiotherapy  departments. 


Regardless  of  the  method  used  to  deliver 
the  irradiation  to  a cancer,  the  ultimate  ef- 
fect of  the  radiation  is  the  same.  The  radia- 
tion produces  chemicals  in  the  tissue  which 
inactivate  enzyme  systems  in  the  cells.  Oxy- 
gen must  be  present  for  these  changes  to 
occur. 

None  of  the  machines  described  produce 
significant  radioactivity  of  the  tissues 
treated.  Obviously,  a patient  is  radioactive 
whenever  radium  or  radium  substitutes  are 
present  in  his  body.  Once  the  sources  are 
removed,  he  is  no  longer  radioactive. 

Many  patients  have  been  cured  with  or- 
dinaiy  X-ray  machines.  The  newer  ma- 
chines have  no  magical  qualities,  and  no 
spectacular  increase  in  cure  rates  can  be  ex- 
pected from  their  use.  The  man  using  the 
machine  is  far  more  important  than  the  ma- 
chine itself,  just  as  the  surgeon  is  more 
important  than  the  kind  of  knife  he  uses. 
The  higher  energy  machines  allow  greater 
doses  to  be  given  to  the  cancer  with  less 
damage  of  normal  tissue. 

Summary 

1.  New  terms  and  new  tools  used  by  the 
radiotherapist  have  been  discussed. 

2.  The  roentgen  or  r is  a unit  of  ex- 
posure dose  of  ionizing  radiation. 

3.  The  rad  is  a unit  of  absorbed  dose  of 
ionizing  radiation. 

4.  Radium  remains  the  most  satisfactory 
material  for  intracavitaiy  or  inter- 
stitial radiotherapy,  but  certain  radio- 
active isotopes  may  be  substituted. 

5.  Cobalt  and  caesium  therapy  machines 
may  be  substituted  for  ordinary  X-ray 
machines,  and  in  some  ways  are  su- 
perior. 

6.  X rays  of  moderate  energy  are  pro- 
duced by  a diode  vacuum  tube.  X rays 
of  high  energ>'  are  produced  by  ac- 
celerating electrons  with  radiowaves 
(linear  accelerator),  a magnetic  field 
(betatron)  or  by  accumulating  a huge 
electrical  charge  by  adding  multiple 
small  increments  (Van  de  Graaff  Gen- 
erator). 

7.  The  high  energy  X rays  produce  a bet- 
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patient  than  the  moderate  energy 
X rays  or  the  gamma  rays  from  co- 
ter  distribution  of  radiation  in  the 
bait  or  caesium.  The  machines  that 


produce  high  energy  X rays  are  more 
complex,  more  expensive,  and  require 
more  maintenance  than  conventional 
X-ray  machines. 


Relative  Risk  of  Pulmonary  Cancer  in  Cigar 
and  Pipe  Smokers  — T.  Abeline  (Harvard 
Univ  School  of  Public  Health,  Boston)  and 
0.  T.  Gsell.  Cancer  20:1288-1296  (Aug) 
1967. 

Smoking  habits  of  118  male  patients  with 
cancer  of  the  lung  from  a rural  area  of 
Switzerland  were  compared  with  those  ob- 
tained in  a survey  of  all  male  inhabitants 
of  a rural  town  in  the  same  region.  Ad- 
justed relative  risks  of  pulmonary  cancer 
were  computed  for  cigar  and  pipe  smokers 
in  relation  to  cigarette  smokers.  Adjust- 
ment was  made  for  amounts  smoked  among 
cigarette  smokers,  and  an  estimate  of  rela- 
tive risk  was  obtained  in  relation  to  non- 
smokers.  Risk  of  pulmonary  cancer  for  all 
smokers  of  products  other  than  cigarettes 
was  5.6  times  (95%  confidence  limits:  3.6 
to  8.6)  that  for  nonsmokers.  For  heavy 
cigar  and  pipe  smokers  the  risk  was  1.7 
times  that  of  cigarette  smokers  and  14.7 
times  that  of  nonsmokers  (95%  confidence 
limits:  8.9  to  24.4).  The  results  of  this 
study  differ  from  those  obtained  in  the  Unit- 
ed States  but  are  compatible  with  findings 
in  countries  with  a larger  proportion  of  cigar 
and  pipe  smokers. 


Scalene  Node  Biopsy  in  Pulmonary  Diseases 

— K.  K.  Kapur  and  J.  M.  Judd  (Mt.  Morris 

Tuberculosis  Hosp,  Mt.  Morris,  NY).  Dis 

Chest  52:195-201  (Aug)  1967. 

An  analysis  of  110  cases  of  scalene  node 
biopsy  in  pulmonary  disease  is  presented. 
A positive  diagnosis  was  obtained  in  85% 
of  20  cases  with  clinically  palpable  nodes 
and  in  26.7  % of  90  cases  with  clinically  non- 
palpable  nodes.  Sarcoidosis  and  malignancy 
gave  the  highest  percentage  of  positive  his- 
tological diagnosis.  Occasionally,  carcinoma 
and  tuberculosis  may  coexist,  but  scalene 
node  biopsy  may  be  positive  for  tuberculosis 
alone.  There  has  been  evidence  of  spread 
of  malignancy  to  the  contralateral  side. 
Positive  diagnosis  can  in  some  cases  be 
made  from  histological  examination  of  the 
scalene  fat  pad,  though  the  lymph  nodes 
may  not  show  any  involvement.  The  bac- 
teriological studies  were  of  little  help  in 
making  a diagnosis.  Scalene  node  biopsy 
should  be  a part  of  investigation  for  estab- 
lishing the  diagnosis  of  pulmonary  disease. 
Through  its  frequent  use  and  proper  inter- 
pretation, thoracotomy  may  be  avoided  in 
some  cases  with  primary  or  metastatic  pul- 
monary malignancy. 
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Anesthesia:  The  Mortality  Rate, 
The  Consultation,  and  the  Airway* 


1.  The  mortality  rate  of  anesthesia. 

The  mortality  rate  of  anesthesia  exists 
and  it  does  not;  it  has  a value  and  it  cannot 
be  measured ; it  is  significant  and  it  is  mean- 
ingless. The  mortality  rate  of  anesthesia 
has  no  more  meaning  than  the  mortality  rate 
of  surgery,  or  the  mortality  rate  of  a tumor. 
What  tumor,  we  ask,  and  what  operation? 
It  is  important  to  know  how  deadly  an  anes- 
thetic agent  or  method  is,  but  measuring 
the  risk  is  not  easy,  and  ma}’  be  impossible. 
If  we  are  to  determine  the  death  rate  of 
anesthesia,  we  should  have  to  prepare  a 
“population”  to  be  examined,  consisting  of 
so  many  appendectomies,  so  many  cranioto- 
mies, and  so  on,  and  then  to  assume  that  this 
represents  a typical  sampling.  But  one 
man’s  sampling  would  differ  from  another’s. 
Children’s  hospitals  would  not  be  the  same 
as  institutions  for  malignant  disease,  and 
one  worker’s  list  might  come  to  contain  more 
abscess  incisions  and  fewer  open  heart  oper- 
ations than  another’s. 

A second  method  is  readily  available  to 
us;  we  need  ony  count  all  the  operations 
done,  say,  in  this  country  in  one  year,  and 
then  determine  the  number  of  anesthesia 
deaths,  and  so  arrive  at  the  mortality  rate 
of  anesthesia.  But  in  both  methods,  we 
have  to  define  “anesthesia  deaths,”  or 
“deaths  due  to  anesthesia,”  and  few  will 
agree  on  the  definition,  while  even  fewer 
will  accept  lists  and  decisions  made  by  oth- 
ers, in  other  places,  and  long  ago.  It  is  too 
easy  to  fall  prey  to  rationalization,  and  for 
surgeon  and  anesthesiologist  to  disclaim  re- 
sponsibility and  to  prepare  their  own  differ- 
ent lists.  And  finally,  when  we  have  done  all 
this,  if  it  permits  of  being  done,  what  does 
it  tell  the  patient  who  is  about  to  have  his 
appendix  removed?  Shall  he  not  be  com- 
pared with  appendectomized  patients?  Must 
not  his  physical  condition  be  taken  into  ac- 
count? Can  the  risk  of  anesthesia  be  as- 
sumed to  be  the  same  for  everybody  and  for 
all  procedures? 

Still,  thei’e  is  an  anesthetic  risk,  some 
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methods  are  safer  than  others,  and  some 
agents  are  more  hazardous  than  others,  and 
this  has  been  quite  obvious ; we  have  only  to 
consider  the  history  of  chloroform.  We  sub- 
mit only  that  lists  differ,  that  definitions 
are  not  always  the  same,  and  that  too  often 
indices  are  hurriedly  arrived  at  and  are 
called  authoritative  without  authority. 
What  one  student  calls  operating  room 
deaths,  another  calls  anesthesia  deaths. 
What  one  worker  calls  death  due  to  anes- 
thesia, a second  labels  postoperative  deaths. 
Too  often,  the  reader  believes  mistakenly 
that  they  are  all  talking  about  the  same 
tiling.^ 

We  have  no  ready  solution,  we  mean  mere- 
ly to  suggest  that  the  reader  read  carefully, 
and  that  the  researcher  decide  with  even 
more  care  which  death  was  due  to  anesthesia, 
and  not,  in  desperation,  throw  a case  into 
one  column  or  another  because  the  decision 
was  difficult  to  the  point  of  being  impossible. 
And  in  some  instances,  the  author  has 
reached  his  conclusion  before  he  counted  his 
cases;  it  is  easy  to  show  that  anesthesia  is 
deadly  if  one  w^ants  to,  it  is  equally  easy 
to  show  that  it  is  safe.  We  should  be  pleased 
to  see  the  establishment  of  a commission 
to  study  these  things,  and  to  whom  pertinent 
information  would  be  given  in  each  case, 
when  the  original  worker  had  made  his  deci- 
sion, so  that  the  members  of  the  commis- 
sion could  decide,  too.  The  task  is  monu- 
mental, but  it  may  not  be  impossible.  It  re- 
quires an  exact  knowledge  of  statistical 
methods  and  complete  impartiality;  we  are 
sure  that  anesthesiologists  think  anesthesia 
is  safer  than  surgeons  do. 

♦Presented  at  meeting  of  Nebraska  Society  of  Anesthesiolo- 
gists, Omaha.  Nebraska : September  13,  1966. 

tChairman,  Department  of  Anesthesiology.  Lincoln  General 
Hospital.  Lincoln,  Nebraska ; Clinical  Associate  in  Surgery, 
University  of  Nebraska  College  of  Medicine.  Omaha,  Nebraska; 
Senior  Consultant  U.S.V.A.  HospiUl,  Lincoln.  Nebraska. 
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2.  The  consultation. 

Evaluation  and  consultation  before  sur- 
gery too  often  results  in  the  priceless  advice : 
give  lots  of  oxygen  and  don’t  let  the  blood 
pressure  fall.  How  anyone  can  suppose  that 
this  is  of  any  value  is  nothing  short  of  a 
mystery.  And  what  is  even  worse  is  the  ad- 
monition found  in  textbooks  where  one  has 
gone  for  help  and  found  none:  be  careful 
in  these  cases.  This  can  only  suggest  that 
in  all  other  cases,  we  do  not  need  to  be  care- 
ful. 

It  has  long  been  the  custom  to  grade  pa- 
tients according  to  our  opinion  of  their 
chances  of  surviving  anesthesia  and  surgery. 
We  cannot  help  doing  this;  it  may  simply 
consist  of  our  saying,  this  patient  is  a poor 
risk,  whereby  we  have  unwittingly  divided 
all  patients  into  two  groups:  the  good  risks 
and  the  bad  ones.  After  this  came  the  four 
class  grouping,  and  then  the  seven  divi- 
sions. This  has  got  to  be  somewhat  over- 
done, and  may  be  of  some  use,  but  may  also 
represent  a defense  technique.  What  we 
strongly  object  to,  however,  is  the  phrase 
we  see  so  often,  “all  right  for  surgery  and 
anesthesia.”  Having  gone  from  the  two 
place  system  to  the  four,  and  then  to  the 
seven,  we  cannot  help  but  wonder  how  light- 
ly this  phrase  is  usually  arrived  at.  Some- 
times these  words  appear  in  another  form, 
“acceptable  risk,”  but  the  meaning  is  the 
same.  Having  seen  pulseless  patients 
brought  to  the  operating  table,  we  submit 
that  these  phrases  have  little  or  no  mean- 
ing, are  too  easily  applied,  and  do  not  de- 
serve to  be  written  down.  The  very  presence 
of  the  patient  in  the  operating  room  is  proof 
that  his  risk  is  acceptable,  whatever  that 
means,  and  we  suspect  that  ready  for  sur- 
gery and  all  right  mean  about  the  same. 


3.  The  same  mistake:  no  airway. 

Anesthesiologists  are  called  to  the  emer- 
gency room,  the  intensive  care  facility,  to 
the  operating  theater,  and  to  the  patient’s 
room  to  resuscitate  patients  who  are  not 
breathing,  and  in  some  instances,  whose 
hearts  have  stopped  beating.  They  have 
too  often  witnessed  the  same  scene,  and  have 
found  on  occasion  the  one  common  mistake: 
no  airway.  A patient  in  this  condition 
needs  an  airway.  His  lungs  cannot  be  in- 
flated without  an  airway.  It  is  extremely 
easy  to  put  in  an  airway.  Airways  are 
available  everywhere,  but  they  are  not  being 
used  in  every  case.  A simple  oropharyngeal 
airway  is  all  that  is  needed,  and  can  be 
inserted  by  anyone.  Without  an  airway,  all 
other  efforts  will  prove  futile. 

When  a patient  stops  breathing,  it  is  vital- 
ly important  that  we  breathe  for  him.  He 
has  been  breathing  air  all  his  life,  and  while 
oxygen  may  be  good,  air  will  do.  Oxygen 
is  too  often  attached  to  cumbersome  ap- 
paratus that  causes  too  much  time  to  be 
lost  while  it  is  being  hunted  and  brought 
to  the  scene.  The  apparatus  is  sometimes 
technical,  and  unfamiliar  to  those  who  use 
it.  And  the  oxygen  cylinders  can  be  empty 
when  the  patient’s  life  is  at  stake.  But 
there  is  always  air,  and  the  various  simple 
hand-held  devices  with  automatic  valves 
are,  or  should  be  wherever  patients  are.  And 
the  mouth  to  mouth  technique  is  always 
available. 

Above  all,  anyone  who  may  attend  a non- 
breathing patient  should  be  told  how  to  put 
an  airway  in,  and  should  know  that  he  must 
do  it  in  every  case. 

Reference 

1.  Cole,  Frank:  Anesthesia,  surgery  and  death. 

Med  Times  (March)  1961:  281. 
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From  Your  President  — 


HALFWAY  HOUSE 

This  is  an  important  new  concept  — a 
direct  result  of  the  Medicare  law  — which 
has  not  received  the  prominence  it  deserves. 

Before  the  advent  of  Medicare  most  hos- 
pitalized patients  were  referred  to  their 
own  homes  or  to  the  home  of  a relative  or 
to  a nursing  home  for  convalescent  care 
following  release  from  the  hospital.  Now, 
many  patients  are  referred  to  an  extended 
care  facility  — (ECF)  — a sort  of  “halfway 
house”  between  hospitalization  and  a return 
to  the  community.  ECF’s  are  just  what  the 
name  implies,  that  is,  an  extension  of  acute 
hospital  care.  A new  dimension  of  care  was 
created  to  provide  for  the  patient  who  no 
longer  requires  acute  hospital  care  but  who 
needs  skilled  nursing  care  during  the  period 
of  convalescence.  The  purpose  of  the  new 
dimension  of  care  is  to  free  the  acute  hos- 
pital bed  and  still  provide  a high  level 
of  care  for  the  convalescing  patient  at  ap- 
proximately one  third  to  one  half  of  the 
cost  of  hospital  care. 

An  extended  care  facility  is  NOT  a place 
that  provides  custodial  or  domiciliary  care. 
When  the  patient  has  achieved  the  degree 
of  recovery  where  the  level  of  skilled  nurs- 
ing care  provided  in  an  ECF  is  not  necessary 
the  patient  should  be  referred  to  his  resi- 
dence, a custodial  or  rest  home  which  may 
serve  as  the  patient’s  residence,  possibly 
with  visits  from  a Home  Health  Agency. 
All  facilities  which  were  certified  as  ECF’s 
by  the  State  Department  of  Health  are  re- 
quired by  law  to  have  utilization  of  its  fa- 
cilities reviewed  in  the  same  manner  as 
hospitals. 

According  to  the  Patient’s  Medicare  Hand- 
book— 

“Custodial  care  is  defined  as  that 
type  of  care  which  is  designed  essen- 
tially to  assist  an  individual  in  meeting 
his  activities  of  daily  living, — i.e.,  serv- 
ices which  constitute  personal  care  such 
as  help  in  walking  and  getting  in  and 
out  of  bed,  assistance  in  bathing,  dress- 
ing, feeding,  and  using  the  toilet,  prep- 
aration of  special  diets,  and  supervision 


of  medication  which  can  usually  be  self- 
administered  — and  which  does  not 
entail  or  require  the  continuing  atten- 
tion of  trained  medical  or  paramedical 
personnel.  Before  setting  forth  the 
guidelines  to  be  followed  by  intermedi- 
aries in  making  determinations  as  to 
whether  the  care  furnished  an  indi- 
vidual constitutes  custodial  care,  there 
are  two  basic  facts  which  must  be  noted 
in  connection  with  this  definition.  First, 
the  definition  of  custodial  care  does  not 
contemplate  an  intermediate  level  of 
care  between  covered  care  and  custodial 
care.  Accordingly,  a decision  that  an  in- 
dividual is  not  receiving  custodial  care 
is  also  a decision  that  covered  care  has 
been  provided.  Second,  a decision  that 
an  individual  lacks  rehabilitation  poten- 
tial would  not  automatically  result  in 
a finding  that  the  care  furnished  such 
an  individual  constitutes  custodial  care. 
Many  people  who  have  no  potential  for 
rehabilitation  require  a level  of  care 
which  is  covered  under  the  program. 
For  example,  a terminal  cancer  patient 
whose  life  expectancy  is  not  more  than 
a few  months  who  requires  palliative 
treatment,  periodic  “tapping”  to  relieve 
fluid  accumulation,  and  careful  skin  care 
and  hygiene  to  minimize  discomfort 
would  not  be  considered  as  receiving 
custodial  care.” 

In  summary,  the  levels  of  care  are  acute 
hospital  care,  possibly  followed  by  a stay 
in  an  ECF,  with  further  possible  referral  to 
a Home  Health  Agency. 

It  is  of  paramount  importance  that  physi- 
cians understand  the  extended  care  facility 
concept.  Prudent  use  of  medical  facilities 
and  available  paramedical  personnel  is  es- 
sential if  the  proper  facilities  for  care  are 
to  be  available  when  needed  and  if  the  cost 
of  medical  care  is  to  be  controlled.  It  is  also 
important  that  beneficiaries  and  their  fam- 
ilies not  press  the  physician  to  certify 
the  patient  for  care  in  a facility  for  which 
they  do  not  medically  qualify  under  Medicare. 

— R.  MORGAN,  M.D. 
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Through  the  View-Box 


CHAPMAN,  I.,  M.D. 
and 

McGREER,  J.  T.  Ill,  M.D. 
Lincoln,  Nebraska 


A 30-year  old  white  male  was  seen  with 
a chief  complaint  of  lower  abdominal 
cramps  and  recurrent  diarrhea,  but  no  blood 
in  the  stools.  Physical  examination  and 
laboratory  studies  were  essentially  negative. 


Barium  enema  revealed  a large  polypoid 
mass  in  the  descending  colon  overlying  the 
left  iliac  crest.  Repeat  barium  enema  con- 
firmed the  mass.  The  lesion  was  removed 
at  surgery  and  the  pathological  diagnosis 
was  submucosal  lipoma  of  sigmoid  colon. 
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interpretation  of  Serologic  Reactions 

For  Syphilis 


Even  greater  than  the  confu- 
sion associated  with  the  alpha- 
betic abbreviations  of  the  many 
serologic  tests  for  syphilis  is  the  importance 
attached  to  their  correct  interpretation.  Pre- 
employment and  pre-marital  examinations, 
treatment  of  a potentially  curable  disease, 
and  the  determination  of  biologic  false  posi- 
tive reactions  are  only  a few  of  their  uses. 
The  purpose  of  this  article  is  to  present  a 
summary  of  the  more  commonly  used  tests 
and  their  significance. 

When  T.  pallidum  invades  the  host,  two 
basic  types  of  antibodies  are  formed.  The 
first  are  antibodies  to  the  organism  itself, 
and  these  are  measured  bj'  antigens  obtained 
from  Treponema.  The  second  type  are 
antibodies  formed  from  the  interaction  of 
the  organism  with  tissue.  These  are  known 
as  reagins  and  are  measured  from  non- 
Treponemal  antigens  obtained  from  tissue 
extract  (beef  heart). 

The  non-Treponemal  antigen  tests  are  not 
absolutely  specific  for  syphilis  antibodies. 
Specificity  refers  to  the  ability  of  a test 
not  to  react  in  the  absence  of  syphilis,  while 
sensitivity  refers  to  a test  that  reacts  in 
the  presence  of  syphilis.  These  tests  can 
be  reported  quantitatively  or  qualitatively 
(weakly  reactive,  reactive,  or  non  reactive). 
The  dilutions  are  helpful  in  diagnosis  and 
in  determining  rising  or  falling  titers.  The 
titers  are  higher  wdth  secondary  syphilis 
than  with  primary  disease,  may  be  high  with 
gummas,  and  low  or  moderate  in  latent 
syphilis. 

There  ai’e  two  types  of  non-Treponemal 
tests : 

A.  Flocculation  Tests 

1.  VDRL 

2.  Mazzini 

3.  Kline 

4.  Kahn 

B.  Complement  Fixation  Tests 

1.  Kolmer  — most  commonly  used;  em- 
ploys cardiolipin  lecithin  antigen. 

2.  Wassermann  — less  sensitive  than  Kol- 
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mer;  employs  liver  extracts  of  syphilitic 
stillborns.  Should  be  abandoned. 

Treponemal  antigen  tests  are  more  specific 
than  non-Treponemal  tests  and  are  used  in 
diagnosing  patients  with  clinical  evidence  of 
disease,  but  with  negative  reactions  to  non- 
Treponemal  tests,  and  to  distinguish  bio- 
logic false  positive  reactions  from  syphilis. 
Of  these,  there  are  several  types: 

A.  TPI  (Treponema  pallidum  immobilization) 

— employs  live  Treponema  from  testicu- 
lar syphilomas  of  infected  rabbits.  Syphil- 
itic serum  immobilizes  the  spirochetes.  It 
is  less  sensitive  than  the  non-Treponemal 
tests  because  the  antibody  develops  slow- 
ly, but  remains  active  longer. 

B.  TPCF  — (Treponema  pallidum  complement 
fixation). 

C.  FTA  — fluorescent  antibodies  adhere  to 
dead  Treponema.  The  RPCF  test  (Reiter 
protein  complement  fixation)  uses  antigens 
from  nonpathogenic  Treponema. 

D.  Special  Purpose  Tests 

1.  RPR  — rapid  plasma  1 Modified  VDRL 

reagin  ) tests  useful  in 

2.  PCT  — plasmocrit  J screening 

The  most  common  problem  the  physician 
will  encounter  will  be  a patient  without  his- 
tory or  clinical  evidence  of  syphilis  but  who 
has  a reactive  non-Treponemal  test  of  one 
of  the  types  mentioned.  His  approach  to 
this  problem  w'ill  consist  of  several  steps: 

1.  Quantitative  non-Treponemal  tests  are 
done  every  two  weeks  to  determine  any 
change  in  the  degree  of  reactivity.  If 
these  results  are  doubtful,  he  should 
next  do: 

2.  The  RPCF  test.  If  this  is  also  equivocal 
he  should  do: 

3.  TPI  or  FTA  tests.  Many  consider  the 
TPI  test  to  be  100%  accurate;  but  a 
positive  test  here  does  not  determine  the 
need  of  therapy,  which  is  decided  by  his- 
tory, physical  examination  and  patient 
age.  If  the  TPI  test  is  negative  and  the 
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other  tests  have  been  done,  the  physician 
should  look  for  a biologic  false  positive 
reaction,  such  as  may  occur  after  an 
acute  illness,  immunization,  or  vaccina- 
tion. Such  a false  reaction,  if  chronic, 
is  usually  of  low  titer,  and  frequently 
associated  with  a collagen  or  other  auto- 
immune disease. 

A final  word  in  regard  to  spinal  fluid 
examinations  is  that  cell  count,  total  pro- 


tein, and  colloidal  gold  examinations  are  not 
helpful,  while  a Kolmer  or  VDRL  test  is. 
Biologic  false  positive  reactions  with  spinal 
fluid  are  rare,  so  spinal  fluid  examinations 
are  indicated  if  a BFP  is  suspected.  It 
should  also  be  remembered  that  no  amount 
of  treatment  will  convert  the  serology  of  a 
patient  with  latent  or  late  symptomatic 
syphilis,  the  seroreactors,  and  that  for  them, 
in  contrast  to  the  other  forms  of  syphilis, 
penicillin  is  not  the  drug  of  choice. 


Dementia  Associated  With  Bilateral  Caro- 
tid Artery  Disease  — G.  W.  Paulson,  J. 
Kapp,  and  W.  Cook  (Dorothea  Dix  Hosp, 
Raleigh,  NC).  Geriatrics  21:159-166 
(Nov)  1966. 

Until  carotid  artery  surgery  is  attempted 
on  a large  series  of  demented  patients,  the 
response  of  dementia  to  increasing  the  cere- 
bral flood  flow  by  endarterectomy  will  re- 
main unknown.  The  four  cases  presented 
here  serve  to  re-emphasize  the  association 
of  carotid  artery  disease  and  an  abnormal 
mental  state,  and  from  the  two  additional 
cases  it  is  suggested  that  the  mental  state 
can  be  affected  by  carotid  artery  manipula- 
tion. Only  a rare  patient  will  be  improved 
by  present  surgery,  but  carotid  endarterec- 
tomy has  produced  a new  assessment  of  the 
permanent  connotation  of  chronic  brain  syn- 
drome associated  with  cerebral  arterioscle- 
rosis. Diagnostically  it  is  quite  important 
to  remember  that  one  of  the  many  symp- 
toms of  carotid  artery  occlusion  could  be 
mental  confusion. 


Diagnosis  of  Rupture  of  Abdominal  Aortic 
Aneurysms  — H.  D.  Moore  (4  Magdalen 
Rd,  Exeter,  Devon,  England).  Lancet  2: 
184-186  (July  22)  1967. 

The  porportion  of  all  deaths,  over  the  age 
of  50,  from  ruptured  abdominal  aortic 
aneurysm  is  about  1 in  250.  At  least  half 
of  these  can  survive  if  operated  upon,  but 
none  if  not  so  treated,  and  this  depends  up- 
on early  diagnosis.  Nine  cases  which  are 
described  fall  into  one  of  three  groups.  The 
first  group,  sudden  death  after  catastro- 
phic bleeding,  would  not  arise  if  patients 
with  known  aneurysm  were  referred  for  op- 
eration. In  a second  group,  where  the  diag- 
nosis may  mistakenly  include  most  cardiac 
or  abdominal  catastrophes  (especially  acute 
pancreatitis),  the  failure  stems  from  lack 
of  appreciation  that  patients  will  survive  one 
or  more  ruptures.  In  the  third  group  — 
presence  of  aneurysm  associated  with  back 
pain,  indicating  impending  rupture  — the 
importance  of  surgery  as  a life-saving 
measure  is  stressed. 
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The  Great  Phone  Robbery 


The  Great  Train  Robbery”  of 
the  early  days  of  cinema  pales 
beside  a present-day  takeover, 
a daring  exploit  I have  called  “The  Great 
Phone  Robbery.”  Attend : 

E\idence  of  this  sinister  and  dastardly 
plot  is  conclusive.  A trade-marked  antibi- 
otic has  taken  over  the  base  of  my  telephone, 
and  the  sheets  of  its  “memo”  paper  intrude 
into  my  orderly  confusion.  A diuretic  trade 
name  coyly  leers  at  me  from  the  periphery 
of  the  dial.  Still  another  cunningly  pops  out 
of  the  hand  set  to  embrace  one’s  shoulder 
whenever  it  is  picked  up.  A “laxative”  in- 
vites me  to  try  its  (note)  paper  from  its 
strategic  position  on  the  rear  of  the  base. 

Fantasy  takes  over  . . . the  call-button 
lights  dim,  then  brighten,  as  a voice  whis- 
pers, “relax,  you’re  feeling  better  already, 
thanks  to  your  timely  choice  of (brand 


MILTON  O.  KEPLER,  M.D. 
Alexandria,  Virginia 


of  “sedazine”).  As  I place  the  instrument 
to  my  ear,  the  cord  artfully  festoons  itself 
into  the  trade-name  of  a new  tranquilizer 
(with  generic  name  in  letters  one  half  as 
high) . A set  of  parted  red  lips  pasted  on  the 
mouthpiece  seductively  suggests  that  I use 
“Mouth  Fresh”  on  the  next  case  of  stoma- 
titis. From  the  earpiece  comes  a short  re- 
corded message  advising  that  this  call  is 
made  possible  through  the  courtesy  of  “Bile- 
Eeze.”  Yes,  only  the  previously  lettered 
holes  of  the  dial  itself  remain  inviolate  . . . 

What?  Is  the  number  of  that  pharmacy 
I dialed  really  PE-ni-cillin  six-five-oh-Oh-OH 
(with  apologies  to  Glenn  Miller)  ? 
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SPECIAL  ARTICLES 


1.  Health  manpower — 

A group  of  advisors  to  the  Public  Health 
Service  and  an  AMA  official  separately  em- 
phasized the  seriousness  of  the  health  man- 
power problem. 

The  Allied  Health  Professions  Education 
Subcommittee  of  the  National  Advisory 
Health  Council  said  in  a report  to  the  PHS 
surgeon  general,  Dr.  William  H.  Stewart, 
that  health  manpower  is  the  critical  factor 
in  the  provision  of  health  services  in  this 
nation. 

“With  the  rising  capacity  of  medicine  to 
provide  a satisfying  array  of  services,  the 
lowering  of  financial  barriers  to  service,  and 
the  growing  acceptance  of  a public  respon- 
sibility to  assure  that  all  people  have  ade- 
quate miedical  service,  needs  and  demands 
for  medical  care  continue  to  outstrip  their 
availability,”  the  report  said. 


but  more  coordinated  and  efficient  use  of 
all  members  of  the  health  team. 

“The  basic  purpose  of  all  of  medicine  — 
research,  education  and  practice  — is  the 
application  of  the  art  and  science  of  the 
profession  to  the  individual  patient  or  to 
the  community  as  a w'hole. 

“Furthermore,  we  are  constantly  exposed 
to  remarks  about  the  brain  drain,  the  siphon- 
ing of  physicians  trained  in  other  countries 
and  their  acceptance  here  to  fill  our  own 
voids,  even  at  the  expense  of  intensifying 
already  desperate  shortages  in  other  nations. 

“Yet  we  have  our  brain  drain  in  this  coun- 
try — the  consistent  and  progressive  de- 
crease in  the  ranks  of  practicing  physi- 
cians as  members  of  the  profession  turn  from 
the  primary  responsibility  of  patient  care 
to  research,  teaching  and  administrative 
service.  In  the  past  15  years,  the  number 
of  physicians  in  full  time  private  practice 
has  decreased  at  the  rate  of  almost  one  per- 
cent a year,  from  75  percent  in  1950  to  62 
percent  in  1965.” 

Dr.  Ingram  decried  the  growing  depend- 
ence of  the  nation’s  health  care  system  on 
foreign  physicians. 


“Many  people  are  struggling  with  ap- 
proaches to  the  measurement  of  health  man- 
power shortages.  But  no  one  figure  can 
express  the  total  need.  And  even  if  it  were 
possible  to  envision  ideal  health  services 
staffing  for  a community,  a state,  or  a na- 
tion, the  continuing  development  of  new 
knowledge  and  techniques,  new  patterns  of 
service,  and  new  methods  of  payment  are 
constantly  changing  the  needs,  both  for 
numbers  and  varieties  of  health  workers.” 

Dr.  Alvin  J.  Ingram  of  Memphis,  Tenn., 
a member  of  the  AMA  Board  of  Trustees, 
told  the  AMA  Conference  on  Aging  and 
Long-term  Care  in  Baltimore,  Md.,  that 
there  is  an  urgent  need  for  all  categories  of 
health  personnel. 

“We  have  been  challenged  by  government 
to  revamp  our  system  of  health  care,  to 
miake  it  available  to  every  one  and  to  do  so 
more  economically  than  at  present,”  Dr. 
Ingram  said.  “To  do  this  will  require  not 
only  larger  numbers  of  health  personnel. 


“This  dilemma  can  hardly  be  exaggerat- 
ed,” Dr.  Ingram  said.  “Not  one  foreign 
graduate  meets  our  domestic  requirements 
which  include  graduation  from  an  approved 
medical  school  which  has  undergone  regular, 
competent  inspection.” 

Dr.  Ingram  cited  government  figures 
showing  that  the  percentage  of  foreign 
physicians  in  the  United  States  had  risen 
from  16  percent  in  1956  to  26  percent  in 
1966  and  that  nearly  half  of  them  were 
from  under-developed  or  developing  coun- 
tries that  badly  need  their  services  at  home. 

2.  Grant  programs — 

The  House  Committee  on  Government  Op- 
erations has  issued  its  third  report  charg- 
ing costly  and  inefficient  administration  of 
research  grant  programs  by  the  National 
Institutes  of  Health  and  other  Public  Health 
Service  bureaus. 

The  Congressional  watchdog  panel  said 
the  PHS  had  made  relatively  little  effort  to 
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improve  its  administration  of  grants  since 
the  committee’s  two  previous  reports  in  1961 
and  1962. 

“Inadequate  administrative  performance  is 
demonstrated,  for  example,  by  the  inept 
handling  of  payments  for  the  indirect  re- 
search costs  of  grantees  and  the  extremely 
poor  administration  of  the  General  Re- 
search Support  and  Health  Sciences  Advance- 
ment Award  programs,”  the  recent  report 
said. 

“NIH  and  other  PHS  bureaus  were  found 
to  have  made  excessive  indirect  cost  pay- 
ments to  grantees.”  (About  $500,'000  in  one 
case) . 

The  American  Medical  Association  sup- 
ported legislation  to  continue  federal  aid 
for  construction,  training  and  research  un- 
der the  Health,  Education  and  Welfare  De- 
partment’s retardation  program,  -but  op- 
poses grants  to  help  pay  for  initial  staffing. 

The  AMA  position  was  outlined  by  Dr. 
F.  J.  L.  Blasingame,  AMA  executive  vice 
president,  in  a letter  to  the  House  Public 
Health  and  Welfare  Subcommittee.  He  said : 

“The  extent  to  which  the  problem  of  men- 
tal retardation  can  be  ameliorated  in  future 
years  depends  largely  upon  continued  re- 
search. Although  some  breakthroughs  have 
been  effected  such  as  the  prevention  of  some 
types  of  mental  retardation  as  a result  of 
our  increased  knowledge  of  body  metabolism, 
there  are  still  gaps  in  research,  personnel 
and  financing  which  must  be  overcome. 
While  the  utlimate  answer  to  the  problem 
of  mental  retardation  is  prevention,  we  rec- 
ognize that  in  the  meantime,  mentally  re- 
tarded individuals  must  be  cared  for  and 
must  be  educated  and  trained  to  the  limit  of 
their  capabilities. 

“In  this  regard,  the  AMA  supports  ef- 
forts to  provide  higher  standards  of  care  for 
the  institutionalized  retarded,  special  educa- 
tional programs  day  care  centers  within  the 
community,  counseling  services  for  the  par- 
ents of  retarded  children,  and  efforts  to 
create  job  opportunities  for  retarded  adults. 
For  these  programs  to  be  effective,  the  na- 
tion needs  additional  facilities  and  an  in- 
crease in  properly  qualified  personnel.  We, 


therefore,  are  pleased  to  submit  for  the  rec- 
ord our  continued  support  of  the  expan- 
sion, extension  and  improvement  of  facilities 
and  services  through  construction,  training 
and  research  grants  . . . 

“The  bill,  however,  also  amends  the  pres- 
ent Act  to  authorize  grants  for  meeting  a 
portion  of  the  cost  of  compensating  profes- 
sional and  technical  personnel  during  the 
initial  operation  of  the  facility.  Although 
such  federal  financial  assistance  during  the 
early  years  might  enable  a mental  retarda- 
tion facility  to  undertake  a more  comprehen- 
sive program  than  it  might  otherwise  at- 
tempt, it  can  be  demonstrated  that  once  re- 
liance is  placed  on  a federal  subsidy  for 
staffing,  the  role  of  the  federal  government 
as  a provider  of  operating  funds  will  not 
easily  be  ended.  Once  a facility  has  been 
constructed,  the  community  can  and  should 
assume  the  responsibility  for  its  operation, 
including  the  costs  of  staffing.” 

3.  Pesticides — 

Pesticide  residues  in  the  nation’s  food  sup- 
ply have  remained  low  for  the  third  con- 
secutive year,  according  to  the  Food  and  Drug 
Administration’s  third  annual  “total  diet” 
study.  In  the  survey,  food  samples  were  col- 
lected in  30  cities  over  an  11-month  period 
ending  last  April.  Samples  were  analyzed 
to  identify  and  determine  the  level  of  pes- 
ticide residues.  The  FDA  said  residues  re- 
mained well  below  acceptable  daily  intake 
levels  established  by  the  World  Health  Or- 
ganization and  the  Food  and  Agricultural 
Organization  of  the  United  Nations. 

President  Johnson  appointed  a National 
Advisory  Commission  to  make  recommenda- 
tions on  health  facilities  needed  by  the  United 
States  in  the  future.  The  chairman  is  Bois- 
feuillet  Jones  of  Atlanta,  Ga.,  president  of 
the  Emily  and  Earnest  Woodruff  Foundation 
and  a former  special  assistant  for  health 
and  medical  affairs  for  the  Department  of 
Health,  Education  and  Welfare. 

4.  Vocational  rehabilitation  act — 

The  recently-enacted  Vocational  Rehabili- 
tation Act  of  1967  creates  a National  Center 
for  Deaf,  Blind  Youth  and  Adults,  sets  up  a 
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special  system  to  grant  federal  aid,  through 
state  rehabilitation  agencies  for  handicapped 
migrant  workers,  continues  the  federal-state 
financing  system  of  state  rehabilitation 
agencies  for  another  two  years,  extends  for 
another  year  federal  planning  grants  to 
states  studying  the  needs  of  the  disabled,  and 
eliminates  state  residency  requirements  for 
proving  residency  before  aid  can  be  received. 


PROFESSIONAL  COURTESY:  WHERE 
DO  YOU  DRAW  THE  LINE? 

Should  the  time-honored  custom  of  pro- 
fessional courtesy  be  extended  without  lim- 
its to  all  physicians  and  their  immediate 
families,  or  should  its  application  vary  ac- 
cording to  circumstances? 

What  about  the  psychiatrist,  for  example  ? 
Should  he  render  his  services  without  any 
fee  whatsoever  when  long-range  care  in- 
volving one  or  two  hours  weekly  of  his  re- 
stricted patient  load  is  involved? 

What  about  the  obstetrician  in  the  col- 
lege town  who  has  the  wives  of  all  medical 
students  — a significant  percentage  of  his 
practice  — as  his  patients? 

What  about  the  ophthalmologist  who  is 
called  upon  to  fit  contact  lenses  for  members 
of  a physician’s  entire  family? 

If  no  fee  would  have  been  charged,  had 
the  patient  been  without  medical-hospitaliza- 
tion insurance,  would  it  be  considered  proper 
to  accept  insurance  payments  for  the  pro- 
fessional services  provided? 

Because  of  the  increasing  specialization 
in  medicine  and  continuing  changes  in  medi- 
cal practice,  the  AMA’s  Judicial  Council  has 
been  swamped  with  requests  to  clarify  its 
position  on  professional  courtesy. 

To  provide  physicians  with  guidance  on 
the  matter  of  professional  courtesy  the  Ju- 
dicial Council  adopted  the  following  opinion: 

The  custom  of  professional  courtesy  em- 
bodies the  ancient  tradition  of  fraternalism 
among  physicians  in  the  art  which  they 
share,  and  their  mutual  concern  to  apply 
their  learning  for  the  benefit  of  one  another 
as  well  as  their  patients.  The  Judicial  Coun- 


cil reaffirms  and  endorses  the  principle  of 
professional  courtesy  as  a noble  tradition 
that  is  adaptable  to  the  changing  scene  of 
medical  practice. 

Professional  courtesy  is  not  a rule  of  con- 
duct that  is  to  be  enforced  under  threat  of 
penalty  of  any  kind.  It  is  the  individual  re- 
sponsibility of  the  physician  to  deteiTnine  for 
himself  and  within  his  own  conscience  to 
whom  and  the  extent  to  which  he  shall  allow 
a discount  from  his  usual  and  customary 
fees  for  the  professional  services  he  renders, 
and  to  whom  he  shall  render  such  services 
without  charge  as  professional  courtesy. 

The  following  guidelines  are  offered  as  sug- 
gestions to  aid  physicians  in  resolving  ques- 
tions related  to  professional  courtesy. 

1.  Where  professional  courtesy  is  of- 
fered by  a physician  but  the  recipient 
of  services  insists  upon  payment,  the 
physician  need  not  be  embarrassed  to 
accept  a fee  for  his  services. 

2.  Professional  courtesy  is  a tradition 
that  applies  solely  to  the  relationship 
that  exists  among  physicians.  If  a 
physician  or  his  dependents  have  in- 
surance providing  benefits  for  medical 
or  surgical  care,  a physician  who  ren- 
ders such  service  may  accept  the  in- 
surance benefits  without  violating  the 
traditional  ethical  practice  of  physi- 
cians caring  for  the  medical  needs  of 
colleagues  and  their  dependents  with- 
out charge. 

3.  In  the  situation  where  a physician  is 
called  upon  to  render  services  to  other 
physicians  or  their  immediate  families 
with  such  frequency  as  to  involve  a 
significant  proportion  of  his  profes- 
sional time,  or  in  cases  of  long-term 
extended  treatment,  fees  may  be 
charged  on  an  adjusted  basis  so  as  not 
to  impose  an  unreasonable  burden  up- 
on the  physician  rendering  services. 

4.  Professional  courtesy  should  always 
be  extended  without  qualification  to 
the  physician  in  financial  hardship,  and 
members  of  his  immediate  family 
who  are  dependent  upon  him. 
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A HISTORY  OF  SLEEPLESS  NIGHTS 

Insomnia  is  a subject  that  man  has  pon- 
dered in  the  dark  for  ages.  While  there 
may  be  no  satisfactory  definition  of  sleep, 
scientists  and  doctors  agree  it  is  easy  to 
do,  even  in  the  absence  of  fatigue,  when  a 
person  is  made  comfortable  enough  to  relax. 

Looking  back,  it  seems  that  primitive  man 
must  have  suffered  from  insomnia  for  he 
slept  on  a wooden  slab,  with  a large  rock 
for  a pillow.  The  Vikings  liked  vertical 
beds;  they  slept  with  their  heads  propped 
much  higher  than  their  feet.  Ancient  Ori- 
entals filled  their  sleeping  quarters  with  in- 
cense and  drank  sweet,  steaming  tea  before 
retiring,  but  Henry  VIII  avoided  the  chance 
of  insomnia  by  drinking  himself  into  insensi- 
bility with  a nightly  bucket  of  ale  — while 
Catherine  the  Great  and  Queen  Elizabeth  I 
had  their  hair  brushed  until  they  konked 
out! 

The  confusion  about  how  to  get  to  sleep 
comes  from  one  thing:  nobody  knows  just 

what  it  is.  It  has  been  called  a short  death 
. . . a quick  dip  in  the  river  Lethe  — the 
river  of  forgetfulness.  In  fact,  nobody 
knows  exactly  why  we  sleep  — or  why  we 
want  to  — but  we  do  ..  . especially  when 
insomnia  strikes! 

Indigestion,  improper  bed  covers,  drip- 
ping faucets  and  crackling  thunderstorms. 
Such  things  cause  sleeplessness.  But  ex- 
perts agree  that  a big  enough  bed  with  the 
right  mattress  on  the  right  springs  pro- 
vides the  best  sleep  insurance.  Through  ad- 
vanced technology'  modern  bedding  com- 
bines much  higher-quality  innerspring  mat- 
tresses with  matching  box  springs.  Hun- 
dreds of  drawn  steel  wire  springs  move  as 
the  body  moves,  are  not  given  to  “fits  of 
depression.”  The  cushioning  of  cotton 
gives  firm,  gentle  support,  helps  keep  you 
from  restless  tossing  and  turning  or  being 
hugged  by  a hot,  spongy'  center  core. 

Years  ago,  before  the  popularity  of  neu- 
roses, ids  and  repressed  egos,  people  had 
the  comfortable  idea  that  you  went  to  sleep 
just  to  rest  your  body.  Not  so!  Scientists 
have  given  us  pretty  conclusive  evidence  that 
we  sleep  to  rest  our  brains,  particularly  the 
cerebral  cortex  or  the  brainiest  part  of  the 


brain  — the  center  of  high  mental  func- 
tions : remembering,  visualizing,  imagining, 
judging  and  reasoning.  A test  was  recently 
conducted  among  a few  hundred  soldiers  in 
California  who  volunteered  to  stay  awake 
as  long  as  possible.  Some  went  four  days  or 
more  without  sleep.  One  went  as  long  as 
eight  days.  They  all  got  regular  periods  of 
physical  rest,  not  sleep.  Medical  tests 
showed  that  their  reflexes  stayed  normal  — 
no  signs  of  muscular  fatigue,  no  important 
shifts  in  body  temperature,  blood  pressure 
or  heart  beat. 

But  mentally!  After  24  hours,  almost  all 
of  them  were  highly  irritable.  Soon  after, 
they  suffered  loss  of  memory.  Many  de- 
veloped hallucinations  and  illusions.  Several 
developed  symptoms  of  serious  psychosis. 
Finally,  they  hit  the  mattress,  and  after  a 
few  days  all  was  well  — which  only  goes 
to  prove  that  where  you  lay  your  head  is 
important ! 

“Let’s  sleep  on  it”  is  a bad  idea  for 
Americans,  for  we  are  the  worst  sleepers 
on  earth,  according  to  scientific  studies;  in- 
somnia claims  every  other  adult.  A colum- 
nist reports  that  some  Hollywood  actresses 
can  only  sleep  between  sheets  of  a certain 
color. 

Other  people  have  “alarming”  tricks  for 
combatting  insomnia,  which  they  swear  by 
— all  night  long.  Old  Russian  nobles  had 
servants  tickle  their  feet  till  they  fell  asleep. 
But  before  you  chuckle,  remember  that  a 
good  laugh  is  a device  for  breaking  down 
tension  and  a relaxant.  Ruthenian  natives 
make  a flute  out  of  a shinbone;  its  music  is 
a drag,  and  thereby  produces  drowsiness. 
Cherokee  Indians  relied  on  sleep  chants  in- 
toned by  the  medicine  men.  But  Charles 
Dickens  was  more  scientific;  he  secured  a 
snooze  by  putting  a compass  at  the  head 
of  his  bed.  He  believed  that  if  his  bed  al- 
ways pointed  north,  he  could  sleep. 

Fatigue  may  make  the  best  pillow  (ac- 
cording to  Benjamin  Franklin),  but  cotton 
makes  one  of  the  best  beds.  Our  first  beds 
(according  to  the  Bible)  were  cotton-filled 
cushions  — soft,  but  hardly  as  gentle  as  to- 
day’s precision-built  cotton-cushioned  inner- 
spring  mattresses. 
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Insomnia  recognizes  no  social  ranks.  An 
ancient  Greek  nobleman  who  was  a lifelong 
sufferer  from  colic  and  insomnia,  passed  a 
law  banishing  every  kind  of  stomachache. 

In  England,  they  sell  a hydraulically  ad- 
justable, electrically  heated,  mink-covered, 
tape-recording,  vibro-massaging,  tea-making, 
TV-equipped  bed  — and  the  blooming  thing 
sells  for  $7,000!  Sound  like  a nightmare  to 
you? 

Respiratory  Diseases 

MEDICAL  COMPLICATIONS  OF  HEROIN 
ADDICTION 

— Donald  B.  Louria,  M.D.  ; Terry  Hensle,  B.  S.,  and  John 

Rose,  B.S.  Annals  of  Internal  Medicine,  July,  1967. 

In  a group  of  ninety-six  narcotic  addicts 
obsei-ved  in  a New  York  city  hospital,  a 
number  of  major  medical  complications  were 
diagnosed.  One  fifth  of  these  were  related 
to  the  respiratory  tract  and  included  pneu- 
monias and  embolic  disease  of  the  lung. 

In  the  United  States  today  from  60,000  to  120,000 
persons  are  addicted  to  opiates  or  habituated  to 
them.  Approximately  90  per  cent  take  heroin. 
Other  thousands  of  people  use  opiates  illicitly  at 
times. 

This  report  is  concerned  with  major  medical 
complications  of  heroin  addiction,  many  of  them 
related  to  the  respiratory  tract.  It  is  based  on  a 
review  of  the  literature  and  an  analysis  of  100 
episodes  in  96  patients  observed  at  Bellevue  Hos- 
pital, New  York  City,  between  January  1963  and 
May  1966. 

The  pulmonary  complications  were  of  four  types: 
embolic  pneumonia  or  lung  abscess,  or  both;  upper- 
respiratory-tract  acquired  bacterial  pneumonia;  and 
pulmonary  fibrosis  or  granulomatosis,  or  both. 
These  comprised  21  per  cent  of  the  complications 
in  the  Bellevue  series. 

Overdose.  An  overdose  of  an  opiate  is  one  of 
the  most  dreaded  complications  of  nax’cotic  abuse. 
It  may  be  due  to  misjudging  the  amount  of  drug 
in  an  adulterated  packet  or  of  taking  too  large 
a dose  after  being  off  drugs  completely  for  a 
time. 

In  two  patients  in  the  Bellevue  series,  overdose 
was  characterized  by  tachypnea,  cyanosis,  and  a 
bilateral  pulmonary  infiltrate. 

The  mechanism  of  lung  edema  secondary  to  over- 
dose is  obscure.  It  is  not  clear  whether  pulmonary 
edema  is  a direct  consequence  of  opiate  action  or 
the  result  of  an  allergic  response. 

Pneumonia.  Fourteen  patients  had  bacterial  pneu- 
monia. Each  had  chills,  fever,  cough,  and  pleuric 
chest  pain,  and  evidence  of  focal  disease  on  physical 
examination  and  chest  X ray. 

Sputum  cultures  showed  pneumococci  in  seven 
cases;  Hemophilus  influenzae  in  one,  S.  aureus  in 


one,  and  Klebsiella  pneumoniae  in  one.  In  no 
case  was  more  than  one  lobe  affected.  All  the 
patients  responded  to  appropriate  antibiotics. 

Embolic  pneumonia.  Five  patients  had  apparent 
embolic  disease  of  the  lungs.  In  three  the  source 
appeared  to  be  the  site  of  heroin  injections,  the 
other  two  patients  had  tricuspid  endocarditis. 

Pulmonary  Fibrosis,  Arteritis,  and  Granuloma- 
tosis. Arteritis  and  thrombosis  or  granulomatosis, 
or  both,  due  to  such  foreign  bodies  as  talc  or 
cotton  fibers  have  been  reported  but  are  rare  com- 
plications of  drug  abuse.  None  was  seen  in  the 
patients  in  this  study.  However,  the  increasingly 
frequent  intravenous  administration  of  a variety 
of  tranquilizers,  sedatives,  and  stimulates  together 
with  heroin  may  result  in  a sharp  increase  in  the 
prevalence  of  these  unusual  pulmonary  complica- 
tions. 

OTHER  COMPLICATIONS 

In  the  non-pulmonary  field,  complications  include 
endocarditis;  hepatitis;  tetanus;  malai'ia,  transmit- 
ted by  unsterile  needles,  which  was  a complication 
not  found  in  this  series;  and  such  miscellaneous  con- 
ditions as  abscesses  at  the  site  of  injection,  cellu- 
litis, thrombophlebitis,  and  bacteremia. 

The  sui-prisingly  high  percentage  of  the  patients 
with  bacterial  pneumonia  is  interesting.  There 
was  no  evidence  that  the  pneumonia  could  be  cor- 
related with  periods  of  unconsciousness  or  with 
debility.  Whether  its  occurrence  was  actually 
heroin-related  or  whether  the  findings  in  this  series 
are  a coincidence  is  not  clear.  If  the  pneumonia  were 
a direct  consequence  of  heroin  use,  a possible  explan- 
ation might  be  the  depressive  effect  of  this  drug 
and  other  opiates  on  the  cough  reflex. 

PULMONARY  EDEMA 

The  pulmonary  edema  and  congestion  induced  by 
heroin  overdose  are  also  interesting.  The  under- 
lying mechanisms  are  not  understood,  but  may  be 
profound  hypoxia,  opiate-induced  histamine  release, 
activation  directly  of  the  kinin  system  with  re- 
sultant changes  in  vascular  permeability,  or  an  acute 
allergic  reaction.  The  last  is  unlikely  in  that  pul- 
monary edema  may  occur  on  the  victim’s  first 
“mainline”  heroin  experience. 

Regardless  of  the  mechanisms,  the  therapeutic 
approach  seems  clear  — nalorphine  or  a similar 
drug  (if  the  respirations  are  very  slow),  supportive 
therapy,  and,  if  hypoxia  and  cyanosis  are  severe  or 
persistent,  oxygenation  by  use  of  a positive-pi’es- 
sure  apparatus.  Ordinarily,  antibiotics,  diuretics, 
rotating  tourniquets,  and  cardiotonics  such  as 
digitalis  are  not  needed. 

Perhaps  it  is  inevitable  that  discussion  of  the 
medical  complications  will  result  in  further  demands 
for  maintenance  narcotic  treatment  as  public  health 
policy. 

While  some  complications  could  be  reduced  if  ad- 
dicts were  given  their  drugs  under  controlled  cir- 
cumstances by  physicians,  it  is  also  likely  that 
the  increasing  venality  of  traffickers  in  narcotics 
will  result  in  greater  unpredictability  as  to  exact 
dose  and  thus  present  the  addict  with  the  risk  of 
inadvertent  overdose.  The  concept  that  mainten- 
ance drug  therapy  is  the  panacea  is  spurious. 
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DRUG  WITHDRAWAL 

From  the  medical  point  of  view,  the  treatment 
of  drug  overdose  is  withdrawal  of  the  drug.  Since 
the  greed  of  traffickers  and  pushers  has  resulted 
in  the  sale  of  progressively  less  potent  packets  of 
heroin,  withdrawal  is  now  relatively  easily  ac- 
complished. Therefore,  the  solution  of  the  prob- 
lem of  the  addict  does  not  depend  upon  physiologic 
needs  but  on  the  efficacy  of  rehabilitation. 

Current  experiments  on  maintenance  require  evalu- 
ation over  a prolonged  period  of  time  before  a 
valid  judgment  can  be  made.  It  may  be  that  nar- 
cotic antagonists  such  as  cyclazocine  offer  oppor- 
tunity for  rehabilitation  without  maintaining  the 
patient  on  addicting  drugs.  Likewise,  any  one  of 
several  rehabilitative  experiments  that  do  not  use 
drugs  may  be  found  to  be  effective. 

In  any  case,  at  our  present  state  of  knowledge, 
reports  such  as  this  on  the  medical  complications 
of  addiction  can  best  be  used  not  to  advocate  one 
or  another  of  the  many  rehabilitative  efforts,  but 
rather  to  alert  physicians  and  others  to  these  com- 
plications and  to  subserve  educational  purposes  in 
an  attempt  to  convince  young  persons  in  endemic 
areas  that  illicit  narcotic  users  incur  immense  risks 
of  untoward  reactions  and  infection  that  may  re- 
sult in  irreparable  physical  damage  or  death. 


Treatment  of  Tuberculosis  With  Rifamide  — 

V.  Haegi  (Zurcherische  Heilstatte,  Wald, 
Switzerland)  and  G.  Muller.  Schweiz  Med 
Wschr  97:1011-1014  (Aug  5)  1967. 

The  mechanism  of  action  of  rifamide  is 

described  and  preliminary  findings  regard- 
ing bacteriological  and  radiological  tests 
and  side  effects  in  a group  of  56  patients 
are  reviewed.  Five  patients  with  extensive 
open  and  refractory  tuberculosis  were  treat- 
ed with  a new  oral  form  of  administration — 
Rifamycin  AMP.  Rifamide  is  particularly 
suitable  for  direct  local  administration  as 
monotherapy  in  recent  open  cavernous  tuber- 
culosis of  the  lung. 


Diagnostic  and  Therapeutic  Pioblems  of 
Renal  Tuberculosis  After  20  Years  of 
Chemotherapy  — H.  U.  Gloor  (Dufourstr. 
31,  Zurich,  Switzerland).  Schweiz  Med 
Wschr  97:971-974  (July  29)  1967. 

In  tuberculostatic  treatment  of  urinary 
tuberculosis  over  the  last  20  years,  inactiva- 


tion of  the  process  has  been  achieved  by 
medication  alone  in  131  (76.6%)  of  171 

cases  followed  up  at  periodic  intervals.  Com- 
plementary surgery  was  necessary  in  19  pa- 
tients (nephrectomy,  partial  resection, 
ureter  neostomy).  In  only  15  cases,  chiefly 
among  the  more  recent,  the  process  is  not 
yet  stabilized.  Reference  is  made  to  the  fre- 
quency of  spontaneous  inactivation  of  post- 
primary renal  foci  and  the  resultant  possi- 
bility of  diagnostic  error,  the  role  of  non- 
specific urinary  infections  in  reactivating 
cicatrizing  renal  foci,  and  corticosteroid 
therapy  for  the  prevention  of  stenosing 
ureteral  processes.  The  importance  of 
chemoprophylaxis  in  the  early  stages  of 
local  spread,  ie,  before  bacilli  are  positively 
demonstrated,  is  stressed. 


Study  of  Breast  Parenchyma  by  Mammog- 
raphy in  the  Normal  Woman  and  Those 
With  Benign  and  Malignant  Disease  — 
J.  N.  Wolfe  (Hutzel  Hosp,  Detroit).  Radi- 
ology 89:201-205  (Aug)  1967. 

The  breast  parenchyma  of  3,250  women 
was  studied  by  mammography  in  an  at- 
tempt to  relate  certain  patterns  to  the  nor- 
mal breast,  to  benign  disease,  and  to  malig- 
nant disease.  The  analysis  disclosed  great 
similarities  between  the  normal  women  and 
those  with  benign  disease  in  respect  to  age 
and  parity.  This  parallel  appearance  leads 
one  to  conclude  there  is  a difference  of 
only  a slight  degree  between  the  women 
with  clinically  apparent  mammary  dys- 
plasia such  as  adenosis  and  fibrocystic  dis- 
ease and  the  “normal”  and  that  the  abnorm- 
alities are  developmental  with  their  highest 
incidence  in  the  late  teens  and  early  twen- 
ties. The  roentgenographic  appearance  of 
the  parenchyma  in  malignant  tumor  reveals 
a definite  and  significant  relationship  to 
visible  ducts  within  the  breast,  usually  bi- 
lateral, occasionally  unilateral,  and  nearly 
always  involving  the  remaining  breast  after 
prior  mastectomy.  More  interesting  and 
perhaps  important  is  the  ductal  hyper- 
trophy and  hyperplasia  and  therefore  “can- 
cer risk”  seen  in  women  according  to  the 
degree  of  parity. 
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While  Making  Rounds  — 


1.  Quote  Unquote. 

I made  it  a constant  practice  to  reduce 
or  forgive  my  bills  when  my  patients 
asked  it. 

— Dr.  Benjamin  Rush 

There  is  no  finer  investment  for  any 
community  than  putting  milk  into 
babies. 

— Churchill 

They  came,  and  felt  his  pulse  and  looked 
at  his  tongue,  and  fetched  the  drug- 
store and  emptied  it  into  him.,  and  sat 
down  patiently  to  wait  — for  they  were 
not  paid  by  the  job,  but  by  the  year. 

— Twain 

A person  who  can’t  pay,  gets  another 
person  who  can’t  pay,  to  guarantee 
that  he  can  pay. 

— Dickens 

Art  is  I;  science  is  we. 

— Claude  Bernard 

2.  Words  We  Can  Do  Without. 

Manualized 

Reorientation 

In  excess  of 
Aegis 
Proviso 
Theoretician 

3.  Our  Own  Monthly  Statistical  Report. 

(a)  Annual  spending  on  medical  care: 
$44  billion 

Annual  spending  on  research : over 
$1  billion 

(b)  Babies  born  in  the  U.S.,  in  1966: 
3,629,000 

(c)  20%  of  the  U.S.  population  moves 
annually. 

4.  That’s  What  They  Said. 

“What’s  the  preoperative  diagnosis?’’ 
“Wait  a while  (this  was  during 
laparotomy)  and  we’ll  know  for 
sure.’’ 


“Per  ambulatory.” 

“Deafness  bilaterally.” 

5.  Anniversary  Time. 

December,  1966 — 

Richard  Lower : The  method  observed 
in  transfusing  the  blood  of  one  animal 
into  another  (Philosophical  Trans- 
actions of  the  Royal  Society). 

6.  Section  on  Abbreviations. 

SMSA 

7.  Department  of  Definitions. 

Pi:  What  the  student  thinks  mathe- 

matics should  be  as  easy  as. 

Mouse:  An  animal  which  when  killed 
in  sufficient  numbers  will  produce  a 
Ph.D.  thesis.  (JIR) 

8.  Curiosity  Shop. 

Frightening  thought:  someone  may  be 
rewriting  these  words  in  “Down 
Memory  Lane”  50  years  from  now. 

9.  Lines  That  Caught  Our  Eye. 

“Champagne-cork  injury  to  the  eye.” 
What  a way  to  go. 

“Survival  after  fatal  traffic  accidents.” 
Their  fatal  accidents  aren’t  as  se- 
rious as  ours. 

10.  The  New  Math. 

The  patient  woke  up,  all  right,  but  the 
respiratory  rate  was  zero.  He 
breathed  when  we  asked  him  to ; for- 
tunately, respiration  is  one  thing 
that  the  autonomic  nervous  system 
or  the  central  N.S.  can  accomplish. 
But  otherwise,  he  remained  awake 
and  unbreathing.  A 64th  of  a grain 
of  Dilaudid  had  been  ordered,  and  a 
64th  was  charted  as  having  been 
given.  Then  we  called  the  ward  and 
a voice  said  that  a sixty-fourth  was 
what  the  voice  gave,  all  right.  How 
did  you  make  it,  we  asked,  and  the 
voice  replied,  I gave  two  thirty-sec- 
onds. 

— F.C. 
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Medicinews 

Keeping  athletes  healthy — 

Keeping  athletes  in  top  shape  and  pre- 
venting sports  injuries  were  the  main  topics 
when  coaches,  trainers,  and  other  sports 
authorities  joined  team  physicians  at  the 
Ninth  National  Conference  on  the  Medical 
Aspects  of  Sports  at  Houston,  Texas,  Sunday, 
November  26,  1967. 

The  conference  was  especially  designed  to 
help  team  physicians  maintain  the  health 
of  athletes  in  their  care. 

Morning,  afternoon,  and  evening  sessions 
were  at  the  Hotel  America.  The  confer- 
ence was  sponsored  by  the  American  Medical 
Association’s  Committee  on  the  Medical  As- 
pects of  Sports. 

Featured  speaker  at  a conference  luncheon 
was  Eduardo  Hay,  M.D.,  of  Mexico  City, 
director  general  of  the  Centro  Deportivo 
Olimpico  iMexicano,  who  discussed  prep- 
arations for  the  1968  Olympic  Games. 

A session  later  in  the  day  discussed  the 
U.S.  Olympic  athlete.  Speakers  included 
the  U.S.  Olympic  team  physician  Daniel  F. 
Hanley,  M.D.,  of  Brunswick,  Maine;  the 
U.S.  Olympic  vice  president  Merritt  H.  Stiles, 
M.D.,  of  Spokane,  Wash.,  and  the  executive 
secretary  of  the  National  Athletic  Trainers 
Association,  William  E.  Newell,  R.P.T.,  La- 
fayette, Ind. 

Some  program  highlights; 

The  problem  of  gastroenteritis  is  both  sig- 
nificant and  perplexing  to  athletes  who  need 
to  be  in  top  shape  daily,  at  home  and  on  the 
road.  Clayton  L.  Thomas,  M.D.,  of  Wil- 
braham,  Mass.,  member  of  the  U.S.  Olympic 
Committee’s  Medical  and  Training  Services 
Committee,  discussed  measures  that  can  be 
taken  to  minimize  this  threat. 

The  relationship  of  heart  problems  to  ath- 
letic participation  was  discussed  by  Ken- 
neth D.  Rose,  i\I.D.,  director  of  research  at 
the  University  of  Nebraska  Health  Service, 
Lincoln.  Dr.  Rose  has  done  research  in 
medical  telemetry,  and  discussed  how  the 
heart  actually  responds  during  exercise,  as 
disclosed  by  telemetric  readings. 

Nutrition’s  role  in  enabling  maximum 


physical  perfoiinance  was  the  topic  of  the 
Army’s  authority  on  the  subject,  C.  Frank 
Consolazio,  head  of  the  Bioenergetics  Divi- 
sion of  the  Anny’s  medical  research  and  nu- 
trition laboratories  at  Denver. 

“Foolishness  and  Folklore  in  Sports’’  was 
the  topic  of  Fred  L.  Allman,  Jr.,  M.D., 
of  Atlanta,  president  of  the  American  Col- 
lege of  Sports  ]\Iedicine  and  orthopedic  con- 
sultant for  University  of  Georgia  varsity 
teams. 

Joining  Dr.  Allman  in  a forum  on  Quack- 
ery in  Sports  was  William  M.  Fowler,  Jr., 
M.D.,  of  Los  Angeles,  who  discussed  the 
reasons  for  condemning  use  of  various 
drugs  known  to  be  used  by  some  healthy  ath- 
letes. 

The  physician  who  many  give  credit  for 
converting  “weight  lifting’’  to  “weight 
training’’  as  a beneficial  program  for  physi- 
cal education  and  rehabilitation  and  for  pre- 
venting athletic  injuries  outlined  his  training 
principles.  Thomas  L.  DeLorme,  M.D.,  Bos- 
ton, Mass.,  was  a participant  in  one  of  two 
forums  on  clinical  problems  in  athletics. 

Richard  C.  Schneider,  M.D.,  neurosurgical 
consultant  to  the  University  of  Michigan 
athletic  department,  Ann  Arbor,  discussed 
the  medical  considerations  of  returning 
an  athlete  to  competition  following  a concus- 
sion. 

Other  speakers  in  the  forums  on  clinical 
problems  were  Frank  L.  Raney,  Jr.,  M.D., 
of  San  Francisco,  who  spoke  on  rib  in- 
juries; Robert  E.  Anderson,  M.D.,  of  Ann 
Arbor,  Mich.,  who  reported  his  findings  on 
genito-urinary  injuries,  as  related  to  sports 
participation;  and  Donald  J.  Erickson,  M.D., 
of  the  Mayo  Clinic,  Rochester,  Minnesota. 
Dr.  Erickson  discussed  the  practicality  and 
proper  use  of  various  injuiy-treatment  de- 
vices in  the  athletic  setting. 

Three  afternoon  discussion  sessions  were 
on  the  Olympic  and  the  American  Athlete, 
Specialized  Sports  (sports  parachuting, 
equestrian  sports,  and  sports  judo),  and 
Sports  Cardiology. 

An  evening  forum  discussed  prevention 
of  knee  injuries  in  sports.  Participants 
included  H.  Royer  Collins,  M.D.,  of  Temple, 
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Texas;  Jay  A.  Bender,  Ph.D.,  of  Carbondale, 
Illinois,  and  Joe  W.  King,  M.D.,  of  Houston. 

The  conference  was  held  in  conjunction 
with  the  AMA’s  annual  Clinical  Convention 
in  Houston,  November  26-29,  1967. 


Cornhusker  surgical  conference — 

The  third  annual  Cornhusker  conference 
for  surgeons  was  held  on  November  11, 
1967,  at  the  Lincoln  General  Hospital,  in 
Lincoln,  Nebraska.  The  subject  was  “Ap- 
pendicitis and  its  complications.” 

Easter  Seal — 

Dinah  Shore  has  been  named  1968  Na- 
tional Easter  Seal  Campaign  Chairman.  She 
will  open  the  annual  appeal  of  the  National 
Society  for  Crippled  Children  and  Adults  on 
March  1 and  continue  her  activities  to  April 
14,  Easter  Sunday.  These  will  include  tele- 
vision and  radio  and  personal  appearances 
throughout  the  country.  The  campaign  pro- 
vides the  main  support  for  the  rehabilita- 
tion of  some  237,000  crippled  children  and 
adults  annually. 


DINAH  SHORE 


Cancer  study — 

Certain  types  of  cancer  common  in  Africa 
and  of  theoretical  and  practical  interest 
to  U.S.  cancer  scientists  will  be  studied  in- 
tensively under  the  terms  of  a research  con- 
tract recently  signed  by  U.S.  Public  Health 
Service  and  African  medical  authorities.  The 
study,  a cooperative  venture  by  the  National 
Cancer  Institute,  National  Institutes  of 
Health,  in  Bethesda,  Maryland,  and  Ma- 
kerere  University  College  in  Kampala,  Ugan- 
da, is  expected  to  take  4 years.  Public 
Health  Service  support  for  the  first  year  is 
$65,258. 


Cancer  research — 

Important  leads  for  human  virus-cancer 
research  are  expected  from  a systematic 
search  for  cancer-causing  viruses  in  natur- 
ally occurring  solid  tumors  of  laboratory  ani- 
mals. These  studies  will  involve  a recently 
developed  laboratory  technique  which  makes 
use  of  animal  leumemia  viruses  to  detect 
evidence  of  the  presence  of  solid  tumor  vi- 
ruses. 


Influenza  vaccine  not  necessary  for 
healthy  children — 

Normally  healthy  children  should  not  be 
vaccinated  against  influenza,  despite  current 
predictions  of  increased  outbreaks  of  A2  in- 
fluenza during  the  1967-68  season. 

Only  children  who  may  suffer  severe  com- 
plications from  the  virus  should  receive  flu 
vaccine. 

The  American  Academy  of  Pediatrics  is- 
sued these  guidelines.  The  Academy’s  rec- 
ommendations are  based  on  evidence  that 
currently-available  influenza  vaccines  cause 
feverish  or  other  types  of  reactions  among 
many  children  who  are  vaccinated. 


Cancer  grant  to  AABB — 

The  American  Association  of  Blood  Banks 
disclosed  recently  that  it  has  been  granted 
$633,044  over  a five-year  period  by  the  De- 
partment of  Health,  Education  and  Welfare 
for  workshops  in  blood  and  blood  component 
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therapy  for  physicians  and  medical  person- 
nel servicing  cancer  patients. 

Dr.  George  J.  Hummer  of  Santa  iMonica, 
Calif.,  Association  President,  and  Dr.  John 
A.  Shively  of  Houston,  Tex.,  President-elect, 
will  be  co-directors  of  the  project.  The  first 
workshop  under  it  w'as  held  October  21  at  the 
Americana  Hotel  in  New  York  City  prior 
to  the  Association’s  20th  annual  meeting. 


Changes  in  nursing  education  forecast — 

iMajor  changes  in  nursing  education  were 
forecasted  by  a Columbia  University  edu- 
cator during  a recent  day-long  conference  in 
Chicago  for  state  medical  societies  liaison 
committees  with  nursing  conducted  by  the 
American  Medical  Association’s  Committee 
on  Nursing. 

The  conference  was  aimed  at  stimulating 
interest  in  and  strengthening  state  level 
relationships,  sharing  experiences,  under- 
standing organized  nursing  and  its  goals  . . . 
getting  a comprehensive  view  of  what  has 
and  is  being  done  in  the  area  of  physician- 
nurse  relationships  at  the  state  level,  and  in 
planning  statewide  conferences  based  on  the 
national  AMA-ANA  conferences. 

Forty-six  state  representatives,  along  with 
the  Committee  members  and  AMA  staff  per- 
sonnel heard  Eleanor  C.  Lambertsen,  R.N., 
Ed.D.,  director  of  the  Division  of  Nursing 
Education,  Teachers  College,  Columbia,  U., 
discuss  “Current  Nursing  Education  and 
Practice.’’ 

In  her  presentation  Dr.  Lambertsen  de- 
clared that  the  “health  services  available  to 
the  citizens  of  this  nation  are  being  adverse- 
ly affected  in  both  quantity  and  quality  by 
shortages  of  physicians,  nurses  and  other 
members  of  essential  and  emerging  health 
disciplines.’’ 

Noting  that  the  major  problem  is  that 
of  “talented  manpower,’’  Dr.  Lambertsen 
emphasized  that  the  future  will  see  “more 
clearly  defined  areas  of  nursing  practice 
and  more  clearly  defined  educational  pro- 
grams.’’ 

She  said  she  envisioned  three  levels  of 
workers,  the  clinical  and  general  practi- 


tioners of  nursing,  and  supportive  nursing 
personnel. 

“Attempts  to  solve  the  staffing  problems 
of  nursing  service  departments  in  all  types 
of  health  institutions  has  been  that  of  de- 
claring that  all  types  of  education  lead  to  the 
same  ability  for  practice  and  therefore  lead 
to  indiscriminate  assignments  for  patient 
care,’’  said  Dr.  Lambertsen. 

“The  pattern  coming  into  focus,”  she  as- 
serted, “is  that  of  more  clearly  defined  col- 
laborative roles  between  nurses  and  physi- 
cians in  practice  which  can  only  result  in 
quality  patient  care  services.” 

The  joint  approach  was  presented  in  a re- 
port on  the  “Development  and  Activities  of 
a Joint  Physician-Nurse  Liaison  Committee 
in  the  State  of  Idaho”  by  Sister  M.  Raphael, 
R.N.,  M.S.,  C.S.C,  committee  co-chairman  and 
currently  director  of  the  School  of  Nursing, 
Holy  Cross  Hospital,  Salt  Lake  City,  and 
Joseph  \V.  Marshall,  jM.D.,  a co-chairman  of 
the  Idaho  study,  from  the  Twin  Falls  Clinic 
and  Hospital. 


Head  Start  medical  consultation  program — 

A new  partnership  between  Project  Head 
Start  and  the  pediatricians  of  America  was 
announced  recently  by  the  Office  of  Economic 
Opportunitj"  and  the  American  Academy  of 
Pediatrics. 

Sargent  Shriver,  director  of  OEO,  and 
William  S.  Anderson,  M.D.,  F.A.A.P.,  presi- 
dent of  the  AAP,  in  a joint  statement,  said 
that  the  Academy  will  organize  and  direct 
the  jMedical  Consultation  Program  of  Head 
Start  child  development  programs  in  nearly 
2,000  communities  throughout  the  United 
States. 

The  Academy  has  chosen  Robert  S.  Men- 
delsohn, M.D.,  E.A.A.P.,  a pediatrician  from 
Chicago,  and  formerly  medical  director.  Pro- 
ject Head  Start,  Cook  County  Office  of 
Economic  Opportunity,  to  direct  the  program. 


VA  medical  research  appointment — 

The  appointment  of  Dr.  Thomas  C.  Chalm- 
ers to  head  the  Veterans  Administration’s 
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medical  research  and  education  program  was 
announced  recently  by  Dr.  H.  Martin  Engle, 
VA  Chief  Medical  Director. 

Dr.  Chalmers  is  now  Chief  of  Medical 
Services  at  the  Lemuel  Shattuck  Hospital 
in  Boston,  and  a Professor  of  Medicine  at 
Tufts  University  School  of  Medicine,  as  well 
as  a lecturer  at  Harvard  Medical  School. 

In  his  VA  position  as  Assistant  Chief 
Medical  Director  for  Research  and  Education, 
Dr.  Chalmers  will  be  responsible  for  medical 
research  and  education  throughout  VA’s 
system  of  165  hospitals. 


Weight  reduction — 

The  Executive  Committee  of  the  American 
Society  of  Bariatrics  has  announced  the 
Society’s  endorsement  of  the  American  Medi- 
cal Association’s  Statement  of  Policy  Regard- 
ing Weight  Reduction  Practices. 

In  addition,  the  Society  has  issued  its  own 
statement  of  policy  regarding  weight  re- 
duction practices  which  reads,  in  part: 

“Members  of  the  American  Society  of 
Bariatrics  recognize  that  obesity  is  a pano- 
rama of  diseases  of  multiple  etiologies  and 
with  multiple  signs  and  symptoms.  They 
are  required  by  their  membership  in  the 
American  Society  of  Bariatrics  to  obtain 
a complete  patient  history  including  full  lab- 
oratory and  physical  tests  to  reveal  the 
possibility  and  extent  of  disease  conditions. 

“The  American  Society  of  Bariatrics  is 
opposed  to  physicians  who  do  not  conduct 
their  bariatric  practices  in  accordance  with 
the  above  conditions  and  with  the  standards 
of  the  Society  as  set  forth  in  its  constitution 
and  by-laws.’’ 


The  physician’s  career — 

Despite  the  remarkable  changes  which 
have  occurred  in  patterns  of  medical  practice, 
the  enormous  expansion  of  professional  and 
occupational  resources  on  the  allied  health 
team  and  the  explosive  growth  of  community 
health  services  involved  in  total  health  care 
within  the  past  generation,  few  changes  have 
been  made  in  the  medical  school  curriculum 


to  help  prepare  the  new  physician  to  grasp, 
appreciate  and  meet  these  accelerating  socio- 
economic challenges  once  he  enters  practice. 

As  a step  toward  surmounting  this  educa- 
tional void,  the  American  Medical  Association 
has  developed  a new  publication.  The  Phy- 
sician’s Career,  a 99-page  handbook  intended 
to  serve  as  a teaching  outline  on  medical 
practice  and  community  relations  for  phy- 
sicians and  medical  students. 

More  than  two  years  in  the  making.  The 
Physician’s  Career  was  the  direct  result  of 
suggestions  made  at  recent  meetings  of  the 
House  of  Delegates  that  teaching  outlines  of 
informative  material  on  medical  ethics,  medi- 
cal civics  and  socio-economic  aspects  of  medi- 
cal practice  be  provided  to  medical  schools 
and  medical  societies  for  orienting  students 
and  recent  graduates  to  non-scientific  aspects 
of  the  physician’s  career. 

Fifteen  AMA  departments  and  a task 
force  of  staff  consultants  cooperated  in  pro- 
ducing The  Physician’s  Career,  the  most 
significant  publication  covering  this  broad 
subject  since  Joseph  Gaidand,  M.D.,  Boston, 
introduced  The  Physician  and  His  Practice 
in  1954,  Henry  F.  Howe,  M.D.,  director  of 
the  department  of  Occupational  Health, 
served  as  coordinating  editor. 

Prepared  in  narrative  outline  fonn.  The 
Physician’s  Career  is  comprised  of  15  chap- 
ters, divided  into  two  parts  — The  Practice 
of  Medicine  and  The  Physician  in  the  Total 
Community. 

The  handbook  focuses  upon  the  sharp  tran- 
sition which  has  occurred  since  two  genera- 
tions ago  when  the  unaided  physician  was 
almost  the  only  health  resource  in  the  com- 
munity. 

It  calls  attention  to  the  fact  that  the  short- 
term general  hospital,  once  a place  of  last 
refuge  for  the  terminally  ill,  has  emerged 
into  a highly  organized,  complex  institution 
serving  as  a center  of  medical  practice  and 
providing  the  supporting  services  demanded 
by  modern  medical  care. 

A major  change,  it  points  out,  is  the  rapid 
evolution  of  group  practice.  Since  1948, 
when  3,493  physicians  practiced  in  368 
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groups,  the  number  in  group  practice  had 
more  than  septupled  to  approximately  26,000 
by  1965  and  is  continuing  to  accelerate,  ac- 
cording to  preliminary  information  gathered 
in  a detailed  survey  now  being  conducted 
by  the  AM  A. 

Chapter  topics  of  Part  One  are  Patterns 
of  ]\Iedical  Practice,  Licensure  and  Accredi- 
tations, Organizations  of  the  Health  Profes- 
sions, Medical  Ethics,  Medical  Staff  Organi- 
zation and  Responsibilities,  Teaching  and 
Research,  Business  Aspects  of  Medical 
Practice  and  Medicolegal  Obligations  and 
Relations. 

Chapter  topics  of  Part  Two  are  Commu- 
nity Health  Services,  Voluntary  Health 
Agencies,  Governmental  Health  Programs, 
The  Modern  Public  Health  Movement,  Volun- 
tary Health  Insurance  and  Prepayment 
Plans,  Medical  Cultism  and  Quackery,  and 
Personal,  Family  and  Civic  Responsibilities. 

The  AMA  is  encouraging  state  and  county 
medical  societies  to  utilize  The  Physician’s 
Career  as  a springboard  of  ideas  for  orien- 
tation seminars  for  newly  installed  members. 
Copies  are  being  provided  free  to  members 
of  this  year’s  senior  medical  school  classes. 
Review  copies  are  being  sent  to  all  state  and 
county  medical  societies  and  medical  schools. 

For  others,  single  copies  are  available  at 
75  cents  each  from  the  AMA  Order  Depart- 
ment (90  cents  to  those  in  all  countries  ex- 
cept the  U.S.,  its  possessions,  Canada  and 
Mexico).  A reduced  price  of  45  cents  a copy 
has  been  set  for  medical  students,  interns, 
and  residents. 


Dr.  Rose  Spoke  at  Houston — 

Kenneth  D.  Rose,  M.D.,  of  Lincoln,  spoke 
at  the  9th  National  Conference  on  the 
Medical  Aspects  of  Sports  here  Sunday,  Nov. 
26,  1967. 

Dr.  Rose  presented  a paper  on  “The 
Relationship  of  Cardiac  Problems  to  Athletic 
Participation”  as  part  of  a discussion  on 
sports  cardiology. 

The  conference,  at  Hotel  America,  was  es- 
pecially designed  for  the  team  physician  and 


the  practitioner  who  has  athletes  among  his 
patients.  It  was  sponsored  by  the  AMA’s 
Committee  on  the  Medical  Aspects  of  Sports. 

Topics  at  morning,  afternoon,  and  evening 
sessions  included  clinical  problems  in  ath- 
letics, sports  cardiology,  knee  injuries  in 
sports,  the  1968  Olympic  Games  in  Mexico 
City,  and  specialized  sports. 

Featured  speaker  at  a luncheon  was 
Eduardo  Hay,  M.D.,  of  Mexico  City,  director 
general  of  the  Centro  Deportivo  Olimpico 
Mexicano,  who  discussed  preparations  for 
the  1968  Olympic  Games. 


Cancer  booklet — 

Current  methods  of  treating  cancer  by 
surgery,  radiotherapy  and  chemotherapy  are 
described  in  a 20-page  booklet,  “Treating 
Cancer,”  issued  for  the  general  public  by 
the  Public  Health  Service,  U.S.  Department 
of  Health,  Education,  and  Welfare.  A gen- 
eral revision  of  an  earlier  version  by  the  same 
title,  it  was  prepared  by  the  National  Cancer 
Institute,  National  Institute  of  Health. 

The  booklet  discusses  new  operating  room 
techniques  that  facilitate  a surgical  patient’s 
rapid  recovery,  and  describes  recent  advances 
in  patient  care  and  rehabilitation.  Various 
approaches  to  radiotherapy,  including  conven- 
tional X-ray,  supervoltage  irradiation  and 
radioactive  isotopes  are  reviewed. 

Chemotherapy  or  drug  treatment  of  far 
advanced  and  widely  disseminated  cancer  un- 
responsive to  surgery  or  radiotherapy  is 
described.  The  new  booklet  also  includes 
a chapter  on  cancer  diagnosis,  citing  the 
importance  of  early  recognition  of  cancer  and 
referring  to  several  recently  developed  diag- 
nostic tests.  A glossary  of  technical  tenns 
relating  to  cancer  is  appended. 

Single  copies  of  “Treating  Cancer”  (PHS 
Publication  No.  690)  are  available  without 
charge  from  the  Public  Health  Service,  Wash- 
ington, D.  C.  20201.  The  booklet  may  be 
bought  in  quantity  from  the  Superintendent 
of  Documents,  U.S.  Government  Printing 
Office,  Washington,  D.  C.  20402  at  20  cents 
a copy. 
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Our  Medical  Schools 

The  fetal  heart  rate — 

Interpretation  of  the  fetal  heai't  rate  was 
discussed  by  a member  of  the  department 
of  obstetrics  at  the  University  of  Nebraska 
Medical  Center.  Dr.  Andrew  J.  Krapohl 
lectured  at  a meeting  of  the  Omaha  Midwest 
Clinical  Society  on  techniques  used  in  the 
obstetric  physiology  laboratory  of  Dr.  Rober- 
to Caldeyro-Barcia  in  Uruguay.  Dr.  Krapohl 
spent  the  first  eight  months  of  this  year 
studying  with  the  eminent  obstetrician  at 
the  University  of  the  Republic  in  Montevideo. 

Although  doctors  have  been  listening  to 
fetal  heart  sounds  for  years,  Dr.  Krapohl 
said  they  have  not  understood  the  meaning 
of  heart  rate  variations.  But,  at  Dr.  Caldey- 
ro-Barcia’s  laboratory  researchers  have  es- 
tablished what  the  various  patterns  of  fetal 
heart  rate  mean.  By  studying  the  biochem- 
istry of  the  fetus,  the  scientists  have  been 
able  to  identify  certain  patterns  of  fetal 
heart  rate  associated  with  fetal  distress.  Dr. 
Krapohl  said  they  use  the  same  method  of 
listening  to  fetal  heart  sounds  — a stetho- 
scope placed  on  the  mother’s  abdomen. 

Dr.  Lynch  department  chairman — 

Dr.  Henry  T.  Lynch,  a physician  widely 
recognized  for  his  work  with  cancer  genetics, 
has  become  head  of  the  Department  of  Pre- 
ventive Medicine  and  Public  Health  at  the 
Creighton  University  School  of  Medicine.  He 
will  also  hold  the  rank  of  associate  professor. 

Before  coming  to  Creighton,  Dr.  Lynch 
was  assistant  professor  of  biology  and 
assistant  internist.  Department  of  Medicine, 
at  the  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  Tex- 
as. He  is  author  of  the  book.  Hereditary 
Factors  in  Carcinoma,  and  has  authored  and 
co-authored  more  than  40  articles  concerning 
medical  genetics  since  1959. 

Estradiol  and  rats:  U of  N — 

The  biochemical  activity  connected  with 
the  rapid  growth  of  the  uterus  during  the 
female  cycle  is  being  explored  at  the  Univer- 
sity of  Nebraska  Medical  Center. 

Dr.  Kenneth  Barker,  assistant  professor  in 


the  department  of  biochemistry,  said  the 
results  of  his  research  should  also  yield 
preliminary  information  about  the  biochem- 
istry of  other  rapid  growing  tissues  such  as 
in  cancer,  healing  tissues,  and  blood  forma- 
tion. 

The  female  ovary  manufactures  hormones 
which  regulate  the  vital  metabolic  processes 
in  the  womb  necessary  for  fertilization  of 
the  ovum  and  nurturing  the  developing  fetus. 
One  of  these  hormones  is  estradiol,  normally 
produced  just  prior  to  ovulation.  Is  is  estra- 
diol which  causes  the  uterus  to  grow  rapidly 
in  preparation  for  the  soon-to-be  released 
ovum. 

Each  week  Dr.  Barker  injects  some  three 
dozen  white  rats  with  estradiol.  He  said  the 
transfer  of  his  findings  to  humans  would  not 
be  done  in  his  research,  but  might  be  followed 
through  by  the  University’s  department  of 
obstetrics  and  gynecology,  in  which  he  also 
holds  the  rank  of  assistant  professor  of 
research. 

Grants  to  Creighton — 

Two  grants  totaling  $49,095  have  been 
received  by  the  Creighton  University  School 
of  Medicine  from  the  United  States  Public 
Health  Service. 

Dr.  Alfred  W.  Brody,  Professor  of  Medi- 
cine, will  study  circulatory  volume  with  an 
award  of  $34,024. 

A grant  of  $15,069  will  be  used  by  Dr. 
Andor  Szentivanyi,  Chairman  of  the  Depart- 
ment of  Microbiology,  for  allergy  studies. 

Infectious  diseases — 

Three  representatives  of  the  Infectious 
Disease  Laboratories  of  the  University  of 
Southern  California  in  Los  Angeles  will  speak 
at  the  continuing  education  course  on  infec- 
tious diseases  at  the  University  of  Nebraska 
Medical  Center  December  8 and  9,  1967. 

Dr.  P.  F.  Wehrle,  professor  and  chairman 
of  the  department  of  pediatrics  at  the  Univer- 
sity of  Southern  California,  will  speak  on 
current  recommendations  for  the  use  of 
standard  vaccines,  management  of  the  am- 
bulatory patient  with  acute  tonsillitis  or  otitis 
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media,  and  diagnosis  and  treatment  of  bac- 
terial meningitis. 

The  prevention,  recognition  and  treatment 
of  complications  of  smallpox  vaccination, 
meningoccal  infections,  and  the  emergence 
of  sulfadiazine  resistant  meningocci  will  be 
topics  of  Dr.  J.  M.  Leedom,  associate  pro- 
fessor of  internal  medicine  at  the  University 
of  Southern  California. 

Dr.  Bernard  Portnoy,  associate  professor 
of  pediatrics  at  Southern  California,  will  dis- 
cuss two  new  vaccines  soon  to  reach  the 
practitioner,  virus  infections  of  the  central 
nervous  system,  and  diagnosis  and  manage- 
ment of  lower  respiratory  infections  in 
children. 

Registration  fee  of  $4-0  includes  two 
luncheons.  The  course  carries  twelve  hours 
of  AAGP  credit.  Sessions  will  be  held  in 
the  Eppley  Institute  auditorium,  42nd  and 
Dewey  St.,  Omaha,  Nebraska. 

Dr.  J.  Calvin  Davis,  assistant  professor 
of  medicine  and  preventive  medicine  at  the 
University  of  Nebraska,  is  coordinator  of  the 
course. 

New  professor  at  Eppley — 

The  University  of  Nebraska  Medical  Center 
has  appointed  Dr.  Philippe  Shubik  as  Eppley 
Professor  of  Oncology  and  director  of  the 
Eugene  C.  Eppley  Institute  for  Research  in 
Cancer  and  Allied  Diseases. 

Dr.  Shubik,  an  experimental  pathologist, 
has  been  director  of  the  Chicago  Medical 
School  Institute  for  Medical  Research.  His 
appointment  to  the  Nebraska  faculty  will  be 
effective  July  1,  1968. 

Dr.  Shubik  heads  one  of  the  largest  en- 
vironmental cancer  research  teams  in  the 
world. 

He  expects  to  move  most  of  his  team  to 
the  University  of  Nebraska  Medical  Center. 

Dr.  Shubik  succeeds  Dr.  Henry  Lemon 
as  director  of  the  Eppley  Institute.  Dr. 
Lemon  will  become  director  of  the  Division 
of  Oncology  in  the  Department  of  Internal 
Medicine  at  the  medical  center. 

Dr.  Shubik,  46,  was  born  in  London  and 
received  his  doctor  of  philosophy  and  medical 


degrees  from  the  University  of  Oxford. 
After  serving  on  the  faculty  at  Oxford,  he 
came  to  the  United  States  in  1949  to  join  the 
Northwestern  University  Medical  School.  He 
moved  to  the  Chicago  Medical  School  in  1950. 

Dr.  Shubik’s  primary  research  interest  is 
the  identification  and  study  of  chemical  sub- 
stances in  the  environment  that  induce 
cancer. 

His  staff  includes  experimental  patholo- 
gists, physiologists,  organic  chemists,  bio- 
chemists and  veterinarians.  The  research 
team  of  more  than  100  includes  20  scientists 
on  the  doctoral  level. 

The  Eppley  Foundation  made  the  original 
gift  to  construct  and  staff  the  cancer  insti- 
tute ; and  last  year  strengthened  the  program 
by  an  initial  gift  to  construct  the  Eppley 
Radiation  Research  Center,  now  nearing 
completion,  and  to  endow  partially  three 
professorships  in  the  field  of  cancer. 

Dr.  Shubik  has  held  key  positions  on  a 
number  of  national  and  international  scien- 
tific committees.  He  is  chairman  of  the 
Committee  on  the  Quantitative  Aspects  of 
Environmental  Carcinogenesis,  International 
Union  Against  Cancer;  a consultant  to  the 
Director  of  the  National  Cancer  Institute; 
chairman  of  the  Discussion  Group  of  Bioas- 
say Procedures  and  Related  Problems  in 
Carcinogenesis.  He  is  a member  of  special 
committees  of  the  American  Cancer  Society, 
National  Academy  of  Sciences,  National  In- 
stitutes of  Health,  World  Health  Organiza- 
tion, International  Union  Against  Cancer, 
and  the  Food  and  Drug  Administration. 


Creighton  frosh — 

The  82  freshmen  who  entered  the  Creigh- 
ton University  School  of  Medicine  this  fall 
were  chosen  from  1,336  applicants,  and  rep- 
resent 17  states. 

Seventeen  of  the  entering  students  are 
Nebraskans,  and  ten  come  from  Iowa.  The 
average  student  has  a premedical  grade  av- 
erage of  3.12,  based  on  a 4.00  system. 

Fathers  of  12  Creighton  medical  freshmen 
are  physicians. 
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Welcome,  New  Members 


Beck,  William,  M.D.  Hastings 

Bianchine,  Quinton,  M.D Hastings 

Collins,  R.,  M.D.  Lincoln 

Douthit,  John,  M.D.  Hastings 

Osborne,  G.,  M.D ...Hastings 

Pogue,  Oliver,  M.D Lincoln 

Robbins,  Carrie,  M.D.  Lincoln 

Rogers,  Donald,  M.D .....Lincoln 

Snyder,  Dwight,  M.D Lincoln 


^ccxclcanxf 

Report  on  1967  Conference  and  Workshop  for 
North  Central  Region — 

The  24th  annual  conference  of  state 
presidents,  presidents-elect,  national  officers 
and  chairmen  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  was  held 
in  Chicago,  Illinois,  October  8th  to  the  11th, 
1967.  Mental  health,  the  health  manpower 
crisis,  sex  education,  home-centered  health 
care  and  international  health  were  among  the 
subjects  discussed  at  this  conference. 

The  conference  opened  Sunday  evening, 
with  four  regional  dinners.  Mrs.  A.  L.  Smith, 
Sr.,  Auxiliary  president,  and  Mrs.  P.  B. 
Olsson,  president-elect,  attended  the  North 
Central  Regional  dinner,  with  Mrs.  John  D. 
Dickie,  Toledo,  Ohio,  regional  vice-president, 
presiding.  At  this  meeting,  Mrs.  Smith  had 
an  opportunity  to  give  the  group  information 
about  our  Nebraska  Homemaking  Unlimited 
bus  and  the  request  of  the  National  Auxiliary 
that  the  bus  be  present  at  the  San  Francisco 
AMA  convention  in  June,  1968,  if  the  neces- 
sary arrangements  could  be  made  with  the 
San  Francisco  Chamber  of  Commerce  for 
placement  of  the  bus. 

Mrs.  Karl  F.  Ritter,  Lima,  Ohio,  president, 
opened  the  Monday  session.  Dr.  Ernest  B. 
Howard  delivered  the  keynote  address.  Some 
of  the  amazing  data  given  by  Dr.  Howard: 
Medicine  is  the  third  largest  industry,  with 
agriculture  and  construction  leading.  By 
1975,  Medicine  will  be  the  largest  industry 
in  both  money  expended  and  manpower  em- 
ployed. 


Also  speaking  on  Monday  was  Dr.  Roy 
Ritts,  Director  of  Medical  Research  for  the 
AMA.  His  subject  was  the  Institute  for 
Biomedical  Research  supported  by  the  AMA- 
ERF.  Of  great  interest  was  Dr.  Ritts’  dis- 
cussion of  some  of  the  research  areas  at  the 
Institute,  which  included  the  peripheral  and 
central  nervous  systems,  involving  work  on 
what  makes  us  think  and  how  we  remember, 
virology,  experimental  ecology,  working  to- 
ward a new  approach  to  the  treatment  of 
infectious  diseases,  even  in  the  prevention  of 
them,  and  the  transplantation  of  tissues  and 
organs  in  an  effort  to  discover  why  some 
transplants  are  rejected. 

Following  presentation  of  material  on 
membership,  auxiliary  projects,  AMA  blood 
program,  and  first  aid,  the  group  heard  Dr. 
Dwight  Wilbur,  AMA  president-elect,  who 
was  guest  speaker  at  the  Monday  luncheon. 
The  subject  of  Dr.  Wilbur’s  discussion  was 
“The  Woman’s  Auxiliary  and  the  Health 
Manpower  Crisis.’’  He  emphasized  that  the 
future  of  health  care  must  be  protected  by 
making  sure  we  can  control  the  cost  and  plan 
ways  to  meet  the  demand  for  people  in  the 
health  professions  and  occupations.  Dr.  Wil- 
bur stressed  the  importance  of  the  work 
done  by  the  Auxiliaries,  particularly  where 
there  is  close  cooperation  between  the  Medi- 
cal Society  and  its  auxiliary. 

In  the  afternoon.  Dr.  A.  Rex  Kirkley, 
assistant  manager  of  AMA’s  Washington 
office,  encouraged  the  auxiliary  to  work  with 
their  husbands  as  a team,  and  become  more 
active  in  legislative  matters  at  home,  because 
the  prime  results  are  achieved  on  the  state 
level.  Over  3000  health  oriented  bills  have 
been  passed  by  this  Congress,  and  12  billion 
dollars  appropriated  for  health. 

Following  this,  information  was  given  on 
home-centered  health  care,  with  a discussion 
of  the  different  phases  of  this  program. 

AMPAC  sponsored  the  dinner  that  evening, 
where  Representative  Robert  H.  Michel  of 
Illinois  talked  on  “You  and  Politics.”  Here 
again,  the  work  of  the  auxiliary,  working 
with  the  State  Medical  Associations  as  a 
team,  was  praised  and  encouraged.  He  stated 
his  largest  single  contribution  came  from  the 
Illinois  branch  of  AMPAC;  he  feels  strongly 
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that  it  is  better  for  the  doctor  and  his  family 
to  contribute  to  AMPAC  rather  than  to  var- 
ious candidates,  because  the  amount  contribu- 
ted by  AMPAC  can  be  so  meaningful  in  the 
larger  amount. 

On  Tuesday  morning,  the  following  topics 
were  covered:  “ABC’s  of  the  Presiding  Offi- 
cer,” “Health — Careers  200  Plus,”  “M.D.’s 
Wife,”  and  “The  Womanly  Art  of  Self  De- 
fense” by  Paul  Boesch,  author,  sports  com- 
mentator, and  nationally  recognized  authority 
on  self-defense.  He  has  published  a paper- 
back book  by  the  same  title.  This  was  a 
most  worthwhile  talk,  and  reading  the  book 
could  not  help  but  be  beneficial  to  every 
person,  particularly  women  and  girls. 

The  afternoon  was  devoted  to  a series  of 
fireside  chats  chaired  by  AMA-ERF,  Com- 
munity Health,  Health  Careers,  Home  Cen- 
tered Health  Care,  International  Health 
Activities,  Legislation,  Membership,  Mental 
Health,  and  Safety  Disaster  Preparedness 
Chairmen. 

On  Wednesday  morning,  there  was  a tour 
of  the  AMA  headquarters  and  the  Biomedical 
Institute.  The  remainder  of  the  morning  was 
devoted  to  discussion  of  International  Health 
Activities,  Med-Aid,  and  a film  entitled 
“Parent  to  Child  about  Sex.” 

Mrs.  Dean  McGee  of  Lexington,  State 
Legislative  Chainnan,  and  Mrs.  Leland  Olson, 
Omaha,  State  AMA-ERF  Chairman,  joined 
Mrs.  Smith  and  Mrs.  Olsson  in  attending 
the  North  Central  Regional  Workshop.  The 
first  day,  presentation  of  useful  material 
was  made  by  the  Chairmen  of  Membership, 
AMA-ERF,  Legislation,  Health  Careers,  In- 
ternational Health  Activities,  Home-Centered 
Health  Care,  and  Publications.  On  Friday, 
there  were  discussion  groups  for  state  chair- 
men, with  the  national  chairmen  of  the  above 
named  departments  presiding.  Mrs.  Smith 
attended  the  International  Health  Group  and 
Mrs.  Olsson  attended  the  session  for  editors 
of  state  auxiliary  publications. 

All  About  Us 

Doctor  Charles  W.  McLaughlin,  Jr.,  Omaha, 
has  been  elected  Chairman  of  the  Board  of 


Governors  of  the  American  College  of  Sur- 
geons. 

Doctor  John  Latenser,  Omaha,  recently 
addressed  the  Lincoln  County  Medical  Society 
in  North  Platte. 

Doctor  Wayne  K.  Weston,  Lexington,  has 
been  named  City  Physician  by  Lexington’s 
City  Council. 

Doctor  Howard  D.  Herrick,  fonnerly  of 
Auburn,  California,  has  been  appointed  new 
Clinical  Director  at  the  Norfolk  State  Hos- 
pital. 

Doctor  C.  Lee  Retelsdorf,  Omaha,  has  as- 
sumed Presidency  of  the  Nebraska  Chapter 
of  the  American  Academy  of  General 
Practice. 

Doctor  Michael  A.  Breiner  has  returned 
to  York  to  begin  his  medical  practice  associ- 
ated with  Doctors  Darroll  Loschen  and  Rich- 
ard Brouillette. 

Doctor  John  D.  Hartigan,  Omaha,  was  re- 
cently installed  President  of  the  Omaha- 
Douglas  County  Medical  Society.  Doctor 
John  D.  Coe  was  announced  as  the  President- 
Elect. 

The  following  Nebraska  physicians  were 
inducted  into  the  American  College  of  Sur- 
geons recently  in  Chicago:  Doctors  Donald 
W.  Kingsley,  Jr.,  Hastings ; John  H.  Bancroft, 
Kearney;  Gordon  D.  Adams,  Norfolk;  Ray- 
mond C.  Doberneck,  Omaha ; Richard  S. 
Greenberg,  Omaha ; Clif  S.  Hamilton,  Omaha ; 
Carl  W.  Sasse,  Jr.,  Omaha;  and  Lloyd  R. 
Schultz,  Omaha. 


Down  Memory  Lane 

1.  A meeting  of  the  Nebraska-Iowa  Pedi- 
atric Society  was  held  in  Omaha,  November 
20th.  Dr.  A.  E.  Guenther  presented  a paper 
on  “The  Physiology  of  Ductless  Glands.” 

2.  The  vaginal  route  is  the  rational  meth- 
od of  pelvic  surgery. 

3.  Members  are  requested  to  note  the 
splendid  list  of  Nebraska  physicians  who  are 
doing  their  bit  in  the  present  crisis. 

4.  A group  of  80  to  100  women  when 
actually  working  66  hours  a week  and  nomi- 
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nally  74.8  hours,  their  relative  hourly  pro- 
duction was  100  and  their  relative  gross 
production  100. 

5.  Every  time  we  have  a chance  to  make 
an  exploratory  incision  during  a necessary 
operation  on  the  contents  or  supports  of  the 
pelvic  and  abdominal  cavities,  we  should 
make  it. 

6.  Diseases  like  typhoid,  measles,  pneu- 
monia, etc.,  all  infectious  or  contagious,  or 
both,  with  appalling  death  rates  and  sequelae 
and  for  which  no  permanent  artificial  im- 
munity is  known  are  not  quarantined.  Ob- 
servation throughout  the  state  will  show 
anyone  that  the  smallpox  quarantine  is  a 
“howling  farce.”  One  of  its  chief  effects 
is  to  cause  local  fights  between  doctors  as  to 
whether  it  is  smallpox  or  chickenpox. 

7.  Hospital  units  which  have  been  sent 
abroad  by  the  Red  Cross  have  been  equipped 
by  voluntary  subscription.  A complete 
equipment  would  cost  $150,000.  A reason- 
able working  equipment  may  be  secured  for 
from  $50,000  to  $75,000. 

8.  It  has  been  said  that  we  wake  ourselves 
up  with  caffein,  move  our  bowels  with  a 
cathartic,  insure  an  appetite  with  a cocktail 
and  seek  rest  from  the  day’s  fatigue  in 
nicotin  and  put  ourselves  to  sleep  with  an 
opiate. 

9.  Twenty-five  per  cent  of  our  members 
have  enlisted  in  the  medical  service  and  more 
are  to  go. 

10.  Cancer  of  the  uterus  is  a surgical 
lesion  and  demands  early  surgical  interven- 
tion. 

— Nebraska  State  Medical  Journal 
December,  1917 

Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS  — 

December  2 — North  Platte,  Elks  Club 

December  16  — Falls  City,  Elks  Club 

January  6 — Cozad,  Elks  Lodge 

January  13  — Norfolk,  Elks  Lodge 


FIRST  INTERNATIONAL  CONFERENCE 
ON  PREMATURITY  — Sponsored  by  the 
AMA  Committee  on  Maternal  and  Child 
Care,  January  11-13,  1968,  at  Pier  66, 
Ft.  Lauderdale,  Florida.  Write  to:  Wes- 
ley J.  Duiker,  Secretary,  Committee  on 
Maternal  and  Child  Care,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 


SOCIETY  FOR  CRYO-OPHTHALMOLOGY 
— Statler  Hilton  Plaza  Hotel,  Miami 
Beach  Florida,  January  14  to  18,  1968. 
Write  to:  Dr.  John  Bellows,  Secretary,  30 
North  Michigan  Avenue,  Chicago,  Illinois 
60602. 


THE  COMMUNITY  AND  EMERGENCY 
MEDICAL  SERVICES,  National  Confer- 
ence — Sponsored  by  the  AMA  Commit- 
tee on  Emergency  Medical  Services;  San 
Francisco  Hilton  Hotel,  San  Francisco, 
California,  January  18-20,  1968.  Write  to: 
AMA  Department  of  Hospital  and  Medical 
Facilities,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


ASPEN  CONFERENCE  ON  THE  NEW- 
BORN — Children’s  Hospital,  Denver,  will 
present  the  Aspen  Conference  on  the  New- 
born at  the  Aspen  Institute  for  Humanistic 
Studies  on  February  5,  6,  and  7,  1968. 
Morning  seminars  and  discussions  will  be 
led  by  Jerold  F.  Lucey,  M.D.,  Professor 
of  Pediatrics,  University  of  Vermont; 
Thomas  K.  Oliver,  Jr.,  M.D.,  Professor 
of  Pediatrics,  University  of  Washington; 
and  Edward  J.  Quilligan,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics, 
Yale  University.  Afternoons  will  be  open. 
Registration  fee  is  $40.00.  Registration 
will  be  limited  to  insure  an  infonnal 
meeting.  For  further  information  write: 
Aspen  Conference  on  the  Newborn,  Chil- 
dren’s Hospital,  19th  Avenue  at  Downing, 
Denver,  Colorado  80218. 


MID-WINTER  MEETING,  BOARD  0 F 
COUNCILORS  — February  16, 1968,9:30 
a.m..  Holiday  Inn,  Kearney,  Nebraska. 
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MID-WINTER  MEETING,  HOUSE  0 F 
DELEGATES  — February  17,  18,  1968, 
9:30  a.m..  Holiday  Inn,  Kearney,  Nebraska. 

AMERICAN  COLLEGE  OF  SURGEONS  — 
First  of  three  1968  Section  IMeetings,  Dal- 
las, February  19-21,  1968.  The  address  of 
the  A.C.S.  is  55  East  Erie  Street,  Chicago, 
Illinois  60611. 

AMERICAN  INDUSTRIAL  HEALTH  — 
1968  Conference;  April  22-25,  in  San  Fran- 
cisco, with  headquarters  at  the  Hilton 
Hotel.  Write  to:  American  Industrial 

Health  Conference,  55  East  Washington 
Street,  Chicago,  Illinois  60602. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 100th  ANNUAL  SESSION  April 
29  - May  2,  inclusive.  Hotel  Cornhusker, 
Lincoln,  Nebraska. 

CHILDREN’S  MEMORIAL  HOSPITAL— 
Omaha,  Nebraska:  Eighth  Annual  Post- 
graduate Seminar;  “Current  trends  in 
immunology  and  dermatology  in  children; 
June  7 & 8,  1968.  Write  to:  Theodore 
Pfundt,  M.D.,  Medical  Director,  Children’s 
Memorial  Hospital,  Omaha,  Nebraska 
68105. 


Microbiological  Studies  of  Air  in  the  Operat- 
ing Room  — C.  R.  Ford,  D.  E.  Peterson, 
and  C.  R.  Mitchell  (VA  Hosp,  Salt  Lake 
City).  J Surg  Res  7:376-382  (Aug)  1967. 

Contamination  of  operating  room  air  by 
bacterial  organisms  fluctuates  in  direct  rela- 
tionship to  human  activity  in  a given  operat- 
ing room.  In  a three-year  study  period  the 
clean-wound  infection  rate  was  3.14%.  Air 
contamination  in  operating  rooms  varied 
between  1.5  and  18.3  microorganisms/cu 
ft  depending  on  the  human  activity  present. 
The  peak  incidence  of  microorganisms  in  the 
air  was  between  8:00  a.m.  and  11:00  a.m. 
There  was  a precipitous  rise  of  organisms 


as  personnel  began  activity,  and  a rapid 
drop  in  afternoon  hours  as  personnel  activ- 
ity diminished.  Concentrations  of  patho- 
genic organisms  in  the  air  of  operating  rooms 
is  small,  but  their  presence  is  without  ques- 
tion. Airborne  pathogens  can  and  do  con- 
taminate and  occasionally  infect  the  clean 
surgical  wound.  Traffic  control  in  operating 
rooms  is  a valid  recommendation. 


Cypenamine  Treatment  of  Mentally  Retard- 
ed Children  — A.  A.  Kurland  et  al  (Spring 
Grove  State  Hosp,  Baltimore).  Curr  Ther 
Res  9:293-297  (June)  1967. 

The  drug  2-phenylcyclopentylamine  hydro- 
chloride was  given  for  eight  weeks  to  ten 
mentally  retarded  boys  to  test  its  effect  on 
specific  symptom  areas.  The  initial  daily 
dose  of  50  mg  during  the  first  week  was  in- 
creased by  50  mg  each  succeeding  week  until 
a daily  dose  of  400  mg  was  reached.  Im- 
provement was  noted  in  responsiveness,  co- 
operativeness, academic  skills,  attitude  to- 
ward school,  and  attention  span.  Some  im- 
provement was  seen  in  verbalization  but  lit- 
tle change  in  personal  appearance. 


Role  of  Surgery  in  the  Cure  of  Lung  Cancer 

— K.  R.  Boucot,  D.  A.  Cooper,  and  W. 

Weiss  (311  S Juniper  St,  Philadelphia). 

Arch  Intern  Med  120:168-175  (Aug)  1967. 

One  hundred  and  five  lung  cancers  have 
been  detected  through  semiannual  screening 
of  6,069  men  whose  chest  films  showed  no 
evidence  of  tumor  at  the  start  of  observa- 
tion. The  five-year  survival  rate  was  5% 
from  histological  diagnosis  and  7%  from  the 
date  on  which  the  cancer  was  first  suspected 
on  X-ray  films.  The  study  was  limited  to 
52  men  who  were  sufficiently  cooperative  to 
have  an  interval  of  6 to  12  months  between 
the  last  negative  and  the  first  abnormal  film. 
Twenty-four  of  these  men  had  resections  and 
six  died  postoperatively.  The  best  possible 
five-year  survival  rate  for  the  23  men  with 
“curative”  resections  will  be  26%  if  all  seven 
men  alive  in  this  group  survive  five  years 
after  detection. 
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LAB  STI 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differentia!  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology- long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are; 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  ail  3 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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IIUHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THI 
CUNICAL  PROHLE 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  Warn  against 
hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  administering  to  addiction-prone  patients  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug 
and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
child  bearing  age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards.  i 

Precautions:  in  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective  amount,  increasing 
gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other  psychotropics  is  not  recommended.  Paradoxical 
reactions  have  been  reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function,  impending 
depression  and  suicidal  tendencies.  j 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  dosage  ranges.  Syncope 
occurs  rarely.  Also  encountered  are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop  occasionally,  making  periodic  i 
blood  counts  and  liver-function  tests  advisable  during  protracted  therapy.  Individual  maintenance  dosages  should  be  j 
determined. 

Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories  . Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.J.  07110 


At  Christmas  play 

And  make  good  cheer, 
For  Christmas  comes 
But  once  a year. 
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Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

Robert  J.  Morgan,  Alliance  President 

Frank  H.  Tanner,  Lincoln  President-Elect 

George  B.  Salter,  Norfolk  Vice  President 

Paul  J.  Maxwell,  Lincoln  Secretary-Treasurer 

Kenneth  Neff,  Lincoln  Executive  Secretary 


BOARD  OF  TRUSTEES 

R.  Russell  Best  Omaha 

Carl  Frank  Scottsbluff 

Paul  J.  Maxwell Lincoln 

H.  V.  Nuss Sutton 

George  B.  Salter  Norfolk 


Delegates  — Earl  Leininger.  McCook  ; J.  R.  Schenken,  Omaha 
Alternates  — W.  C.  Kenner,  Nebraska  City ; H.  S.  Morgan,  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


Paul  M.  Bancroft,  Chm. Lincoln 

A.  A.  Ashby Geneva 

Walter  Benthack  Wayne 

Leo  T.  Heywood  Omaha 

C.  B.  Dorwart Sidney 

MEDICOLEGAL  ADVICE 
COMMITTEE 

John  Gilligan,  Chm. Nebraska  City 

James  F.  Kennedy  Alliance 

0.  A.  Kostal  Hastings 

STANDING  COMMITTEES 
Advisory  to  Auxiliary 
E.  G.  Brillhart,  Chm.  Columbus 

G.  Kenneth  Muehlig  Omaha 

Clinton  B.  Dorwart  Sidney 

Otis  Miller  Ord 

J.  Whitney  Kelley  Omaha 

John  A.  Brown  III Lincoln 

Allied  Professions 

Wm.  T.  Griffin,  Chm.  Lincoln 

Wm.  Doering  Franklin 

Otis  Miller  Ord 

Kenneth  R.  Dalton  Genoa 

Wallace  E.  Engdahl Omaha 

E.  G.  Brillhart  Columbus 

Blood  and  Blood  Products 

Harlan  Papenfuss,  Chm.  Lincoln 

Richard  Gentry  Falls  City 

Donald  P.  Skoog Omaha 

W.  O.  Brown  Scottsbluff 

Arthur  Larsen  Omaha 

Harold  Dahlheim  Norfolk 

Cancer 

Leo  T.  Heywood,  Chm. Omaha 

Howard  Hunt  Omaha 

S.  M.  Rathbun  Beatrice 

Henry  M.  Lemon Omaha 

Wm.  V.  Glenn  Falls  City 

Robert  Hillyer  Lincoln 

Civil  Defense  and  Disaster 

Russell  C.  Brauer,  Chm. Lincoln 

J.  P.  Heinke Scottsbluff 

John  G.  Wiedman  Lincoln 

1.  M.  French Wahoo 

Max  M.  Raines North  Platte 

R.  E.  Penry  Hebron 

Constitution  and  By-Laws 

H.  D.  Kuper,  Chm. Columbus 

William  Gentry  Gering 

Samuel  Moessner  Lincoln 

Houtz  Steenburg  Aurora 

R.  L.  Cassel  Fairbury 

Barney  Rees  Omaha 

Continuing  Committee  on 
Medical  Practice 

W.  R.  Miller,  Chm. Columbus 

Guy  Matson  Lincoln 

Robert  W.  Herpolsheimer  Seward 

Bryce  Shopp  Imperial 

Richard  DeMay Grand  Island 

Walter  Armbrust  Omaha 

Diabetes 

Morris  Margolin,  Chm.  Omaha 

Wm.  J.  Reedy  Omaha 

Cha.s.  Carignan.  Jr. Ravenna 

J.  Wm.  Hervert Lincoln 

Carl  Formanack  Syracuse 

C.  R.  Hankins  Omaha 

Health  Education  in  Schools 
and  Colleges 

S.  I.  Fuenning,  Chm.  Lincoln 

Paul  Bancroft Lincoln 

H.  V.  Smith  Kearney 

S.  M.  Rathbun Beatrice 

R.  C.  Rosenlof  Kearney 

Interim 

Ray  Hill  Seward 

Willis  Wright Omaha 

Warren  Bosley  Grand  Island 

B.  N.  Greenberg  York 

Hospital  and  Professional 
Relations 

John  McGreer,  Chm.  Lincoln 

John  Brush  Omaha 

Albert  Albee  Oshkosh 

Howard  Yost  Fremont 

E.  J.  Loeffel Mitchell 

Leslie  I.  Grace  Blair 


Insurance 


Frank  Cole,  Chm.  Lincoln 

James  Thayer  Sidney 

Fay  Smith  Omaha 

Paul  Maxwell  Lincoln 

Paul  Scott  Auburn 

E.  M.  Walsh Omaha 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen  Lincoln 

L.  R.  Smith  Kearney 

J.  A.  McMillan  s Hasting 

Theo.  Koefoot Broken  Bow 

William  Rumbolz  Omaha 

Interim 

Harold  S.  Morgan  Lincoln 

Robert  F.  Getty North  Platte 

Robert  Benthack  Wayne 

Medical  Education 

Robert  C.  Rosenlof,  Chm. Kearney 

R.  F.  Sievers  Blair 

Chas.  McLaughlin  Omaha 

Frank  Tanner  Lincoln 

J.  G.  Yost  Hastings 

Earl  F.  Leininger  McCook 

Interim 

Richard  Egan  Omaha 

Cecil  Wittson  Omaha 

Harold  Morgan  Lincoln 

Fay  Smith  Omaha 

Joseph  Holthaus  Omaha 

Medical  Service 

Louis  Gogela,  Chm.  Lincoln 

John  D.  Hariigan  Omaha 

Stephen  Carveth  Lincoln 

Dwight  Burney,  Jr.  Omaha 

E.  B.  Reed  Lincoln 

Charles  W.  Landgraf,  Jr.  Hastings 

Interim 

0.  A.  Kostal  Hastings 

Henry  G.  Walters Omaha 

Fritz  Teal  Lincoln 

Occupational  and  Industrial 
Health 

G.  P.  McArdle,  Chm. Omaha 

C.  M.  Wilhelmj,  Jr. Omaha 

Barry  M.  Storter  Omaha 

R.  F.  Sievers  Blair 

Robert  Hillyer  Lincoln 

Joseph  Gross  Omaha 

Planning 

L.  S.  McNeill,  Chm.  Hastings 

H.  A.  McConahay  Holdrege 

Harley  Anderson  Omaha 

R.  F.  Sievers  Blair 

Donald  Purvis  Lincoln 

Bernard  Magid  Omaha 

Prepayment  Medical  Care 

Orvis  Neely,  Chm.  Lincoln 

Wm.  Chleborad  Fremont 

Lee  Stover  Lincoln 

Vincent  Lynn  Geneva 

J.  J.  Grier Omaha 

Clyde  Kleager  Hastings 

Public  Health 

R.  L.  Gissom,  Chm.  Omaha 

J.  Calvin  Davis  III  Omaha 

Edwin  D.  Lyman  Omaha 

E.  A.  Rogers  Lincoln 

H.  C.  Stewart Pawnee  City 

S.  I.  Fuenning  Lincoln 

Public  Relations 

Theo.  Koefoot,  Jr.,  Chm. Broken  Bow 

E.  D.  Zeman  Lincoln 

John  Coe  Omaha 

Max  M.  Raines North  Platte 

Peyton  Pratt  Omaha 

Donald  E.  Matthews Lincoln 

Mental  Health  and  Mental 
Retardation 

John  Baldwin,  Chm. Lincoln 

H.  C.  Henderson  Omaha 

L.  I.  Grace Blair 

Robert  Osborne  Lincoln 

1.  M.  French Wahoo 

C.  H.  Farrell  Omaha 

Interim 

J.  Whitney  Kelley  Omaha 

LaVeme  C.  Strough  Omaha 

Chas.  Landgraf.  Jr.  Hastings 

Henry  G.  Waters  Omaha 

Robert  Wigton  Omaha 


Rehabilitation 


Frank  Stone,  Cbm.  Lincoln 

R.  M.  House Grand  Island 

D.  M.  Frost Omaha 

F.  S.  Webster Lincoln 

J.  G.  Yost  Hastings 

John  M.  Thomas  Omaha 

Relative  Value  Study 

B.  R.  Bancroft,  Chm. Kearney 

James  E.  Ramsey  Atkinson 

C.  N.  Sorensen  Scottsbluff 

H.  E.  Mitchell  Lincoln 

Robert  Long Omaha 

Harlan  Papenfuss  Lincoln 

Rural  Medical  Service 

R.  Ij.  Tollefson,  Chm.  Wausa 

Cecil  Wittson  Omaha 

F.  A.  Mountford Davenport 

Don  Eberle  Ogallala 

Robert  L.  Heins Falls  City 

Paul  Martin  Ord 

Scientific  Sessions 

Russel  Gorthey,  Chm.  Lincoln 

Richard  Booth  Omaha 

C.  R.  Brott  Beatrice 

Bruce  F.  Claussen North  Platte 

John  D.  Coe Omaha 

R.  O.  Garlinghouse  Lincoln 

Paul  J.  Maxwell Lincoln 

Interim 

Chas.  Ashby  Geneva 

Tuberculosis  and  Other 
Respiratory  Diseases 

George  E.  Lewis,  Jr.,  Chm, Lincoln 

Wm.  E.  Nutzman Kearney 

J.  Harry  Murphy  Omaha 

John  L.  Batty ^ McCook 

Dean  McGee j| Lexington 

Robert  Scherer West  Point 

Medicine  and  Religion 

Horace  Giffen,  Chm.  Omaha 

Ray  Sundell Omaha 

Dwaine  J.  Peetz  Neligh 

Merle  Sjogren Omaha 

John  J.  Ruffing Hemingford 

J.  J.  Hanigan  Lincoln 

INTERIM  COMMITTEES 
Advisory  Committee  to  M.C.H. 

R.  C.  Reeder,  Chm. Fremont 

L.  S.  McNeill  Hastings 

Richard  Garlinghouse  Lincoln 

E.  G.  Brillhart Columbus 

H.  A.  McConahay  Holdrege 

Leo  T.  Heywood  Omaha 

Committee  on  Aging 

F.  Paustian,  Chm.  Omaha 

Chas.  Bonniwell  Omaha 

John  A.  Brown,  III Lincoln 

D.  W.  Kingsley,  Sr. Hastings 

Vernon  Ward Kearney 

Robert  G.  Osborne Lincoln 

Ad  Hoc  Centennial  Committee 

Frank  Cole,  Chm.  Lincoln 

Paul  Bancroft Lincoln 

Henry  Lemon  Omaha 

Thomas  Gurnett Omaha 

Ray  S.  Wycoff Lexington 

Joint  Committee  for  Improvement 
of  the  Care  of  the  Patient 
W.  C.  Kenner,  Chm. Nebraska  City 

M.  P.  Brolsma  Lincoln 

Traffic  Safety 

Ralph  Moore,  Chm. Omaha 

Kenneth  Kimball  Kearney 

George  B.  Salter  Norfolk 

Vern  F.  Deyke Columbus 

P.  B.  Olsson Lexington 

John  Porter  Beatrice 

Cardiovascular  Disease  Committee 

Richard  Booth,  Chm. Omaha 

Bowen  Taylor  Lincoln 

Stephen  Carveth  Lincoln 

Robert  Grissom  Omaha 

Theo.  Hubbard  Omaha 

Joseph  Holthaus Omaha 

Sub-Committee  on  Athletic  Injuries 

John  G.  Yost,  Chm.  Hastings 

Paul  Goetowski  Lincoln 

S.  I.  Fuenning  Lincoln 

Bruce  F.  Claussen North  Platte 

L.  C.  Steffens  Kearney 

Otis  Miller  Ord 

Geral  Ries  Omaha 

George  Sullivan,  R.P.T.  Lincoln 

Stanley  M.  Bach  Omaha 


Tears 

without 

grief 


Crying  Spells-psychic  tension 
with  depressive  symptoms  ? 

“I  don’t  knozu  zvhat’s  the  matter 
with  me  lately. ..I  cry  and  I cry... 
andl  really  don’t  know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
t'alium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  Your  patient 

then  can  cope  more  r 

easily  with  stresses 

to  which  she  sub- 

jected.  Valium  (diaz- 

epam)  is  generally  1 

well  tolerated,  and  \ T V ^ 

on  proper  mainte- 

enance  usu- 

ally  does  not  impair 

mental  acuity  or 

ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  .Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


usua'! 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  unti 
correct  maintenance  dosage  is  established,  advise  patient:' 
against  possibly  hazardous  procedures  requiring  complete  men 
tal  alertness  or  physical  coordination.  Driving  during  therapji 
not  recommended.  In  general, concurrent  use  with  other  psycho  ) 
tropic  agents  is  not  recommended.  If  such  combination  therapj^ 
is  used,  carefully  consider  individual  pharmacologic  effects-i 
particularly  with  known  compounds  which  may  potentiate  ac 
tion  of  \alium  (diazepam),  such  as  phenothiazines,  barbiturates  . 
M.AO  inhibitors  and  other  antidepressants.  Advise  patient;! 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres  ' 
sants.  Safe  use  in  pregnancy  not  established.  Employ 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects : Side  effects  (usu- 
ally' dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in^ 
continence,  slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  sy'mptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCl. 

Dosage : Mild  to  moderate  psychoneurotic  reactions,  2 

to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
-patients:  1 or  2 mg/ day  initially,  increase  gradually  a^npiMei 
and  tolerated.  (See  Precautions.)  ^ ^ 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  an"^ 
bottles  of  50  and  500.  ► r 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  ^ 
Nutley,N.J.07110 


Valium* 

(diazepam)  Roche®  i"}-. 


HROCH^ 

useful  for  the  relief  of  < 

-psychic  tension  with  associated 
depressive  symptoms 
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